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NOTICE. TO CONTRIBUTORS 


The British Journal of Psychiatry is published monthly under the auspices of the Royal College of Psychiatrists. 
The Journal publishes original work in all fields of psychiatry. Communications on general editorial matters, 
including manuscripts for publication, printed matter and books for review, should be sent to The Editor, 
The Royal College of Psychiatrists, 17 Belgrave Square, London, SW1X 8PG. 

Contributions are accepted for publication on condition that their substance аз not been published or 
submitted for publication elsewhere. The Journal does not hold itself responsible for statements made by 
contributors. Unless so stated, material in the Journal does not necessarily reflect the views of the Editor or of 

. the Royal College of Psychiatrists. 
Articles published become the property of the Journal and can be published elsewhere in full or part only 
with the Editor’s written permission. | 


Manuscripts. Three high quality copies (one of which should be the original typescript) should be submitted. 
Articles must be typed on one side of the paper only with double spacing and wide margins, and the pages 
must be numbered. 

The title should be brief and to the point. A sub-title may be used to amplify the main title. The names of 
the authors should appear on the title page; their names, degrees and affiliations should be given at the end of. 
the paper. 


Asummary should be given at the beginning of the article. It should be brief and factual and not normally ' 
ore than 120 words. 


References sliould be listed alphabetically at the end of the paper, the titles of journals being given in full. 
For the reference list, authors should follow the style of the Journal and study the illustrations set out below. 
Titles of books and of journals will be printed in italics and should therefore be underlined in the typescript. 


“Kesov, R. E. (1974) The stability of psychiatrie diagnoses. British Journal of Psychiatry, 124, 352-8. 
Rurrer, M., Tizard, J. & Wuirmore, К. (1970) Education, Health and Behaviour, p. 14. London: Longman. 


Scorr, P. D. (1964) Definition, classification, prognosis and treatment. In Patholegy and Treatment of Sexual 
Deviation (edited by 1. Rosen). Oxford University Press. 


Durxuem, E. (1897) Le Suicide. Paris. Translated 1952 as Suicide: A Study in Sociology, by J. A. Soros 
гапа С. Simpson, pp. 191-206. London: Routledge and Kegan Paul. 


ла the text, references should be made by giving in brackets the name of the author and the жен 
publication, e.g. (Smith, 1971); or ‘Smith (1971) showed that ; 


Symbols and Abbreviations. Follow ‘Units, Symbols да Abbreviations, a Guide for Biological апа 
Medical Editors and Authors’ (1971, The Royal Society of Medicine, 1 Wimpole Street, London, W1M 8AE). 
Terms or abbreviations which might not be understood by the average reader should be explained. 


Tables and Figures. Each table and figure must be on a separate sheet and its desired position in the 
text should be indicated (Table II here). Figures should be original drawings or glossy photos (not photocopies) ; 
the author's name and the title of the paper should be written in pencil on the back. Tables and figures should 
be self-explanatory, with adequate headings and footnotes. Units of measure must always be clearly indicated. 


Editing. Manuscripts accepted for publication are subject to copy-editing and to editorial changes . 
required for conformity with Journal style. 


Proofs. One proof will be sent to each author of an article. Corrections other than printer's errors may 
be disallowed or charged to the authors. 


General advice to authors. In the assessment of papers submitted to the Jiitnal, great importance is attached 
to conciseness and clarity. Authors should study ‘General Notes on the Preparation of Scientific Papers’, published 
by the Royal Society (6 Carlton House Terrace, London, SW1Y 5AG), 1974 edition. They should check the q 

* accuracy of all references in their manuscript and ensure that dates and spellings ри їп ће text and 
reference list. 
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Despite anxiety. . . 
drawings done, deadline met 


Another example of 
‘Stemetil at work 


Full information is available on request 
*trade mark of May & Baker Ltd 
Dagenham Essex RM10 7XS 
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i" =` ST. ANDREW'S HOSPITAL 
| NORTHAMPTON 


Марса. Direcror: JAMES HARPER, M.B., F.R.C.P.(Edin.), F.R.C.Psych. 


St. Andrew's Hospital is a private psychiatric hospital, situated in 130 acres of parkland in the 

B county town of Northampton. In general, patients are admitted to Isham House, a recently 
opened luxurious reception unit in the grounds, which is equipped for the investigation and 
treatment of all forms of psychiatric illness. The accommodation consists entirely of private 
bedrooms, most of which have private bathrooms, etc. 


In addition, there are facilities in the main hospital for the care of longer stay and geriatric 
patients, chiefly in private bedrooms. 


The hospitals amenities include Gloucester House, which comprises an occupational 
therapy department, a swimming pool, a squash court, and library, while in the grounds 
there are tennis courts, a 9-hole golf course, etc. 


Subscribers to private medical insurance schemes, such as the British United Provident 
Association and the Private Patients’ Plan, may claim benefit in respect of fees charged. 


Further particulars, including fees, may be obtained from the Medical Director, St. 
Andrew's Hospital, Northampton (Tel. o604 (Northampton) 21311), who can be seen in 
consultation by appointment at the hospital. 


CANADA 


Headquarters Hospital of International Grenfell Association, 
St. Anthony, Northern Newfoundland, Canada 


The above modern and well-equipped regional teaching hospital which is 

affiliated with two universities and which is responsible for an area of 50,000 

square miles with a mixed population of settlers, Eskimos and Indians requires 
the following: 


PSYCHIATRIST 


of at least Senior Registrar level. A good commencing salary is offered according 

to experience. Contract minimum of one year. Travelling expenses paid and 

attractive accommodation is provided at a very moderate rental, which includes 
central heating, lighting, etc. 


Please apply to the Secretary, with full particulars, 
Grenfell Association, Hope House, 45 Great Peter Street, 
London, SW1P 3LP 
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release - 
her 


DN 


Мага! 


can offer dramatic improve- 
ment in agoraphobia, social 
phobias and other phobic 
disorders. In one recent 
controlled study' Nardil 
proved successful in 

a majority of patients with 
phobic anxiety. 


“The results confirm previous 
evidence that phenelzine 
(Nardil) is an effective drug 
for the treatment of phobic 
anxiety.™ 


1. Psychopharmacologia (Berl.) 1973, 32, 237. 
Nardi tablets each contain 15 mg 

phenelzine (as Phenelzine Sulphate BP). 
Further information available on request. 
'Nardil' is a registered trade mark. 


William R. Warner & Co. Ltd., 
Eastleigh, Hants. 
Tei: Eastleigh 3131 
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Psychosomatic Classics 


Selected Papers from Psychosomatic Medicine, 1939-1958 






Edited by a Committee from the Editorial Board of Psychosomatic Medicine, consisting of L. A. 
Gottschalk (Davis, Calif.); P. H. Knapp (Boston, Mass.); M. Е. Reiser (New Haven, Conn.); J. D. Sapira 
(Pittsburgh, Pa.) and A. P. Shapiro (Pittsburgh, Pa.). 


Vill + 252 p., 53 fig., 30 tab., 1972 








































SFr. 35.50 / US $9.95 / DM 35.50 / £3.93; reduced price granted to members of the American Psycho- 
somatic Society SFr. 31.35 / US $8.80 / PM 31.35 / £3.51 and to students SFr. 27.15 / US $7.65 / 
27.15 / £3.03. 


ISBN 3—8058—1232—5 






Foreword — A Study of an Infant with a Gastric Fistula. 1. Behavior anc the Rate of Total Hydrochloric 
Acid Secretion — Etiology of Duodenal Ulcer. 1. Relation of Specific Psychological Characteristics to 
Rate of Gastric Secretion (Serum Pepsinogen) — Psychosomatic Disease and the 'Visceral Brain'. 
Recent Developments Bearing on the Papez Theory of Emotion — Psychologic Mechanism in Malig- 
nant Hypertension — Studies of Syncope. lil. Differentiation Between Vasodepressor and Hysterical 
Fainting — The Correlations Between Ovarian Activity and Psychodynamic Processes. 1. The 
Ovulative Phase — Emotions and Gastroduodenal Function. Experimental Studies on Patients with 
Gastritis, Duodenitis and Peptic Ulcer — Psychoanalytic Study of a Case of Essential Hypertension 
— Possible Etiologic Relevance of Personality Factors in Arterial Hypertension — Emotional Stress 
in the Precipitation of Congestive Heart Failure — Some Experimental Observations on Gastro- 
intestinal Lesions in Behaviorally Conditioned Monkeys — Autonomic Response Specificity. An 
Experimental Study — An investigation of the Relation Between Life Experience, Personality 
Characteristics, and General Susceptibility to Iliness. 


Since its beginning in 1939, Psychosomatic Medicine has published more than 1,200 papers, Many 
of these have represented the major investigative studies in an area which has expanded considerably 
inits scope during this period. These investigations are frequenty quoted in contemporary discussions 
of psychosomatic disease and in the literature of internal medicine, psychiatry, psychology, and 
psychophysiology. This volume represents the American Psychosomatic Society's response to the 
many requests for a collection of such papers. 


А committee representing the Editorial Board of the Journal reviewed the first 20 years of Psycho- 
somatic Medicine, each member independently selecting approximately 50 articles of the highest 
contemporary relevancy. This list was further reduced by consensus te 33 articles which could rightly 
be called outstanding on the basis of their broad implications and their excellence of argument. 
Limitations of space required a further reduction to the present fourteen papers. 


Each article is introduced by a short retrospective statement which indicates the historic and 
intellectual context in which the work was first performed and also discusses how well the authors' 
concepts have stood the test of time. In addition, there is a foreword by Dr. Carl Binger who was the 
Ecitor of the Journal during most of this exciting period. 


This is a book which allows immediate access to the original presentations of those concepts 
which have become central to modern psychosomatic research and to contemporary clinical medicine 
and psychiatry. It should appeal to both the clinician and investigator who wish to broaden and refresh 
their conceptual framework, as well as to students, in medicine and the behavioral sciences who may 
be. unaware of the data sources of contemporary psychosomatic medicine. 


K| S. Karger - Basel - München · Paris · London · New York: Sydney 
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FROM METHUEN 
Obsessional States 


EDITED. BY H. R. BEECH 
Methuen's Manuals of Psychology 


A collection of original papers by clinical psychologists which gives a compre- 
hensive survey of present thought on the diagnosis and treatment of obsessional 
neuroses. The disorders themselves still present baffling problems: this book 
examines and suggests ways of solving them in a comprehensive way that no 
other available book can offer. £5.00 


FROM TAVISTOCK 
Adolescent Suicide 


ANDRE HAIM 
Translated from the French by ALAN SHERIDAN 


Suicide is one of the commonest causes of death in the age-group 15-19. Yet it is 
still very largely misunderstood and there is a striking lack of factual material on 
the subject. Dr. Haim presents a large body of statistical information. He also 
scrutinizes in great detail the social and persona! pressures which lead to suicide. 


Families and Family — 
Therapy 


SALVADOR MINUCHIN 


Family counselling and therapy is a swiftly growing subject. In recent years the 
importance and value of this particular branch of therapy has been recognized. 
The author lays bare the dynamics of family interactions in a series of enthralling 
accounts of particular encounters. In these he quotes dramatically—anc effectively 
—from the conversations which took place and analyses minutely the reactions of 
the participants. £4.35 
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THE BRITISH JOURNAL OF 
PSYCHIATRY 


Published Monthly 


Annual Subscription, £25.00, including postage (U.S.A. $75.00) 
Individual numbers, £2.50, including postage (U.S.A. $7.25) 
Cheques to Headley Brothers Ltd., B.J.P. a/c. 


SPECIAL PUBLICATIONS 


No. 3. Studies of Anxiety 
Edited by M. Н. Langer, including postage 75p (U.S.A. $2.00) 
For R.C.Psych. Members, W.P.A. Members and Journal Subscribers, as above. 
Cheques to Headley Brothers Ltd., W.P.A. а/с. 
Published January 1969. Reprinled for W.P.A. Autumn 1970 


No. 5. The Training of Psychiatrists 
Edited by С. Е. M. Russert and Н, J. Warrow, including postage £1.80 
(U.S.A. $5.25) 
Special price for R.C.Psych. Members and Journal Subscribers, including 
postage £1.35 (U.S.A. $3.90). Cheques to Headley Brothers Ltd., B. J.P. а/с. 
Published August 1970 


No. 6. Recent Developments in Psychogeriatrics 
A Symposium edited by D. W. К. Kay and ALEXANDER WALK, including 
postage £1.60 (U.S.A, $4.25). Special price £1.20 (U.S.A. $3.50) 
Published June 1971 
No. 7. Psychiatrists in Training: 
The Report of the R.M.P.A. Manpower and Education Project 
By Perer BROOK 
Price, including postage £2.00 (U.S.A. $6.00). Special price 1.50 (U.S.A. $4.50) 
Published Spring 1973 
No. 8. Genetic Studies in Mental Subnormality 
By B. C. C. Davison, P. Е, Benson, P. N. Swirr and J. D. Sruppy 
Prices as No. 7. Published Spring 1973 


Ii is regretted that Special Publications Nes. 1, 2 and 4 are now out of print 


Ready shortly 


No.9. Contemporary Psychiatry: Selected Reviews from the British 
Journal of Hospital Medicine 

No. ro. Studies of Schizophrenia 

No. rx. Families without Hope: A Controlled Study of 33 Problem 
Families 


Published by the authority of the 


Royal College of Psychiatrists by 


HEADLEY BROTHERS LIMITED 
Ashford, Kent TN24 8HH 
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anew form of therapy 


for the male hypersexual 


Androcur is unique 


Androcur (cyproterone acctate) is a radically new approach to the treatment of 


severe hypersexuality and sexual deviation in the male. 
Androcur, the first specific anti-androgen, is the 
result of ten years of intensive research 
by Schering, 


Androcur is effective 
Androcur provides a uniquely effective method of controlling 
excessive and misdirected male libido 
by diminishing the production of androgens and 
blocking their sites of action. Clinical 
trials have demonstrated the strong 
anti-libidinous properties 
of Androcur. 





Androcur is virtually free from side-effects 
Since Androcur has very few side-effects, it is the 
preparation for male hypersexuality which 
combines high therapeutic effectiveness with 
acceptable side-effects. 


Androcur has a controllable effect 
Sexual deviation is often associated with abnormally strong sexual 
drive. Reduction of sexual drive without its total suppression 
will often permit the retention of normal conjugal 
sexual activity while controlling 
aberrant tendencies. ` 


Androcur and the Patient Profile 
Androcur has proved to be of value in treating men who 
have been guilty of sexual offences such as exhibitionism ; 
paedophilia; indecent assault; rape; incest; 
voyeurism ; bestiality and paederasty. 


Other types of aberrant behaviour that may be controlled 
are homosexual activities ; fetishism ; 
transvestism ; compulsive masturbation and 
sexual aggression in senile or mentally 
defective hospital patients, 
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Product Information 


Presentation 

White, scored tablets 
each containing 25 mg 
mesterolone. 


Uses 

Androgen deficiency 
Male infertility. 
Pro-viron is an 
entirtly new type of 
orally-active androgen 
with quite distinct 
propertics from those 
of older products, It 
offers unusual 
therapeutic possibilities 


and the other side of the coin... 


Androgen Deficiency 





Pro-viron adds to endogenous androgens 
unlike traditional androgen treatments which 
suppress the pituitary and merely replace 
endogenous androgens. 


Endogenous androgen levels are not suppressed. 
Testicular function is unimpaired. 
Liver tolerance is excellent. 


PRO-VIRON 


mesterolone 


the unique androgen 


because it can be given 
in high dosage over 
long periods. The 
presence of a methyl 
group at C-1 conters 
special properties on 
this steroid which, 
unlike testosterone, is 
not metabolised to 
oestrogen. This 
difference probably 
accounts for the 
observation that, 
during mesterolone 
(Pro-viron) therapy in 
normal men, pituitary 
gonadotrophin 
secretion 15 not 


inhibited and 
spermatogenesis 1s 
unimpaired. 


Unlike testosterone 
derivatives, Pro-viron 


does not cause piruitary 


suppression at the 
recommended dosage 
and so endogenous 
androgen production ts 
unaffected. 


Furthermore, in 
contrast to other orally 
active androgens, liver 
tolerance is excellent (a 
fact probably related то 


the absence of 17-alkyl 
substitution of the 
steroid nucleu 


Dosage and 
administration 
Indrogen deficiency 
Initíally 1 tablet three 
or four times daily, i.c. 
75-100 mg daily for 
several months. For 
continuous substirution 
1 tablet twice daily, i.e 
so mg daily 
Male infertility 
100 mg daily for several 
months 


Centra-indications, 
warnings, etc. 

In common with other 
arairogens, Pro-viron is 
contra-indicated in the 
presence of prostatic 
carcinoma. There are 
nc reported side-effects. 


Pharmaceutical 
quae 

torage : Store in cool, 
dry conditions, away 
frem strong sunlight 
Shelflife five years 


"rows category 
SB. 


Package quantities 
Tubes of 50 tablets. 


Further information 
Nil. 

Product licence * 
number 

0053/0030. 
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is the one treatment 
for anxiety that helps 
your patient by keeping 
dosage simple, easy to 
remember, more likely 
to be followed. 





Moreover, once-a-day 
Tranxene provides 

_ effective relief of 
anxiety and perhaps 
fewer side effect 
problems than you've 
come to expect. When 
it comes to choosing a 
treatment for anxiety, 
once-a-day Tranxene 
is the one to remember. 





re unforgettable 
| treatment for anxiety 
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Psychiatry for 
Students 


Bowden House Clinic 


Harrow-on-the-Hill, Middlesex 


Fourth Edition 

Volume |: 

Adult Clinical Psychiatry 
and Psychology 


DAVID STAFFORD-CLARK 


(Non-Profit Making: Registered as a Charity) 


Telephone: 01-864 0221 


A private Clinic, outside the National Health 
Service, for the treatment of patients suffering 
from the neuroses, early psychoses, psycho- 
somatic disorders, drug addiction and alcohol- 
ism. Treatment is undertaken or supervised by 
the experienced psychiatrists whose services 
are inclusive in the patients! fees. A full 
physica! examination and pathological investi- 
gations are made in the first week. 


This edition of an outstanding 
standard textbook has been 
divided into two volumes and 
completely revised. Volume ll, to 
be published in 1976, will provide 
a conspectus of modern develop- 
ment psychology. 


Paperback £2.65 
GEORGE ALLEN & UNWIN 


Apply: The Medical Director. 





RECENTLY PUBLISHED 
The Second Edition of 


Psychiatric Illness 


Diagnosis, Management and Treatment 
for General Practitioners and Students 
Н. MERSKEY, Ma, DM, FRCPSYCH, and W. LAWTON TONGE, MD, FRCPSYCH 


In the second edition of this well established text, the sections on psychosomatic illness, subnorm- 
alitv, deviant behaviour and senile diseases have been revised or enlarged. The sections on hypnosis, 
psychotherapy, behaviour therapy, marital problems, children and drug treatment have been 
rewritten and brought up to date. The chapter on Child Psychiatry has been contributed by 
Dr R. A. Bugler, Consultant in Child Psychiatry, North Derbyshire. 


From reviews of the first edition: 


“The book covers all the main [psychological] problems likely to be encountered in general practice 
.. a text specifically for general practitioners which should fill a special need.’ The Practitioner 


1974 2nd edition. 304 pp. £2.80 


The price is subject to change without notice 


BAI LURE YO TINDALL 


7/8 Henrietta Street London WC2E 8QE 
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Marital and Family Therapy 
By IRA D. GLICK, M.D. and DAVID R. KESSLER, M.D. 


^ 

^ А А . ; Я 

Intended as an introductory textbook in marital and family therapy, this volume presents: 
v — some of the core concepts relevant to an understanding of families; a frame of reference 
* for planning and carrying out family therapy strategies; a summary of current research on 






оре) 






> $ family process and treatment. This is a comprehensive survey of the field with separate A 
X sections devoted to: Seminal Ideas in Family Therapy; Seminal Theorists of Family 
g Therapy; and A Comparison of Theorists. К 
R November 1974, 176 pages, ISBN 0-8089-0854-5, abt. $10.00/ £4.80 К 
- FS К 
$ Ап Introduction to Family Therapy M | 
$ — By VINCENT D. FOLEY, PH.D. К 





& — Presenting a comprehensive view of the field, this book focuses on the similarities and 
% differences of major theorists. Present and future trends are examined, as well as “struc- 
* tured family therapy" and the concept of the family as a "system." 

$ October 1974, 224 pages, ISBN 0-8089-0846-4, $10.50/£5.05 






* The Problem Oriented Record in 
ВЫ + 

* Psychiatry and Mental Health Care 
% By RALPH S. RYBACK, M.D. Wu 
R The first compilation of the problem oriented approach for the mental health field — this К 
% timely volume stresses the need for a more efficient restructured record system, given the К 
% — technologies currently available, and a standardized mental health language which will * 
К allow all mental health disciplines to easily communicate. 
$ — October 1974, 192 pages, ISBN 0-8089-0849-9, abt. $9.75/£4.70 


© 
оре 













On Behalf of Children ў 













М By WILLIAM HETZNECKER, M.D. and MARC A. FORMAN, M.D. М 

| М А refreshingly candid and penetrating analysis of the daily problems of professional work 3 

i on a community level — this new monograph comprises the personal experience and the d 

« — continuing efforts of two clinicians on behalf of children and families who face over- У 

К whelming obstacles. 

К August 1974, 216 pages, ISBN 0-8089-0844-8, $9.75/£4.70 * 

К jo X 

М nhe X 
* GIS, М 

S KI 

v X 

ч GRUNE & STRATTON, INC. x 

g A Subsidiary of Harcourt Brace Jovanovich, Publishers 
M 111 Fifth Avenue, New York, N.Y. 10003 Ў 
‚К 24-28 Oval Road, London, NW1 7DX X 
М y 

* 
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Why more doctors 
are prescribing less 
amitriptyline 


Because by prescribing Lentizol, sustained-release 
amitriptyline, the same antidepressant effect is 
produced at two-thirds the dosage of ordinary 


amitriptyline.’-2.3 
As the dosage is simply reduced to one 50 mg capsule 
during the evening or at bedtime, there is less daytime 


drowsiness* and hence less chance of patient default 
This makes Lentizol the ideal form of amitriptyline for 


treating both acute and chronic depression. the simpler, safer amitriptyline 


Capsules containing 50 mg and 25 mg Amitriptyline Hydrochloride BP in a sustained -release formulation. Lentizol is а registered trade mark 
1. Brit. J. Psychiat (1972),120: 65. 2 Brit. J. Psychiat. (1973), 123:63. 3. Curr. med. Res. Opin. (1972).1:123. 4. Practitioner 2), 209: 700 
Further information available on request. William R. Warner & Company Limited, Eastleigh, Hampshire Telephone Eastleigh 3131 


sustained release 
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Psychiatry amongst the Australian Aborigines" 


By L. G. KILOH 


The notion of transcultural psychiatry is an 
attractive one. It creates visions of palm-lined 
beaches and tropical abundance in the midst 
of which energetic epidemiology leads to 
aetiological revelations. Nissl commented to 

мз friend Kraepelin (1904), about to embark 
on his journey to Java, that his research 
was only a scientific cloak to hide his enthu- 
siasm for travel—a jest that all subsequent 
transcultural workers have had to suffer. It 
is unfortunate that not only are the palms and 
beaches overrated but the differences in culture 
and morbidity found are often scarcely greater 
“than those existing between sections of one's 
own society, where even communication may 
be as great a problem. Even if the contribution 
made to the understanding of our own illnesses 
is meagre, transcultural studies can still be 
justified because they allow us to evaluate the 
needs of the peoples studied and, we may hope, 
permit us to indicate how they may be helped. 
The view sometimes expressed, particularly by 
anthropologists, that one should endeavour to 
obsérve without changing is unacceptable to 
doctors. Help is indeed required—there are no 
noble savages nowadays. 

Few transcultural studies relate to the tradi- 
tional illnesses of untouched cultures, and the 
majority are concerned with societies in 
transition. Аз Western contact is seldom limited 
to psychological influences, they are studies of 
survivors, underprivileged and constituting 
yet another example of a poverty culture. Of 
the many problems encountered during trans- 
cultural studies a major one is communication. 
Many Australian Aborigines speak English, 
but often as an imperfect second language. 
Substantial numbers, especially amongst the 
elderly, speak little or none. Interpreters are 


* Read at the Annual Meeting of the Royal College 
of Psychiatrists, Cardiff, July 1973. 


necessarily employed, and one can but hope that 
the resulting distortion is not excessive. That 
language might have a shaping influence upon 
one's findings was suggested by an experiment 
carried out with schoolchildren by Cawte and 
myself (1967) in Central Australia. It was а 
controlled comparative study in which groups 
of children were instructed either in English 
or in their own Walbiri language to draw a 
picture of the local countryside containing a 
fruit tree. The results were fascinating. When 
instructed in English they drew pictures of 
paddocks surrounded by barbed wire and 
studded with apple trees, a form of vegetation 
they had never seen. When instructed in their 
own language they drew charming local scenes 
with rounded purple sandstone hills and fore- 
grounds of mulga and hakeas. Similarly when 
judging disturbed behaviour it seems much 
easier to achieve familiar diagnoses when the 
patient understands English. Frank (1973) has 
pointed out that we control events by naming 
them, and he added that the name provides 
comfort to the patient. It provides even more 
to the investigator! 

It may be ideal, as an anthropologist might 
insist, to spend not less than a year studying 
an Aboriginal community, preferably with a 
well-assorted and amenable team. Such things 
are not possible in Australia. Instead it has been 
necessary to develop a technique involving a 
concentrated attack by a group of those avail- 
able, over a period of three or four weeks, 
perhaps repeated one or twice at yearly intervals. 
One is reminded of the archaeologist's rescue 
dig in which time becomes a vital consideration, 
though in this instance it is our time that is the 
problem, not that of our subjects. 

The first step is to establish working relation- 
ships with both European and Aboriginal 
members of the community. The traditional 
medical practitioners—often highly competent 
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psychotherapists—are key figures with whom we 
share common interests and bonds that make 
them an easy group to approach. The Europeans 
are often vital informants, and in any case their 
attitudes, beliefs and capacities are important 
determinants of the social order. The next step 
is to carry out epidemiological surveys to 
determine the levels of overt illness and covert 
morbidity. Although it may be possible to 
achieve some internal comparisons, it is often 
difficult to compare different cultural groups, 
particularly Aboriginal and Western societies, 
as it is impossible to standardize the systems of 
data collection. Even at the internal level there 
are difficulties. One cannot compare accurately 
male and female groups, for example, as the 
women generally have a poorer command of 
English and the social mores are such as to 
discourage them from communicating with 
white males. 

Information is also gathered on the socio- 
cultural background—ecology, child rearing 
habits, the social credit network, genetics and 
so on—permitting cross-correlations to be made 
with the morbidity figures. 

Nor can one plan any transcultural study as 
an academic exercise. The purpose of such 
studies is not to provide doctorate theses but to 
enable us to help the Aborigines in their 
present predicament and perhaps prevent 
worse things befalling them. Hence our interest 
in the vital issues of economics, work oppor- 
tunities, education, population growth, housing 
and recreation, which are reflected in—and 
themselves reflect—the overall mental health of 
the community. At another level, too, one 
cannot fail to become involved. Once one has 
identified patients, how can one withhold 
treatment—even ifit be little more than first aid? 

I should like to describe two field trips of a 
contrasting yet complementary character, the 
first to Mornington.Island in the Gulf of 
Carpentaria, the second to Elcho Island in the 
Arafura Sea. But before coming to these let me 
give you some background information. 

Prof. John Cawte, of the School of Psychiatry 
of the University of New South Wales, has 
adopted transcultural psychiatry as his main 
research interest and has involved many 
members of the School, including myself, in his 


activities. A number of full-blood Aboriginal 
communities in the centre and in the north of 
Australia have been studied. 

It is likely that the Aborigines first reached 
Australia some 30,000 years ago. Although in 
recent times they have shown little seafaring 
ability, the Wallace line dictates a sea crossing, 
though in Pleistocene times it was one consider- 
ably shorter than at present. The mainland 
Aborigines have affinities with the Kolarians 
and Dravidians of India, the Veddahs of Ceylon 
and perhaps the Ainu of Japan. All these peoples 
may have originated from a proto-Caucasoid 


ancestral group in central Asia. Abbie (1971)9wa 


believes that they are likely to have come by 
way of Indonesia rather than New Guinea, 
blown fortuitously on rafts or in canoes by the 
north-west monsoon. The Tasmanian Aborigines 
seem to have been of Melanesian origin and the 
last one died 100 years ago. ` 

Although the climate was more hospitable 
in Australia than it is at present, conditions were ` 
not favourable to the establishment of permanent 
settlements, for there were no indigenous 
animals capable of domestication and the 
Aborigines brought only their dogs. Nor, with 
the doubtful exception of the yam in the north, 
were there any plants that might form the basis 
of an arable culture. Denied the opportunities 
of husbandry and agriculture, the Aborigines 
were forced to remain nomadic, and although 
organized into tribes in a linguistic rather than 
a political sense it was only during occasional 
periods of plenty that they were able to come 
together. For the most part the economic unit 
was the family. Technologically they remained a 
Stone-Age people, and if one is impressed by 
technological criteria they must be judged 
primitive. Even so they can be credited with 
two remarkable technological discoveries—the 
woomera, which enables them to throw their 
spears for distances of up to 150 yards, and the 
boomerang. In other ways they developed a 
surprisingly rich culture if judged in terms of 
poetry, painting, dancing and the complexities 
of their totemic religious beliefs. 

Much has been made of the wildness and 
cruelty of the Aborigines. In 1623 Carsten’, 
the Dutch explorer, described the north of 
Australia as ‘altogether thinly peopled by divers 
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cruel, poor and brutal nations’ and the remark 
was repeated by Flinders (1814) who carried 
out the definitive charting of this area. Such 
views were widely held by the early settlers, 
largely to excuse their own behaviour. In fact 
the Aborigines generally are peaceful and un- 
aggressive, as one might expect in a people so 
recently nomadic; there is little biological 
advantage in warlike skills when survival 
depends upon success in food-gathering. 

When Captain Phillip established the first 
convict settlement at Sydney Cove in 1787, it 
is believed that there were about half a million 
Aborigines in Australia. By 1950 there were 
50,000, the decline being due to European 
diseases, eradication by shooting and poisoning, 
and malnutrition following their exclusion 
from those more productive areas of the 
countryside capable of exploitation by Western 

. technology. Infertility was severe, infantile 
mortality was extreme and it was commonly 
believed there would never be an Aboriginal 
problem, as they would die out. Since 1950 
there has been a dramatic change—partly one 
hopes as the result of an awakening Australian 
conscience—-and there are now about 100,000 
full-blood Aborigines. In the last few years 
much repressive legislation has been revoked; 
Aborigines have been admitted to Australian 
citizenship and they have become eligible to 
receive social security benefits. 

-Mornington Island, the scene of the first field 
trip I want to describe, is the largest of the 
Wellesley group and lies some 17 miles from the 
mainland, deep in the Gulf of Carpentaria 
(lat. 16°S.). It is 40 miles long by 8—то miles 
wide, and like the whole of the northern coast 
of Australia has a monsoonal climate. A 
Presbyterian mission was established there in 
1914. The present population consists of three 
ethnic groups, the indigenous Lardil people—of 
whom there were 339 at the time of the study— 
98 Kaiadilt people from Bentinck Island, 20 
miles away, and a mixed group of 121 from 
neighbouring areas of the mainland. Included 
in these figures are 55 Aborigines with European 
or Chinese fathers. These are not separately 

distinguished by the others, being accepted into 
their mothers' groups. The Lardil and the main- 
landers are well acculturated, and many speak 


and write English well. The Kaiadilt were 
evacuated from Bentinck Island in 1948 after a 
series of poor seasons led to starvation and 
fighting, climaxed by a particularly high tide 
that flooded the water holes and threatened 
the people's existence. Although they are-such 
close neighbours, the languages of the Lardil 
and Kaiadilt people are at least as different as 
French and Italian, and they differ markedly 
in the distribution of their blood groups. The 
Kaiadilt form the underprivileged group on 
Mornington Island. The mainlanders occupy an 
intermediate social position. All three groups 
remain relatively distinct and live in adjoining 
but more or less separate enclaves close to the 
mission buildings. The Aboriginal township in 
its concept and layout owes nothing to tradi- 
tional practices. 

The study began with an indirect census of the 
population aged over 15 years—the children 
were assessed separately. А questionnaire de- 
signed to indicate overt behavioural disturbance 
was presented to two committees of carefully 
selected informants, one Aboriginal and the 
other European. The Europeans indicated 64 
and the Aborigines 88 adults whom they re- 
garded as showing, or having shown, beha- 
vioural disturbance. There was a reasonable 
concordance between their judgements, the 
most obvious discrepancy relating to the 
question 'complaining, makes a fuss about 
aches and pains’. The European named ten 
and the Aborigines only one in this category, 
suggesting perhaps that the Aborigines accept 
such complaints as realistic and part of normal 
living. All the individuals named were inter- 
viewed. In many the complaint proved minor, 
and it was judged finally that 32 of 278 adults 
at risk had demonstrated abnormal behaviour. 
The figure may seem low, but it should be 
recalled that it refers only to overt disturbance, 
not to personal discomfort. Of interest are the 
differences between the Lardil and Kaiadilt 
peoples, particularly in regard to depression. 
Seven of 60 Kaiadilt adults showed or gave 
histories of significant depressive illnesses, but 
none of the Lardil had suffered in this way. 
Two Kaiadilt bad killed themselves—they are 
not included in the census—and several had 
made suicidal attempts. At least two of the 
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depressed Kaiadilt suffered illnesses showing an 
‘endogenous’ pattern. There was one example of 
schizophrenia and two of transitory delusionary 
states that may have been schizophrenic but 
were strongly provoked, had a considerable 
affective content and ran short courses; they 
resembled closely the bouffées  délirantes 
described in Senegalese Africans by Collomb 
(1966). 

The next step was to administer a modified 
Cornell Medical Index Health Questionnaire 
to the entire population over 15 years of age. 
It consisted of 65 questions and was given to 
English-speaking Aborigines in groups, and 
individually, with the aid of an interpreter, 
to the remainder. Questionnaires were com- 
pleted by gı per cent of the adult population. 

There were five peaks of complaint—respira- 
tory; musculo-skeletal; low energy and fatigue; 
inadequacy, i.e. lack of self-reliance and fears in 
strange situations; and irritability and anger. 
As in other transcultural studies, the females 
scored consistently higher; the differences were 
especially evident in the emotional areas— 

70 
- — — = Kaladilt 
= Lardil 
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AVERAGE YES RESPONSE (t) 


inadequacy, depression, anxiety, sensitivity, 
anger and irritability and tension. It has been 
suggested that the process of acculturation for 
women is more difficult because of their less 
intimate contact with the new culture and their 
lack of opportunities to acquire the new 
language, so that they remain more excluded 
than the males. 

The most interesting divergences were be- 
tween the various ethnic groups (Fig. 1). The 
mixed-blood Aborigines, though scoring high 
on musculo-skeletal complaints and inadequacy, 
showed the lowest scoring pattern of all groups, 
and this was particularly evident in relation to 
the emotional items. The mainlanders and the 
Lardil had similar scores, while the Kaiadilt, 
the deprived group from Bentinck Island, re- 
turned the highest scores. Emotional com- 
plaints were particularly prominent—sleép 


disturbance, depression, sensitivity and anger . 


ahd irritability. 

Where the census and the health question- 
naire overlapped there was reasonable con- 
cordance. Both showed the Kaiadilt to be the 
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Fig. 1 — Ethnicity as a variable ın modified C.M.I. responses. 
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most disturbed group, and both emphasized the 
frequency of depression in this people. 
The next step was an attempt to determine 
the variations in the level of cultural identity 
amongst the Aborigines, using 4 brief question- 
naires which were given at the same time as the 
Health Questionnaire (Bianchi, Cawte and 
Kiloh, 1970). The first aimed to measure the 
degree of acquisition of Western culture, the 
second to indicate the strength of aspiration to a 
Western-style society, and the third and fourth 
were designed as measures of the retention of 
traditional activities and of traditional beliefs 
respectively. In the traditional belief question- 
naire two of the questions concerned beliefs in 
malgri and puri puri. Malgn (Cawte, 1973) is an 
illness characterized by abdominal pain and 
distension, headaches, drowsiness and some- 
times vomiting. It is considered to result from 
- spirit intrusion when an individual in an area 

outside his own territory enters the sea, perhaps 
* to fish, without washing. He becomes possessed 
by the offended local totemic spirit, serpent, 
shark or sea eagle, for example, according to the 
area. Puri puri is a term widely used in the 
north of Australia to describe the incorpora- 
tion of some poisonous substance through 
sorcery. 

There were few differences in the scores 
between the sexes, but age had a marked and 
perhaps predictable effect on the responses, the 
younger Aborigines scoring higher on acquisi- 
tion and emulation of Western ideas, while the 
older people scored higher on retention of 
traditional activities and beliefs. The ethnic 
correlates, too, came as no surprise. The part- 
Aborigines ranked highest on acquisition and 
emulation and lowest on retention of traditional 
activities and beliefs, while the Kaiadilt showed 
the precise converse. 

There was no overall correlation between 
Western aspirations and acquisitions and psych- 
jatric morbidity as indicated by the Health 
Questionnaire, so that one might infer that there 
was no evidence that culture contact is a causal 
factor in mental illness. But one must bear in 
mind that culture contact for all the groups 
except the Kaiadilt has been maintained for 
some 50 years, so that the stage of culture shock 
has long since passed. 

a \ 
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Retention of traditional beliefs correlated 
significantly with high scores on many of the 
Health Questionnaire items, notably in the 
emotional areas, even when the effects of sex, 
age and ethnic sub-group were partialled out. 
The nature of this relationship may be ques- 
tioned. It cannot be assumed that there is any 
direct causal link; it might be that those with 
symptoms to explain give credence that much 
more readily to the possibility of sorcery, just as 
many Europeans turn to religion when seriously 
ill. On the other hand one could argue that, 
although in a traditional setting beliefs in 
sorcery might have a restraining and integrative 
function, in the transitional situation they might 
be disruptive, their retention being reflected in a 
higher incidence of illness. The nature of the 
relationship has relevance for future policy, for 
if indeed retention of such ideas is maladaptive 
some means to combat them may have to be 
sought. 

Ascertained psychiatric illness occurred in 11 
of 60 Kaiadilt adults, 6 of 76 mainlanders and 
15 of 142 Lardil. The children showed similar 
disparities. Seven of 38 Kaiadilt children, 14 of 
45 mainland children but only 6 of 197 Lardil 
children showed psychological disturbances, 
The Kaiadilt and mainland children differed 
in the nature of their disorders. The former 
tended to show an anxiety-inhibition syndrome 
characterized by timidity, shyness, lack of 
initiative and apprehension in new situations; 
the mainland children predominantly, a ten- 
sion-discharge syndrome with impulsiveness, 
aggressive behaviour and stealing (Nurcombe, 
1972). 

It is of interest to speculate on the possible 
reasons for these differences. The Kaiadilt show 
marked genetic differences in relation to blood 
groups and palm print patterns (Singh, 1968). 
Could their temperamental instability, poor 
emotional control and propensity for irritability 
and depression be genetically determined ? It is 
possible, but studies of similar socially isolated 
groups of Aborigines have demonstrated com- 
parable levels of morbidity (Cawte, 1973) when 
no obvious genetic factors operated. What of the 
contributions of culture contact and social 
disintegration, distinct but often highly inter- 
related factors? Both are more, evident in the 
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Kaiadilt, whose contact with other societies— 
Lardil as well as European—began only in 
1948. Apart from their greater adherence to 
traditional beliefs, social disintegration amongst 
the Kaiadilt is indicated by their lower earning 
capacity and employment rate, their poor 
housing, their lack of a social credit network, 
low standard of child care and lack of integra- 
tion into the general community. There is 
plenty of evidence that their social disintegra- 
tion was evident long before they came to 
Mornington Island. They suffered from that 
universal Australian problem of fluctuating 
abundance, periods of plenty and population 
increase being interspersed with spells of 
drought, famine and overpopulation. In the 
latter periods there were killings, infanticide 
and possibly cannibalism. Such а period 
immediately preceded, and indeed necessitated, 
their transfer to Mornington Island. The events 
constituted a community disaster, and the state 
of the Kaiadilt bears comparison with that of 
other groups that have survived major cala- 
mities; including the concentration camp survi- 
vors so well described by Eitinger (1964). Such 
ecological factors provide another possible 
determinant. 

The Kaiadilt are of great interest. Not only 
do they have to face problems comparable to 
those of many Western subcultures, but investi- 
gation demonstrates the same complex mesh of 
interrelated causal factors, genetic, psychosocial, 
cultural and ecological. 

'The second field trip I should like to describe 
is our most recent—to Elcho Island. We were 
there this last January (1973), pre-monsoon 
and very hot and humid. There had been earlier 
visits, but the objectives this time were different. 
We hoped to obtain a biography of the com- 
munity similar to that achieved by Blythe (1973) 
in Akenfeeld: A Portrait of an English Village, а 
picture of the community as it now exists and 
how it came to be so, in the words of those who 
live and work there. We felt that this would be 
of interest in itself; that it would provide a 
background to the censuses and surveys carried 
out on previous field trips; that it would high- 
light the problems and difficulties faced by the 
Aborigines; and that it might provide a base 
line against which future change might be judged. 


Elcho Island (lat. 11°S.) is 40 miles long by 
2—6 miles wide and lies a mile or so from the 
mainland. It is part of eastern Arnhem Land, 
flat, featureless, timbered country with wide 
meandering estuaries lined by mangroves. The 
Aboriginal population is about 1,200 and is of 
very mixed origin, twelve or more mala or tribes 
being represented. Very few are indigenous to 
the island. For several hundred years—up to the 
early 30s of this century—this region was visited 
annually by the Macassans, who sailed from the 
Celebes with the north-west monsoon to gather 
bcéhe de mer (trepang), returning three months 
later with the south-east trades. About 1,000 
men would come, and their influence is apparent 
in the facies of the local population, in the 
design of the pipes they smoke, their dugout 
canoes, some of their funeral customs and a few 
of their words. A Methodist mission was 
established in 1943, round which the Aborigines . 
aggregated, attracted by gifts of tobacco, 
clothing and food. 

Towards the end of 1972 the Northern Terri- 
tory Administration in Darwin decreed that in 
future there would no longer be any missions or 
government settlements and that they should all 
be known as towns. This was more than a paper 
transaction, it was an attempt to emphasize 
reality and to establish self-government by 
elected town councils in place of the hierarchical 
paternalism that had been the fashion. The 
change underlines the problems of these fast- 
growing communities, now too large to be 
supported by the charity of congregations in 
Sydney and other big centres. The problems are 
essentially economic. No control is being exerted 
on the rate of population growth, the communi- 
ties are isolated, their resources are limited, 
their markets are few and distant. The days of 
nomadic self-sufficiency are long past—is any 
other kind of self-sufficiency possible ? 

The Elcho Island community elects a town 
council of which the mission superintendent is 
chairman. The senior administrative posts are 
held by Europeans. Half the population is under 
16 years of age. School accommodation is 
reasonable and high-school opportunities are 
provided. The teachers are Commonwealth 
Government employees and all are Europeans, 
though there are some Aboriginal teaching 
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assistants. There is a small preschool. Very few 
children progress to tertiary education, though 
a few go to Kamalda in Darwin. None has ever 
gone on to a University. 

The unsealed roads on the island and the 
neighbouring mainland are local, though it is 
possible to reach Darwin or Gove in a 
four-wheel-drive vehicle in the dry season. 
Communication is mainly by air. There is an 
airstrip behind the town, with a thrice-weekly air 
service. Two staff members have Cessnas and 
these are used extensively to ferry light freight. 
Heavy or bulky freight comes from as far away 
as Brisbane in flat-bottomed barges, which are 
run ashore on one tide, unloaded, and re- 
floated on the next. A few out-stations are 
maintained, notably Lake Evella on the main- 
land about 25 miles away. Regular radio 
schedules are vital to the whole system. 

There are three levels of housing. The beach 
settlement is a shanty town in which new 
* arrivals and the poorer Aborigines live. The 
greater part of the town consists of huts, lacking 
individual bathrooms or showers, but the 
most recent accommodation is of high standard, 
with facilities as good as the European accom- 
modation. 

There is a small hospital run by two trained 
nurses who provide first aid and a midwifery 
service, but the town is dependant on the Flying 
Doctor Service. In an emergency a de Havilland 
Dove is called by radio and the patient is taken 
to a well equipped hospital in Darwin some 350 
miles away from his family. The ‘flying doctor’ in 
person comes only on scheduled visits once every 
six weeks or so to conduct an out-patient clinic. 
The medical service is unsatisfactory, and the 
Flying Doctor Service, though a tremendous 
boon when first introduced, is now outmoded. 
Hookworm is common, leprosy affects about 
5 per cent of the population, but bronchitis and 
eye and ear complaints, though common, are 
not as frequent as amongst Aborigines in the 
Centre. А special hazard in the summer is the 
sea wasp (Chironex fleckeri), a jellyfish with 
tentacles up to 20 feet in length, the stings of 
which are extraordinarily painful and frequently 
fatal. The infantile mortality is far too high. 

Until recently there was по psychiatric 
service, but one of the two government- 


employed psychiatrists in Darwin now makes 
occasional visits and sustains a few psychotic 
patients in the community. Although heavy 
drinking is a feature of the Darwin scene, little 
occurs on Elcho Island, as it is forbidden to 
bring alcohol into Aboriginal Reserves, a 
regulation strongly enforced by the Methodist 
mission personnel. Gambling becomes a serious 
problem at times, leading to absenteeism. A 
few years ago there was an epidemic of petrol 
snifing amongst the adolescents (Nurcombe 
et al., 1970). 

The research team consisted of four psych- 
iatrists, a physician, the Dean of the Law School, 
a psychologist and a social worker. We listened 
to our informants—many of the older Abori- 
gines, members of the town council, the foremen 
of the local industries, and adolescents, as well as 
many of the European staff—and recorded their 
accounts. Gradually a picture of the community 
and its history was built up. Inevitably we found 
ourselves trespassing on anthropological terri- 
tory and learning something of the older 
customs, a number of which persist. Polygamy, 
for example, is still widely practised, and when 
every older man has three or four wives it 
requires only very simple arithmetic to demon- 
strate the dissatisfaction of the younger males 
with the system. Some of the girls too are in 
revolt, and some, promised at the age of 5 or 
6 years, refuse their husbands at the age of 14 
when cohabitation normally begins. The 
Government has not faced up to the conflict 
between introduced and customary law over 
polygamy, which officially remains a felony. 
As an interim measure they pay welfare benefits 
for all children, but for only one wife. 

Many of the traditional beliefs that survive 
are vestigial. Near the beach is a group of 
totemic objects, each sacred to a particular 
tribe commonly referred to as ‘the monument’ 
(Berndt, 1956). These are now exposed to view, 
even of the women. Formerly each would have 
been carefully hidden and if by chance a woman 
had caught sight of it she would have been 
killed. And the same is true of the sacred stones 
on the beach representing the tribal ancestors 
in the Dreaming, who like Lot’s wife have been 
perpetuated in mineral form. 

As the future of each Aboriginal community 
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depends on whether or not economic independ- 
ence can be achieved, many of our enquiries 
related to the natural resources of the area, the 
skills of the inhabitants, the market available, 
transport systems and so on. Such matters are 
necessarily of prime interest to the transcultural 
psychiazrist. The present need is for some 300 
jobs, but this will rise sharply as each year 
more and more school-leavers become available. 
Any community of this size has a substantial 
amount of in-built employment, necessary 
merely to keep the wheels turning—services and 
amenities such as office work, road building, 
house repairs, plumbing, running the shop, and 
garbage collection and disposal. 

The food industry, production and processing 
provides further employment. Food production 
is limited to growing vegetables and fruit, and 
processing to bread making. The Elcho people 
have no opportunity to sell garden produce 
outside the town, as at Yirkalla, a similar 
Aboriginal township a few miles from the 
bauxite mines and alumina plant at Gove. One 
Aborigine has set up as a market gardener. 
There are no cattle on the island. Clothing is 
another necessity, and a small industry making 
women’s dresses and bed linen has been set up. 

None of these activities brings money into the 
community. At present the main income of the 
island comes as social welfare contributions of 
one kind or another and of government subsidies 
and allowances, indispensable at present but 
morale-destroying in the long term. Efforts are 
being made to exploit the resources of the island 
and nearby mainland, and the degree of success 
of these efforts is critical to the future of the 
people. One of the more important industries so 
far developed is fishing. There is an abundance 
of fish, notably parrot fish in the open sea and 
barramundi in the estuaries. The fishing is 
organized by an enthusiastic Australian who 
complains bitterly of the poor design and age of 
his five fishing boats, of the inadequacies of his 
ancient freezing plant and the problems of 
transporting fish to Gove, some 120 miles, and 
Darwin, 350 miles away, by air. Fishing employs 
about 20 men, but with adequate capital could 
be developed. 

Equally important, and perhaps with greater 
potential, are forestry and milling. There are 


substantial amounts of hardwood that may 
eventually find a use in furniture and boat 
building, but the tree at present of commercial 
value is the cypress pine, of which there are vast 
reserves—hundreds of square miles—although it 
is almost worked out on the island itself. This 
indeed is the justification for the outstation at 
Lake Evella. Although brittle and inclined to 
split, the cypress pine is the principal wood 
used in building construction throughout the 
north of Australia because it is termite-proof. 
'The hardwoods are not, so that in spite of their 
greater initial strength their life is brief, and 
their end and that of the structure to which 
they contribute often catastrophic. Logging and 
replanting occupy a dozen men or so, and the 
timber mill another sixteen. The mill is on the 
island, so that mainland timber has to be rafted 
across. The Aborigines are competent, but their 
finishing of boards is not as accurate as builders ' 
desire. The quantities available at any one time 
are too small to supply any sudden substantial ' 
order, and transport to Darwin and Gove, the 
main potential markets, depends on the avail- 
ability of barges. For these reasons the timber 
industry, though active, is hardly flourishing. 

А furniture company has been established by 
one of the European engineers, in which a 
number of Aborigines are shareholders. Tables 
and chairs with welded steel frames are the 
main product; local wood is used only for beds. 
Much of the furniture remains on the island, but 
an increasing amount is being sold to other 
Aboriginal communities. Although the prices 
are lower than those in Darwin, and the furniture 
probably more durable, the finish is somewhat 
rough, transport is problematic, and there 
would seem to be little prospect of developing a 
major export business. 

The artefact industry produces painted 
carvings and bark paintings which are peculiar 
to Arnhem Land. The designs are traditional 
but tend to be stereotyped, their significance 
largely forgotten. They are shipped to dealers 
in the major cities, but so many Aboriginal 
groups are now producing artefacts that one 
must question how much the market can stand. 

The prospects of the community becoming 
self-supporting do not appear to be bright. At 
present, budgets for the various industries are 
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small, but as mining royalties become available 
through the Aboriginal Trust Fund there 
should be some improvement, and it may be 
possible to get modern boats and machinery in 
place of the antiquated craft and second-hand 
milling machinery that are now in use. Even so, 
when one bears in mind that few of the working 
Aborigines are paid at trade union rates, and 
many receive government training allowances 
even though their training periods have long 
since passed, it is hard to see how efficiency can 
be improved sufficiently to make the industries 
both competitive and self-sustaining, especially 
in view of the transport costs. 

The sickness one sees in Elcho Island, Mor- 
nington Island and in other Aboriginal town- 
ships perhaps affects the community more than 
the individual. The societies one encounters are 
demoralized, lacking purpose, with no aims 


: except to exist from day to day. The prevalence 


of overt psychiatric illness is probably not very 
different from that in our own society, but in 
more subtle ways there is a great deal of dis- 
ability similar to the institutionalization we see 
in our hospitals and characterized by inertia, 
loss of initiative and dependence. There is 
nothing unique or surprising about these 
observations and findings. Nor is the situation 
in which the Aborigines find themselves in any 
way unusual, for there are cultures in transition 
all over the world and subcultures with similar 
problems in our own society. 

The policy of the Australian Government 
regarding Aborigines is assimilation, and in 
1951 it was stated that ‘Aborigines and persons 
of mixed blood are expected eventually to 
attain to the same manner of living and to the 
same privileges of citizenship as white Austra- 
lians and to live as members of a single 
Australian community, enjoying the same rights 
and privileges, accepting the same responsi- 
bilities, observing the same customs, influenced 
by the same beliefs, hopes and loyalties as other 
Australians’. This statement raised strong 
objections in some quarters in view of the 
implication that the Aborigines would be 
actively encouraged to lose their identity and to 
abandon even the vestiges of their culture. 
The alternative suggestion was integration— 
that the Aborigines should be encouraged to 


preserve their identity but should have educa- 
tional and economic parity with white Austra- 
lians. It is a somewhat academic distinction, for 
it is doubtful if the Aborigines are sufficiently 
militant to preserve their culture in the face of 
parity. In any case, the actuality, 20 years after 
the policy statement, is segregation—a passive, 
geographically determined form of segregation 
itis true, but none the less effective for that. It is 
improbable that white Australians will move to 
the north and Centre in large numbers, and it 
seems equally unlikely that in the foreseeable 
future the Aborigines will move away. 

The attempts being made by the Government, 
other agencies and individuals to help the 
Aborigines are being outstripped by the rate of 
population growth, many communities having 
annual increase rates of 5-6 per cent. When 
the Aborigines were nomadic their numbers were 
controlled strictly by the availability of food, 
and this was seldom plentiful. А woman could 
afford to have only one baby at the breast, the 
next older child had to be able to walk. Infanti- 
cide was practised when necessary to control 
the situation—and invariably in the case of 
twins. Such controls no longer operate. In- 
evitably, strenuous efforts are being made to 
lower the infantile mortality rate, while family 
planning is virtually non-existent. 

The future of these Aboriginal communities 
is gloomy, and the rate of population growth 
can only compound the difficulties. If, as has 
occurred in some areas, access to alcohol, drugs 
and gambling is eased, and this must occur with 
either assimilation or integration, there could 
be a rapid deterioration in their present pre- 
carious but not too unhappy state. In any case, 
with their inevitably increasing reliance upon 
Government handouts their demoralization and 
dependence are likely to increase. 

It might well be asked what can be done in 
the face of such a dismal prospect, and in 
particular what hope is there of psychiatry 
making a useful contribution. As far as psych- 
iatry is concerned the answer may well be very 
little—but how can one ignore such a situation? 
It is certainly highly improbable that we can 
influence the economic scene—and this is the 
most critical area—but we might be able to 
contribute to some understanding of the pro- 
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blems of the individual Aborigine; that they are 
not just lazy and stupid, which is the usual 
facile white Australian way of explaining their 
difficulties in coping with totally unfamiliar 
work situations. 

Perhaps our main contribution will be in the 
organization and implementation of medical 
services. The present Flying Doctor system is 
not interested in psychosocial and psychiatric 
problems. An isolated community of 1,200 
justifies a resident doctor. But it would be 
disastrous, even if they were willing, to send our 
current transculturally-unsophisticated рта- 
duates to such posts. Special training, with 
some emphasis on social psychiatry, anthro- 
pology and the administration of psychiatric 
first aid is required. It is at the organizational 
and educational levels that psychiatry can make 
its main contribution. 

In the meantime I fear that it is as true as 
Nissl would have it that psychiatrists who visit 
these fascinating and out-of-the-way places 
receive more than they give. 
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The original aim of the U.S./U.K. Diagnostic 
‘Project, founded in 1965, was to examine 
differences in the national statistics for the 
` diagnostic frequencies among patients admitted 
to state mental hospitals in the United States 
of America and to area mental hospitals in 
England and Wales. 

Attention was focussed first on the younger 
age groups 19-59 years. Results showed that 
the high frequency of schizophrenia and the 
low frequency of affective disorder among 
mental hospital admissions in New York com- 
pared to those in London were due largely to 
the diagnostic practices of the psychiatrists— 
the American concept of schizophrenia being 
more all-embracing than the British (Cooper, 
J. E., Kendell, R. E., Gurland, B. J., Sharpe, L. 
Copeland, J. R. M. and Simon, R., 1972). 
This finding was later confirmed by videotape 
studies (Kendell, R. E., Cooper, J. E., Gourlay, 
A. J., Copeland, J. К. M., Sharpe, І. and 
Gurland, B. J., 1971). 

The subject of this paper is the second phase 
of the study, a comparison of diagnostic fre- 
quencies among patients over the age of 65 
admitted to state hospitals in both countries, 
paying particular attention to the high fre- 
quency of organic and the low frequency of 
functional disorders reported among these 
patients in the U.S. Some preliminary results 
from the study have already been presented 
(Copeland et al., 1975). 


In his wide survey of the psychogeriatric 
literature, Ciompi (1966) confirmed that the 
high mortality rate among the aged in psychia- 
tric hospitals was primarily due to the fre- 
quency of senile and arteriosclerotic illness. 
Post (1951) had found the prognosis for survival 
among the elderly to be at least twice as good 
for the functional as for the organic patients, 
a finding confirmed by Roth and Morrissey 
(1952) whose patients with affective psychoses, 
paraphrenia and confusional states had a 
more favourable outcome than those with 
senile or arteriosclerotic dementia. These authors 
stressed the importance for the patient of making 
the distinction between an organic and a 
functional diagnosis. Kay (1959) found that the 
period of survival for hospitalized elderly 
patients was, in cases of dementia, one-fifth 
that expected- for the average population of 
the same age and sex, whereas in paranoid 
states the period of survival was almost normal, 
and for affective states it was seven-tenths that 
of the average population. 

In the light of these findings, the diagnostic 
differences which Kramer reported (1961) 
between hospital admissions for the U.S. and 
U.K. in this age group assume some importance. 
Table I shows the hospital admission diagnoses 
for first admissions of patients over the age of 
65, in the U.S. for 1969 and in England and 
Wales for 1966. Marked differences are still 
evident. Kramer’s question, framed thirteen 
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TABLE І 


Diagnostic breakdown for the major psychiatric categories 
лич илкий U.S. 
and U.K. State Mental Hospitals 


England 
U.S and 
1967 Wales 
1966 
% % 
Functional psychoses 
Affective disorders ae 
depressive neurosis 4°9 23°9 
Schizophrenia : "à 3:2 5:6 
Other psychotic disorders ss 0*4 16:8 
Total .. 8:5 46:3 
Organic disorders 
Senile dementia and psychosis 
with cerebroarteriosclerosis 79:8 42:8 
Other diagnoses 
- Alcoholism, ренү dis- 
orders etc. 11:7 10:9 
Total . 100 100 


years ago (1961) ‘to what extent, if at all, are 
affective psychoses in old age in the U.S. being 
regarded as organic psychoses? To what extent 
are valuable treatment opportunities being 
missed because of this?’ remains pertinent. 
The Project was interested in discovering to 
what extent it might also apply to the U.K. 

Table II shows the death and discharge 
percentages within one year of admission for 
patients over the age of 65 as far as it was possible 
to ascertain them. Those for New York State 
(1968) are similar to the earlier findings for 
13 U.S. states (1960) derived from an un- 
published study by the Biometry Department 
of the National Institute of Mental Health, 
Washington. 

Elderly psychiatric patients admitted to U.S. 
hospitals appear twice as likely to die in the 
hospital within one year of admission than 
are patients admitted to British hospitals. 
British elderly patients appear three time more 
likely to be discharged within one year than 

. their U.S. counterparts. These rates are under- 
standable if a large proportion of American 
admissions in this age group do in fact suffer 


Taste II 
Death and discharge percentages within one year of 
admission for patients over the age of 65 admitted to 
state mental hospitals in the U.S. and U.K. 


New England 
13 U.S. York and 
states State Wales 
1960 1968 1967 
76 76 76 
Death rate 
Within 3 months of 
admission .. 26:1 26:7 13:9 
Within 1 year of ad- 
mission 43°1 43°7 22:1 
Discharge rate 
Within 3 months of 
admission .. 11*9 II'I 51:3 
Within 1 year of ad- "E 
mission 21:8 20.1 61°6 


from organic conditions. However, the prophesy - 
could be self-fulfilling: patients with affective 
symptoms, if diagnosed as having an organic 
iliness, may not receive appropriate treatment 
and may die in consequence. Furthermore, 
since the figures quoted above were obtained 
there has been much uncertainty in the U.S. 
over whether to admit to hospital the mentally 
ill aged if their disease is deemed to be organic 
in origin and likely to deteriorate or to be 
‘untreatable’. The label given to the patient 
may now mean the difference between the 
patient receiving or not receiving hospital care 
(Guidelines for Admission and Referral of Elderly 
Patients, New York, 1968). 

The need for this study is therefore clear. 
Are these national diagnostic differences for the 
elderly due to differences in the patients 
themselves, perhaps due to real prevalence 
differences in the community, or to selective 
procedures for hospital admission, or to different 
diagnostic criteria and practices among the 
psychiatrists? Can these diagnostic differences 
be related to outcome in the two centres? 


METHOD 

Geographical area * 
In recent years there has been dispute about 
which facilities are most suitable for receiving 
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dementing patients. In London an elderly 
psychiatric patient, especially if he is suffering 
from dementia, may be sent to a geriatric 
hospital, which would then remain responsible 
for him for the rest of his life. In New York this 
did not appear to be the case. Elderly patients 
with psychiatric symptoms were often admitted 
to nursing homes, but they were usually trans- 
ferred to the psychiatric hospital when the 
illness became severe. The reason for a low 
organic rate in London psychiatric hospitals 
might be due to these patients being diverted to 
geriatric hospitals; it was therefore decided to 
take a sample of patients from this source. It 
was clearly important that the sample admitted 
to the psychiatric hospital and that to the geria- 
tric hospital should both come from the same 
catchment area, and so it was decided not 
to adopt the method of the previous study for 
` the younger age group and compare admissions 
to particular hospitals, but to compare ad- 
` missions from a chosen area in each city to the 
group of hospitals serving that area. 

The two areas chosen were Queens County 
(part of the Borough of Queens) in New York 
City and the former Borough of Camberwell in 
London. Both tended to reflect their respective 
cities for the main demographic variables, had 
a comparatively stable population and repre- 
sented a similar wide range of socio-economic 
groups. The percentage of elderly persons over 
65 years of age is approximately тї per cent in 
each area. 

Queens County is served by an acute psychia- 
tric ward in a general hospital, Elmhurst, 
situated in the centre of the community. Patients 
are admitted there for assessment. After an 
average stay of ten days they are either dis- 
charged or transferred to the state mental 
hospital, Creedmore, located on the outskirts of 
the city. A small number of patients are 
admitted directly to Creedmore Hospital. 

Camberwell is served by a postgraduate 
teaching hospital group consisting of the 
Bethlem Royal Hospital, some six miles away 
from the local community, the Maudsley 
Hospital and St. Francis Hospital (the last- 
famed is part of the King's College Hospital 
teaching group, but the psychiatric wards are 
staffed by medical personnel from the Maudsley 


Hospital). The geriatric wards are at St. Francis 
and are staffed by King’s College Hospital staff. 
Patients admitted to these hospitals tend to 
remain there throughout their illness unless it 
proves to be unremitting and chronic, in which 
case a small number are transferred to the area 
mental hospital at Cane Hill situated some 12 
miles from the community it serves. 


Measures used 

Each patient was interviewed by a Project 
psychiatrist using the Geriatric Mental State 
Schedule (GMS) and a History Schedule. 
Both are semi-structured interviews developed 
specially for the Project. The GMS is described 
in detail elsewhere (Copeland et al., 1975). It has 
its origin in the 8th edition of the Present 
State Examination (Wing et al., 1974) and the 
Mental Status Schedule (Spitzer et al., 1964), 
both of which were substantially modified for 
use with elderly subjects. The questions were 
simplified; the sections covering organic type 
symptoms were considerably enlarged, while 
items in other sections less appropriate to the 
elderly were reduced in number. A series of 
boxed items were introduced. These briefly 
cover all the major symptom areas. They are 
administered first, in case the patient should 
suffer from fatigue or the interview have to be 
curtailed for other reasons. These symptoms 
are later explored at greater length. The 
interview takes between 20 minutes and one 
hour to complete. The length of the interview 
itself did not seem to distress patients. The semi- 
standardized history schedule was a modification 
of that used in previous studies. A series of 
psychological tests were selected and given as 
& battery by a Project psychologist. As they 
were intended to validate the psychiatric 
diagnosis they were kept entirely separate from 
it, and the findings will be reported elsewhere. 
Socio-cultural data and data on referral to 
hospital were collected by the Project social 
scientists in separate interviews with both 
patient and an informant. 

A test of physical performance and mobility, 
the 'Activities of Daily Living Performance 
Test’, was also administered. It had been 
intended to obtain an independent physical 
assessment of each patient by a consultant 
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geriatrician. This was achieved for the U.S. 
sample, but only 21 of the Camberwell psychia- 
tric patients and 11 of the geriatric patients 
were so examined, owing to the departure of 
one of the Project geriatricians to take up a 
post elsewhere. For the rest, the physical 
examination performed by the hospital doctor 
was used, obtained from the case notes by a 
research worker without the hospital diagnosis 
being revealed to the participants in the 
consensus diagnosis. Comparing the findings of 
the Project physician and the hospital physician 
on the samples examined independently, three 
discrepancies involving physical illness were 
found, in the two main categories: (a) ‘likely to 
have affected mental state’ (psychiatric hospital, 
one; geriatric hospital, none); (b) ‘could have 
affected the mental state’ (psychiatric hospital, 
one; geriatric hospital, one). 

Furthermore, a comparison of the diagnoses 
made on the Camberwell patients at the initial 
interview with that made at consensus diagnosis, 
when additional information including that on 
physical examination was available, showed 
that there were no changes from a functional to 
an organic diagnosis or vice versa, tending to 
confirm the impression of the Project members 
that the results of the physical examination 
contributed surprisingly little to the final 
psychiatric diagnosis. 


Sample of patients 

A consecutive series of admissions whose 
home addresses were in the appropriate areas 
were seen in both countries, 50 to the psychia- 
tric hospitals serving Queens and, in order to 
allow a comparison to be made between them, 
75 admissions to the psychiatric facilities and 75 
to the geriatric facilities serving Camberwell. 

Each patient was examined within 72 hours 
of admission, and diagnosis was made according 
to the 8th edition of the World Health Organi- 
zation International Classification of Disease, 
using a draft copy of the new WHO Glossary of 
Mental Disorders. If the patient showed evidence 
of organic symptoms, the mental state interview 
was repeated one week later in order to dis- 
tinguish transient confusional states from more 
chronic forms of organic illness. 
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Follow-up 

All patients were re-interviewed by each of 
the three groups of interviewers, psychiatrists, 
psychologists and social scientists, using all the 
principal measures, at one month after ad- 
mission and again at three months after 
admission, either in hospital or at home if the 
patients had been discharged. In all, approxi- 
mately 600 sets of interviews were undertaken. 


Consensus diagnosis 

Following the initial interviews the Project 
psychiatrists in each team met with the social 
scientists, but not the psychologists, and dis- 
cussed the diagnoses and mental states in the 
light of the informants’ history, the physical 
examination and biochemical tests and X-rays, 
reaching a first-stage consensus diagnosis. Such. 
a presentation and discussion might last between 
то and 30 minutes for each case. The Project ` 
and hospital diagnoses were kept separate at 
all stages, and the Project members did not 
communicate their findings to the hospital staff. 
An exception to the rule was made in one or 
two cases where biochemical tests requested by 
the Project and unknown to tbe hospital staff 
showed important abnormalities. After the 
three-month follow-up the whole team, this 
time including the psychologist, met again and 
made the final consensus diagnosis. 


RESULTS 

Reliability of the geriatric mental state schedule 

This will be reported in detail elsewhere 
(Copeland et al., 1974) and will only be men- 
tioned here. It was important to establish that 
the schedule could be administered reliably, as 
there was doubt whether it would be possible to 
obtain reliable mental state information from 
the elderly. Both interviewer-observer and 
following-day repeat interviews were under- 
taken. The product-moment correlation co- 
efficient between interviewer and observer for 
the total number of positive ratings was +87 
and for the re-interview comparison -78. The 
mean value of the kappa agreement index for 
all items (Cohen, 1968) was -73 for interviewer- 
observer comparison and -48 for interviewer" 
against re-interviewer, two figures which com- 
pare favourably with those obtained by Kendell 
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et al. (1971) for the younger age group (19-59 
years). 


Agreement between project psychiatrists 

(a) On diagnosis. In the Camberwell reli- 
ability study complete agreement on the ICD 
sub-category (four-digit category) was recorded 
between interviewer and observer in 12 of the 
20 cases, and agreement on the main ICD 
category (three-digit category) occurred in 17 
cases. The equivalent figures for the interview- 
re-interview comparison were 11 and 13 of the 
20 cases. ‘This agreement was considered good in 
comparison to other studies of diagnostic 
reliability. 

(b) On the patients’ symptoms. The overall 
mean kappas between the Project psychiatrists 
inferviewing Queens and Camberwell patients 
were +72 for Camberwell patients and -70 for 
` Queens patients. The reliability was considered 

satisfactory. 


Demographic comparison 

Table III shows a brief demographic com- 
parison between the 50 Queens and 75 Cam- 
berwell psychiatric patients. The Camberwell 
sample, like the Queens sample, consisted 
mainly of white persons, but on the whole 
tended to be a little older, to contain more 
women and to be of a slightly lower social 
class than the Queens sample. 


Distribution of mental state items between Queens 
and Camberwell samples 

Table IV shows symptoms significantly more 
common in the Queens patients and a similar 
list for the Camberwell patients. The most 
striking difference is simply in the number of 
symptoms, there being many more for the 
Camberwell patients. This reflects to some 
extent the findings in the younger age group. 
It cannot be assumed, however, that this 
difference is related simply to a greater severity 
of illness among the Camberwell patients, 
because patients who are severely ill are in fact 
likely to under-report their symptoms, and in 
this respect the item ‘little attention paid to 
fnterviewer’ is significantly commoner in Queens. 
However, the differences in the quality of the 
symptoms are very similar to those found in the 
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Percentage table: Demographic comparison for patients 

over the age of 65 admitted to psychiatric hospitals in 
Queens (New York) and Camberwell (London) 


Queens Camberwell 




















Hospitals Hospitals 
patients patients 
(N=50) (N= 75) 
% % 
Age 
65-74 be^ fei M 55 
75 and over aii 3 45 
Sex 
Female 62 76 
Male .. 38 24. 
Race 
White ET А, 94 100 
Non-white .. - 6 о 
Social class 
Minor professional 16 6 
Clerical and  sales/ 
skilled manual 28 28 
Semi-skilled manual 
unskilled manual/ 
domestic .. Es 38 50 
Housewife/unknown. . 18 16 
Marital status 
Never married as 14 16 
Married now a 30 31 
Other * кз 56 53 





younger age group, consistent with the tendency 
of U.K. hospitals to diagnose more affective 
illness among both age groups. 

Although there is good reliability between the 
project raters for individual items, some of these 
differences could still be due to unrecognized 
differences in rating habits. 


Diagnostic distribution 

If hospital diagnoses are compared with those 
for each country as a whole (Table V), it will 
be seen that neither hospital is as extreme as 
the national figures for the country in which it 
is situated. However, the differences between the 
two hospital diagnoses for Queens and Cam- 
berwell are still considerable and significant. 
"Other diagnoses’ cover personality disorders, 
alcoholism, various neurotic conditions, and in 
the U.K. ‘paranoid’ disorders. 


Taste IV 
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Distribution of GMSS items for patients over the age of 65 admitted to psychiatric hospitals in Queens (New York) 


and Camberwell (London) 





Items more common in Queens 


Foreign language .. 

Unshaven, nose running, face dirty. - 

Pays little or no attention to interviewer .. 

Either interviewer and/or interviewee had difficulty understanding each 
other 

Puzzled or bewildered expression о or : response 

Patient does not reply to any question in interview 


Items more common in Camberwell 


‘Near mises’ a feature of errors .. 

Interview incomplete owing to patient’s illness or r frailty : 
Overall severity rating of impairment of body and а recognition . 
Overall severity rating of subjective slowness E 

Bland, indifferent or euphoric O/E М 

Organic defect in clear consciousness 

Looks frail O/E i 

Overall severity of situational anxiety 

Avoidance of crowds, bus routes etc. sa 

Avoidance of particular situations, unspecified 

Presence of some form of situational anxiety 

Overall rating on severity of eating or sleep disturbance 
Patient’s subjective feeling of sleep disturbance .. 

Difficulty in concentrating on reading — .. 

Overall severity of subjective ED 

Things going too quickly for him . 

Overall severity of depression 

Despondent posture О/Е .. 

Looks sad, or mournful, or depressed ОЕ 

Has felt that Ше was not worth living 


Number 
in 
Queens 
N = 48* 


ч - № 
© юсю 


mm 


(ani 


m 
Соо оз Оо Оз Ome MON OON 


Number 
in Cam- 
berwell P< 
N= 75 
І 001 
2 ‘OI 
о *OI 
31 *02 
5 "05 
o *05 
18 "оо 
13 “OL 
54 *OI 
40 “OI 
16 *02 
34 '02 
27 ‚оз 
18 *05 
10 "05 
14 "05 
17 *05 
42 "05 
34 "05 
18 "05 
29 "05 
17 "05 
37 "05 
16 *05 
37 "05, 
24 *05 





* 'Two patients were uninterviewable. 


Tase V 
Percentage table. Comparison of 


ies for patients over the age of 65 admitted to psychiatric hospitals 


diagnostic fre 
п Queens County (New York) and Camberwell (London) compared with U.S. and England and Wales 











U.S. Queens Camberwell England and 
1969 hospitals hospitals Wales 1966 
All admissions (New York) (London) All admissions 
% % % % 
Organic 51:0 66-0 38:6 35-0 
Affective 26:0 20:0 37:0 34.°0 
Schizophrenic 5:0 10:0 13:0 8-0 
Others 18-0 4°0 II'0 23:0 
Total 100°0 100:0 100:0 100:0 
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TABLE VI 


Comparison of one-month Project consensus and hospital diagnoses for patients over the age of 65 admitted to psychiatric А 
hospitals serving Queens (New York) and Camberwell (London) 





Queens hospitals patients 





Camberwell hospitals patients 





Hospital diagnoses Project diagnoses ^ Project diagnoses Hospital diagnoses 











No. 96 No. % No. % No. % 
Organic 33 66-0 23 46:0 29 38:7 29 38-7 
Affective 10 20°0 16 32:0 29 38-7 28 37°3 
Schizophrenic 5 10:0 7 14,0 14 18-6 10 13°3 
Other 2 4°0 4 8-0 3 4°0 8 10:7 
Total Re .. 50 100.0 50 100'0 75 1000 75 100'0 
Table VI shows the comparison of Project Taare VII 


diagnoses on the same patients. There is a 
tendency for there to be more organic cases in 
the Queens sample than in the Camberwell 
` sample, but the differences are not significant. 
As already mentioned, a sample of patients 
` in the geriatric facilities at St. Francis Hospital 
were seen because it was thought that a number 
of psychiatric patients might have been admitted 
to these, who, if they had been in New York, 
would have been admitted to the psychiatric 
wards. Adding the geriatric to the psychiatric 
sample in the U.K. cannot produce a group of 
patients entirely comparable to the U.S. 
patients, because the degree of associated 
physical illness in the Queens hospitals, though 
higher than in the Camberwell psychiatric 
hospitals, was almost certainly lower than in 
the Camberwell psychiatric and geriatricsamples 
combined. However, it is remarkable how close 
the diagnostic frequencies of the two sides 
become when this combined sample is compared 
to the Queens sample (Table VII). This com- 
parison tends to confirm the early suspicions 
derived from the preliminary surveys that some 
patients with psychiatric conditions of organic 
origin are accepted by the geriatric hospital in 
London, and thus further underlines the import- 
ance of prevalence studies based on community 
samples. 


Validity of the Project diagnosts 

* The follow-up study on the patients described 
in this paper is reported elsewhere (Gurland 
et al., 1975). However, Fig. 1 has been included 


Percentage table. All Camberwell geriatric patients with 
psychiatric diagnoses (including those in the geriatric 
wards), compared with Queens psychiatric patients 








Camberwell 

Queens hospitals 

hospitals Project 

Project diagnoses 
diagnoses (Psychiatric 
(Psychiatric апа geriatric 

hospitals) hospitals) 

N = 50 N = 128 
No. % 96 No. 
Organics vs 29 45-0 52-8 65 
Affective > 16 32-0 32:5 40 
Schizophrenics 7 14°0 II'4 I4 
Others е 4 8:0 3:8 4 





in order to provide evidence of the validity of 
the initial Project diagnoses. The most difficult 
and perhaps the most important diagnostic 
distinction to make for patients of this age 
group is that between affective disorders and 
dementia. If the Project members could make 
this distinction satisfactorily it might be assumed 
that the other Project diagnoses would reach at 
least equal validity. For each of the section 
scores representing four symptoms (depression, 
impaired memory, aphasia, including body and 
object recognition, and disorientation), four 
standardized scores were calculated from the 
means of the two groups (dementias and affect- 
ives, 17 and 26 patients respectively following 
the exclusion of those who died during the first 
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three months) for the two interview times (initial 
and three months). 

Both groups of data are shown in Fig. 1. It 
will be seen that at initial interview the mean 
profiles for affective disorder and dementia are 
quite different. 

For the affective disorders, the levels of 
depression are high, while the levels of the 
organic symptoms, impaired memory, aphasia 
etc. and disorientation are low; the opposite is 
true for dementia. Disorientation shows the 
greatest difference between the two diagnoses 
(р < :ooi) and impaired memory the least 
(p < :о1). When the profile for the affective 
disorders at the three-month interview is 
compared with the profile for the initial inter- 
view, a fall can be seen in the levels of all 
symptoms except disorientation, which had the 
lowest score of the four at initial interview. The 
fall in the levels of depressive mood and impaired 
memory is significant at р < :02 and p < ‘05 
respectively. A similar comparison for dementia, 
however, shows a fall in the level of aphasia but 
little change in the other scores, none being 
significant. These findings would seem to indi- 
cate that disorientation, when present, is one of 
the best symptoms for discriminating between 
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affective disorder and dementia in this age group 
and that impaired memory, which occurs in both 
conditions, is the symptom most likely to cause 
diagnostic confusion. It is this last symptom, of 
the three organic symptoms chosen, which shows 
the greatest improvement for the affective group 
three months after admission, while for the 
demented group no improvement is observed. 
At both the one-year and the two-year follow-up 
of these groups the death rates were much the 
same; this was expected, since few of the 
demented patients were severely ill. However, 
during the first year 83 per cent of the patients 
with affective disorders were discharged from 
hospital at least once during the year, compared 
with only 35 per cent of demented patients. The 
mean number of days spent in hospital for the 
patients with affective disorders still alive at two 
years was 266, while the mean for the demented 
patients was 597 (p < ооз). These results ` 
provide some evidence for the validity of the 
Project diagnosis, at least for affective disorders i 
and dementia. 


Discussion 


Overall, the diagnostic differences reflected 
in the hospital diagnoses in Queens and Cam- 


„х DEMENTIA 3 MONTH ASSESSMENT 


LLLI o —x DEMENTIA INITIAL ASSESSMENT 








—5 


DEPRESSION IMPAIRED 


MEMORY 


APHASIA 
ETc. 


-10 





x AFFECTIVE DISORDER 3 MONTH ASSESSMENT 
X AFFECTIVE DISORDER INITIAL ASSESSMENT 


DISORIEN TATION 


Fra. 1.—Simplified symptom profiles of standardized section scores of patients with affective disorder 


(N — 26) and dementia (N — 


17) at initial and 3 month assessments. 
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berwel are greatly diminished when the 
Project diagnosis is used as a reliable yardstick 
with which to compare the two groups of 
patients. There is a slight tendency for the 
Project to make more organic diagnoses in the 
Queens psychiatric hospitals, but if the geriatric 
patients in Camberwell are added to the 
psychiatric sample the tendency is reversed. 

This small difference probably arises from 
local hospital admission policies. 

The results of this study are similar to those 
of the cross-national study of the younger 
patients aged 19-59 (Cooper et al, 1972). 
Differences in diagnostic frequencies for elderly 
patients between areas of New York and London 
seem to be due to different diagnostic criteria 
employed by the psychiatrists rather than to the 
behavioural characteristics of the patients them- 
selves. The Diagnostic Project has never 
` claimed that its own diagnostic criteria are 
infallible, only that they are based on the pre- 
` liminary version of the WHO Glossary of Mental 
Disorders and can be shown to be reliable 
between its own raters. 

The Project psychiatrists working in Cam- 
berwell agreed more closely with the Camber- 
well psychiatrists on the diagnoses they gave to 
the patients than did the Project psychiatrists 
working in Queens with the Queens psychia- 
trists. In all, the Project psychiatrists working 
in Queens made significantly less organic 
diagnoses than the Queens psychiatrists 
(p < от). 

The authors have shown that the discrepancy 
in the diagnostic frequencies for elderly patients 
admitted to the two hospitals in‘Gamberwell and 
Queens is consistent with the even greater dis- 
crepancy between the national statistics for their 
respective countries. If the study results can be 
generalized to a wider area—and it will be 
remembered that the results for the single 
hospital studies for the younger age group 
closely resembled those for the metropolitan 
areas of New York and London as a whole 
(Cooper ei al., 1972)—then it could follow that 
many elderly patients are being given organic 
diagnoses in parts of the U.S. whom the Project 
and U.K. psychiatrists would consider to be 
functional. Only a follow-up study can reveal 
which is the more useful diagnosis for deciding 


treatment and for predicting prognosis. Never- 
theless, it is likely that psychiatrists as a whole 
show less therapeutic enthusiasm for elderly 
patients with organic diagnoses than for those 
diagnosed as having a functional illness. In 
this respect, can U.S. psychiatrists be sure that 
‘valuable treatment opportunities’ are not being 
missed? On the one hand, important though 
the schizophrenic controversy (examined in our 
previous studies) is, especially for the treatment 
of affective illness in the younger age group, it 
rests on matters of definition which can only be 
resolved at present by mutual agreement. The 
organic diagnosis, on the other hand, should be 
less uncertain, since the diagnostic criteria are 
more clear, the final appeal to pathology much 
easier and the implications for treatment and 
prognosis more serious. 

The follow-up of these patients is also being 
reported. 


SUMMARY 

A consecutive series of 75 patients over the 
age of 65 admitted to psychiatric hospitals 
serving Camberwell, London, was compared 
with a similar series of 50 patients admitted to 
psychiatric hospitals serving Queens County, 
New York City, in order to examine the re- 
ported preponderance of organic diagnoses 
made in New York among patients of this age 
group. А special schedule for mental state was 
developed for the aged, and satisfactory reli- 
ability for the items of this schedule was shown 
between the two teams. Psychological and social 
measures were also taken (to be reported else- 
where), and physical examinations were under- 
taken on a proportion of patients, including 
laboratory tests and X-rays. Patients were 
examined shortly after admission and one 
month and three months later, using all the 
measures, either in the hospital or at home in 
the community. Results showed that, while the 
hospitals’ diagnosis in Camberwell and Queens 
on the patients examined differed as expected 
according to the national statistics, there were 
no significant differences in the diagnostic 
proportions found by the Project on either side. 
Agreement between Project and hospital in 
Camberwell was good, while that between 
Project and hospital in Queens showed a signi- 
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ficant difference for the organic patients. А 
tendency for the Project to diagnose more 
organic patients in Queens than in Camberwell 
was not significant. When a sample of patients 
examined in a similar manner in the Camberwell 
geriatric hospitals and considered as mentally ill 
by the Project was added to the psychiatric 
hospital patients, the tendency for there to be a 
higher proportion of organic patients in the 
Queens hospitals disappeared. This suggests that 
in Camberwell, some psychiatric cases of organic 
origin were being admitted to the geriatric 
hospitals. 

Some evidence is produced for the validity 
of the Project diagnosis for depression and 
dementia, in terms of symptom profiles, dis- 
charge rates and days spent in hospital. Dis- 
orientation is the symptom likely to distinguish 
most clearly between dementia and depression, 
and poor memory that most likely to cause 
confusion; in affective patients, poor memory 
was in fact the organic symptom most likely to 
show improvement at follow-up. 


AOKNOWLEDGEMENTS 

Special thanks are due to the psychiatrists in charge of 
the psychogeriatric beds in the Camberwell and Queens 
hospitals, particularly to Dr. Felix Post and Dr. Weinstock. 
The hospitals in London which took part were the Bethlem 
Royal and Maudsley Hospitals, St. Francis Hospital 
(King’s College Hospital Group) and Cane Hill Hospital; 
and in New York, Elmhurst and Greedmore Hospitals. 
We would also like to thank our many advisers for giving 
80 generously of their time, particularly Professor J. Zubin, 
Professor John E. Cooper, Dr. Felix Post, Dr. Alvin 
Goldfarb and Dr. W. Edwards Deming. 

This work was supported by Public Health Service 
grant МН ogrgr from the National Institute of Mental 
Health, Washington D.C., by the Research Foundation for 
Mental Hygiene, New York, to the Biometrics Research 
Division of the Department of Mentel Hygiene, State of 
New York, and by the Department of Health and Social 
Security, London. 


REFERENCES 
Cromer, L. (1966) Geronto-Psychiatric Literature in the Post- 
War Period. The National Clearing House for Mental 
Health Information. PHS Publication No. 1811. 
Сонем, J. (1968) Weighted kappa: nominal scale agree- 
ment with provision for scaled disagreement or 
partial credit. Psychological Bullstin, ‘70, 213-20. 


CROSS-NATIONAL STUDY OF DIAGNOSIS OF THE MENTAL DISORDERS 


Cooper, J. E., Kennerz, В. E., СовгАнр, B. J., SHARPE, 
L., CorELAND, J. К. M. & Sn«on, К. (1972) Psychiatric 
Diagnosis in New York and London. Maudsley Mono- 
graph No. 20. London: Oxford University Press. 

СОРЕГ.АМР, J. R. M., Келинев, M. J., Kzrrxrr, J. M., 
GouRLAY, А. J., Barron, G., Cowan, D. W. & 
De Своану, J.—U.K.; GURLAND, B. J., SHARPE, L., 
©змон, R. › Kuriansxy, J. & 5тпш„кк, P.—U.S. (1974) 
Diagnostic differences in psychogeriatric patients in 
New York and London. Canadian Psychiatric Associa- 
Hon, Journal 19(3), 267-71. 

СоркгАмр, J. R. M., M. J., KELLETT, J. M. & 
Gounray, A. J.—U.K.; GURLAND, B. J., SHARPE, L, 
& GorpPERG, K.—U.S. (1975) A semi-structured 
clinical interview for the assessment of diagnosis and 
menta] state in the elderly: the geriatric mental state 
schedule. Psychological Medicine (in press). 

COPELAND, J. К. M., KeLLenReg, М. J., Ккггктт, J. M., 
Barron, G., Cowan, D. W. & Gournay, А. J. (1975) 
Evaluation ofa psychogeriatric service: the distinction 
between psychogeriatric and geriatric patienti: 
British Journal of Psychiatry, 126, 21-29. 

СивгАлмр, B. J., SHARPE, І. & Согрвевв, К. (U.$; 
CopELAND, J. К. M., KELLEHER, M. J. & KELLETT, - 
J. M. (U.K.) (1975). The Geriatric Mental State 
schedule: 2, a factor analysis, Psychological Medicine | 
(in press). 

Kav, D. W. K. (1959) Observations on the natural history 
апа genetics of old age psychoses: a Stockholm 
material, 1981—1937. Proceedings of the Royal Society of 

ins, 52, 791-94- 

KENDELL, К. E., Coorsr, J. E., GOURLAY, А. J., Corr- 
LAND, J. R. M. , SHARPE, L. & GURLAND, B. J. (1971) 
Diagnostic criteria of American and British psychia- 
trists. Archives of General Psychiatry, 25, 123-30. 

Kramer, M. (1961) Some problems for international 
research suggested by observations on difference in 
first admission rates to the mental hospitals of 
England, Wales and the United States. In Proceedings 
of the Third World Congress of Psychiatry, Vol. 3, 
pp. 153-60. Montreal. 

New Yonx Stare (1968) Guidelines for admission and 
referral of elderly patients—a memorandum to 
hospital directors of the New York state hospitals. 

Post, Е. (1951) The outcome of mental breakdown in old 
age. British Medical Journal, i, 436-48. 

Rots, R. & Morrumsey, J. D. (1952) Problems in the 
diagnosis and classification of mental disorders in old 
age. Journal of Mental Science, 98, 66—80. 

Serrzer, R. L., Frxsss, J. L., BURDOCK, E. I. & HARDESTY, 

S. (1964) The Mental Status schedule: rationale, 
о. and validity. Comprehensive Psychiatry, pp. 
384—9 

Wma, J. К. СоорЕв, J. E. & Sarrorrus, ЇЧ. (1974) 
Instruction Manual for the Present State Examination and 
Caiego. London: Cambridge University Press. 


А synopsis of this paper was published in the September 1974 Journal. " 
U.S.|U.K. Diagnostic Project, Institute of Psychiatry, De Crespigny Park, London, SE5 ВАР 


(Received 12 November 1973) 


BRITISH JOURNAL OF PSYCHIATRY, JANUARY 1975 


schizophrenic 
patients may be 


best treated 





How many of your hospitalised chronic schizophrenic 
patients would be returned home if there was a maintenance 
therapy upon which you could depend? The major problem of 
patient default can be eliminated with the administration 
of Depixol* Depot Injection. With Depixol, now also 
available in pre-filled disposable syringes, you can 
provide effective maintenance control of psychotic symptoms 
for 2-4 weeks. Flupenthixol possesses anti-depressant 
properties and in general has few side-effects. Patients 
who display symptoms of withdrawal, apathy and anergy are 
likely to derive most benefit from Depixol Depot Injection. 


Depixol 


Depot Injection 


helps keep your chronic schizophrenics out of hospital, yet under your control 
Available as a 2% solution of flupenthixol decanoate in thin vegetable oil in prefilled disposable 

syringes and ampoules each containing 20 mg. (1 ml.) and 40 mg. (2 ml.) Further information 

on request. Lundbeck Limited 48 Park Street Luton Beds LUI 3HS Tel: Luton 411482. 


*Trade Mark 
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When depression 
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where remission occurs, it 
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Evaluation of a Psychogeriatric Service: The Distinction 
Between Psychogeriatric and Geriatric Patients 


By J. R. M. COPELAND, M. J. KELLEHER, J. M. KELLETT, G. BARRON, 
D. W. COWAN and A. J. GOURLAY 


INTRODUCTION 


This study examines a series of elderly 
admissions to a psychiatric hospital and a 
geriatric hospital serving the same catchment 
area in order to evaluate the success of the two 
hospital services in separating their patients 
into two groups, and to study the effect, if any, 
on the prognosis of those patients who were 
-‘incorrectly labelled’. 

The distinction between psychogeriatric and 
geriatric patients might have remained of only 
passing interest if a study by Kidd in Belfast in 
1962 had not shown that 24 per cent of patients 
in the mental hospital and 34 per cent in the 
geriatric hospital were misplaced; that is to say 
they had been sent to the wrong hospital, 
according to his criteria. Furthermore, at follow- 
up he claimed to show that those patients 
regarded as misplaced had a higher mortality 
and a longer admission period in both hospitals 
than those correctly placed. He inferred that 
misplacement was a direct cause of the high 
mortality. Within a few years the Department 
of Health and Social Security had encouraged 
the setting-up of psychogeriatric assessment 
units. 

Two assumptions which Kidd makes in his 
papers regarding the patients! outcome are not 
warranted from the data he provides. High 
mortality could. have occurred because the mis- 
placed patients were not treated correctly in 
the *wrong hospital', as he implies, or because 
misplacement anyway tends to occur among 
severely ill patients. The very factors which 
make assessment difficult and lead to mis- 
placement, may be those associated with a high 
neortality. 

In order to establish that the poor outcome is 
due to poor management, the author must 
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show us that the patients misplaced are at 
least broadly similar in clinical state, as assessed 
before admission, to those not misplaced. This 
Kidd does not do. In his papers he fails to 
provide the diagnosis of the misplaced patients 
or their ratings of illness severity, although in 
the comparisons he does take into account age, 
sex and the presence of physical and mental 
illness. It is plain from his thesis (1961), which 
does not contain the follow-up data, that the 
misplaced patients had a very much worse 
prognosis. Of the geriatric misplaced patients 
all but three had the diagnosis of dementia and 
28 out of 34 had the highest psychiatric dis- 
ability rating ‘unfit irremediable’ ; three quarters 
of the psychiatric misplaced patients were 
diagnosed either confusional states or dementia, 
and all but 3 were in the top three ratings of 
physical disability, ‘bedfast remediable’ to 
‘bedfast irremediable’. The misplaced patients 
were also conspicuously older in both units. 
A sizeable proportion of the correctly placed 
patients in both units suffered from affective 
disorders and the disability rating was more 
equally spread throughout the different cate- 
gories. It seems hardly surprising, therefore, 
that the mortality of the misplaced groups 
should have been greater than those not mis- 
placed. There seems little need to impute 
mortality to management. 

Other workers, Mezey, Hodkinson and Evans 
(1968), in their unit in North London found 
fewer misplacements, 10:6 ‘per cent in the 
psychiatric hospital and 8:2 per cent in the 
geriatric hospital. Langley and Simpson (1970) 
working in the West Country obtained similar 
findings. Neither Mezey nor Landley could 
confirm the adverse effects of misplacement on 


prognosis. 
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None of these studies can be considered 
definitive; Kidd’s because there are serious 
omissions in his presentation of the data, and 
Mezey’s and Langley’s because they were to 
some extent evaluating a service which they 
were themselves running. ЇЇ, on the one hand, 
the prognosis is not seriously affected by mis- 
placement, then the problem becomes much less 
pressing; if, on the other hand, Kidd’s interpre- 
tation of his findings are confirmed, misclassifica- 
tion remains of great practical importance. 


Tue Present STUDY 

A comparative study of elderly patients 
admitted to hospitals in London and New York, 
undertaken by the U.S./U.K. Diagnostic Project 
as the second stage of its series of cross-national 
studies, provided the project team in the U.K. 
with the opportunity to evaluate some of these 
problems for the Camberwell area. 

Camberwell is served by two large teaching 
hospitals, one devoted to general medicine, 
King’s College Hospital and one to psychiatry, 
the Bethlem Royal and Maudsley Hospitals 
where the careful examination and assessment 
of each patient forms an important part of the 
teaching programmes. (Seven patients were 
admitted direct to Cane Hill Hospital and others 
were later transferred and examined there by 
the team during the period of the follow-up.) It 
was argued, firstly, that if ‘misplacement’ could 
be shown to occur here in spite of first-class 
hospital facilities, it would most likely prove to 
be due to an inherent difficulty in distinguishing 
between psychiatric and geriatric conditions in 
this age group rather than to an administrative 
or technical problem; and, secondly, that mis- 
placement in such an area would probably 
indicate more extensive misplacement in many 
other areas where such facilities were not 
available. The following questions were posed: 

1. To what extent are the patients in the two 

hospitals geriatric and psychiatric, different 
populations and how much overlap occurs? 

2. If each patient is classified according to 

the predominance of physical and mental 
illness, how much misplacement occurs? 

3. How quickly is such misplacement recog- 

nized and dealt with by the admitting 
hospital? 


4. Does misplacement have adverse effects on 
prognosis? 

5. lo what extent is the avoidance of mis- 
placement an essential aim of a psycho- 
geriatric assessment unit? 


METHOD 

In ail 160 patients were examined: a conse- 
cutive series of 75 entering the psychiatric 
hospital, a random series of 75 entering the 
geriatric hospital during the same period and a 
further 10 entering the psychogeriatric assess- 
ment unit. All patients lived within the former 
Borough of Camberwell, which had the advant- 
age that they could be followed-up later, using 
the Camberwell Psychiatric Case Register.* 

The patients were interviewed within 72 hours 
of admission by a project psychiatrist using a 
specially developed semi-structured mental state 
interview—the Geriatric Mental State Schedule. 
(Copeland et al. 1975) and a standardized history 
schedule. The psychiatric interview took Бе-, 
tween 40 minutes and one hour to complete. 
A diagnosis was made at this interview accord- 
ing to the 8th edition of the World Health 
Organization’s International Classification of 
Disease and using the descriptions of the pro- 
visional World Health Organization’s Glossary 
of Mental Disorders. 

For this study a patient was given a diagnosis 
of psychiatric illness when the project psychia- 
trist considered that his symptoms fitted .the 
descriptions of the Glossary, or he considered 
the patient would benefit from psychiatric 
treatment, or would need special care. The 
diagnosis of dementia was made on the evidence 
of a clear-cut deterioration of cognitive function. 
In the majority of cases, after examination, the 
diagnosis was not difficult to make. 

Some days later, the project psychologists 
administered a series of psychological tests and 
tests of physical performance and mobility. 
A third interview was arranged for the collection 
of the social data by the project sociologist and 
social worker. An informant was also inter- 
viewed at home by one of the social team. 
A physical examination was obtained on con- 
secutive samples of 11 patients in the pgeriatmic 


* Mrs. De Gruchy and Mrs. P. Wright participated with 
data collection. 
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hospital and 21 patients in the psychiatric 
hospital, by two consultant geriatricians not on 
the staff of the respective hospitals. For the rest, 
the physical examination of the hospital was 
used. Full blood tests and chest X-ray reports 
were obtained independently of the hospitals, 
and in all other respects the findings of the 
project and hospitals were kept entirely separate. 

Comparison was made between the physical 
diagnosis made by the hospital and those made 
by the project geriatricians for the 32 patients 
examined by both, as a means of checking the 
reliability of the hospital diagnosis. Disagree- 
ments were divided into three groups: (a) those 
involving conditions which were likely to have 
directly affected the mental state, e.g. cerebral 
neoplasm, cerebral haemorrhage, severe urae- 
mia (psychiatric hospital, one; geriatric hospital, 
none); (b) those involving conditions which 
could possibly have affected the mental state, 
e.g. hypertension, mild urinary infection (psy- 
chiatric hospital, one; geriatric hospital, one); 
(c) those which could not have directly affected 
the mental state, e.g. osteo-arthritis, varicose 
veins (psychiatric hospital, none; geriatric 
hospital, one). On the whole agreement was 
considered satisfactory. 

One month after the patient’s admission the 
whole team met to discuss the case and make a 
consensus diagnosis. Except for the history 
interview, all the measures including the in- 
formant interview were repeated at one month 
and again at three months after admission. At 
one year, all the patients were: (a) contacted by 
letter to ask how they had been in the inter- 
vening time, and (b) were followed, using the 
Camberwell Register. 


Because psychiatric ratings and diagnosis as 


applied to ordinary clinical use are notoriously 
unreliable, it was important to establish the 
inter-rater reliability of: (a) the schedule ratings, 
and (b) the diagnosis made by the interviewing 
psychiatrist. A special reliability study was 
completed in which both interviewer/observer 
and following day repeat interviews were 
undertaken. The product-moment correlation 
coefficient between interview and observer for 
the total number of positive ratings was 0:87 
and for the re-interview comparison 0:78. The 
mean value of kappa (Cohen, 1968) for all 


items was 0:79 for interviewer-observer com- 
parison and 0°48 for interviewer against re- 
interviewer, both figures compare favourably 
with previous results obtained with younger age 
groups. Complete agreement on the ICD sub- 
categories (four digit code) was recorded 
between interviewer and observer in 12 of the 
20 cases in the reliability study and agreement 
on the main ICD category (three digit code) in 
17 of the 20 cases. This was considered good in 
comparison with other studies of diagnostic 
reliability. 
RESULTS 

Patient selection and overlap 

Table I shows the broad diagnostic break- 
down between the two hospitals. Affective dis- 
orders include both subcategories manic de- 
pressive depressed and depressive neurosis. 
There is, in addition to physical conditions, a 
large proportion of psychiatric illness in the 
geriatric hospital (64 per cent). 

The total percentage of patients with physical 
abnormality in the psychiatric hospital was 

















TABLE I 
Diagnostic comparison for psychiatric and geriatric 
hospitals ( percentage table) 
Psychiatric Geriatric 
(а = 75) (п = 75) 

Functional 
Affective disorders 38:7 14°7 
Schizophrenia and 

paranoid states .. 18:7 o 
Other ES e £40 1*3 
АП functional 61:4 16-0 
Organic 
Senile dementia 22:6 19:9 
Arteriosclerotic 

dementia e 40 14°7 
Other (mainly ac. 

confusional states) 12-0 20.0 
All organic 38:6 48-0 
No psychiatric 

illnes .. s о 33:3 
No diagnosis made - о 2:7 

100*0 100-0 


y 
A 
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35 per cent and тоо per cent in the geriatric 
hospital. For those patients in the geriatric 
hospital with psychiatric symptoms, the respira- 
tory system was by far the commonest system to 
be involved and infection by far the commonest 
type of illness, with stroke coming second. 
Stroke was the commonest physical illness in the 
psychiatric hospital. 

It was important to determine how the two 
hospitals were coping with patients with senile 
dementia. It was found that the senile demented 
patients in the psychiatric hospital had no 
physical disease requiring treatment, while all 
but one in the geriatric hospital did. This is in 
keeping with current Departmental policy. 


Comparison of outcome and treatment 

Table II shows the results of the follow-up at 
one year for the affective patients in the two 
hospitals compared with those with no physical 
illness in the geriatric hospital. Two-thirds of 
the patients labelled affective in the geriatric 
hospital were also labelled depressive neurosis, 
whereas all the affective patients, except two, 
in the psychiatric hospital, were labelled manic 
depressive depressed; this may explain why 
those in the geriatric facility were discharged 
from hospital rather earlier than the others. 
The depressive neuroses may have been reactive 
to the physical illness and recovered with it. 
Their length of hospital stay is the same as that 
for patients with no psychiatric illness. 

Only one of the four patients in the geriatric 
hospital labelled manic depressive received 
antidepressant treatment, while one out of the 





II patients with depressive neurosis received 
antidepressant treatment, and one received 
tranquillizers. These three treated patients were 
the most seriously ill, and they were also the 
three considered probably misplaced. The 
opportunity for treating the remaining eight 
was missed. И 

The mortality for senile dementia was 
higher in the geriatric than in the psychiatric 
hospital (Table III), but the mean number of 
days in hospital for the eight patients who 
survived for the year of the follow-up was only 
half that of the senile dementias in the psychia- 
tric hospital. 

Those patients with senile dementia in the 
psychiatric hospital were cognitively more 
deteriorated. 

The length of hospital stay is known to Be'an 
inaccurate way of assessing outcome because 
it may be influenced by many factors unrelated 
to the patient's clinical state, but it is given herg 
because it was one of the criteria used in 
previous studies and because there is some merit 
in showing that those patients who had a 
psychiatric diagnosis did not tend to linger in 
the geriatric hospital. 


Patients misplaced 

When the three month interviews had been 
completed all the interviewers assembled to 
make a final three month consensus diagnosis 
and to allot each patient to a classification in 
line with that used by Kidd and Mezey. The 
recognition of a physical illness implying a 
syndrome requiring treatment or care was made 











ТАВІЕ II 
One year follow-up 
Outcome for patients with affective disorders, and no psychiatric illness, for the psychiatric and geriatric hospitals 
Affective disorders No psychiatric illness 
Psychiatric hospitals Geriatric hospital Psychiatric hospital 
(mainly man.-dep., (mainly (n = 0) 
. dep. neurosis) Geriatric hospital 
(n — 29) (n — 11) (n = 17) 
Survived. 82-895 72:196 68-094 
Died bs zi a ka 17:296 27:396 32:096 А 
Mean по. of days in hospital for 
those alive at 1 year s 182 80 80 
Discharged at least once .. 82-895 72:195 75:096 
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by clinical judgement and reviewed by all the 
raters at each consensus meeting. In practice, 
it was fairly obvious. It is possible that some 
physical illness was missed in the psychiatric 
hospital, but the independent assessment sugges- 
ted that this was not so. 

Patients were designated ‘mental’ if they had 
no physical illness, ‘mental-physical’ if both 
conditions coexisted but the mental illness was 
the one most important for treatment and care, 
‘physical’ if no mental ilness existed, and 
‘physical-mental’ if this time, the physical illness 
was the most important for treatment and care. 

Table IV shows the patients classified in this 
way for the two hospitals. Four patients, 5:3 per 
cent were probably misplaced in the psychiatric 











hospital and nine, 12 per cent in the geriatric 
hospital. None fell into the category of definitely 
misplaced, although two patients with chronic 
mental illness in the psychiatric hospital did 
have mental symptoms almost certainly due to 
the physical condition. 

The relationship between the misplaced and 
correctly placed patients may be seen from 
Table V. Here the patients are divided into two 
main groups, those with predominant physical 
illness requiring treatment and those with 
predominant mental illness requiring treatment. 
Each of these two divisions is split into three 
further subdivisions. 

It can be seen that the misplaced patients 
(those shown within the boxes) fall into the 














ТАВІЕ ПІ 
One year follow-up 
Outcome for patients with dementia and others organic conditions for the psychiatric and geriatric hospitals 
Dementia Other organic conditions 
(mainly confusional state) 
Psychiatric Geriatric 
hospitals hospitals Psychiatric Geriatric 
(mainly (mixed hospitals hospitals 
sen. dem.) зѕеп.-агі scl. dem.) (n = 9) (n = 15) 
(п = 20) (n = 21) 
Survived 80:0% 38:296 88-975 26:7% 
Died ra - АО а 20-0% 61:995 11-19% 78:396 
Mean no. of days in hospital for 
those alive at 1 year a 288 150 172 202 
Discharged at least once .. 35:095 47:695 66:7% 20:095 
Sen. dem. = Senile dementia. 
A/S dem. = Arteriosclerotic dementia. 
TABLE IV 
Classification of the predominance of physical or mental illness for psychiatric and geriairic hospitals 
Psychiatric Geriatric 
(n — 75) (n — 75) 
n % п % 
Mental ee T .. 50 66-7 o o 
Correctly placed 
Mental-physical zx . 2I 28:0 94°7% 9 I2-0 12.0% 
Physical-mental ie m 4 5*9 39 52:0 


e Physical 
Total .. v es ж 35 


. N 
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TaBLe V 


Classification of the predominance of physical or mental illness, showing treatment required and misplacement for 
psychiatrie and geriatric hospitals 


(for explanation see text) 





—— 


Psychiatric Geriatric P-GA. Unit 





Predominant physical illness requiring treatment 
No associated mental illness 











о 27 I 
Secondary mental illness (no specific treatment) , о 7 о 
Separate mental illness—no ан. treatment for mental 
illness required .. Я : 23 I 
Ce ee es ee | ч 
Urgent treatment for mental illness required: 
Medical A РИ Р 8 3, 
Nursing only 1 о 
Predominant mental ШЇпез+ requiring treatment 
No associated physical illness 48 o 3 
Secondary physical illness (no specific treatment) А 1 о o 
Separate physical illness—no ase treatment for physical 
illness required .. 19 6 2 
REL WAR «hk EE. аз, (ee йн eei adi жён. (eric iam. "Ei бы. ыр уйй», үчле a шша ыш E Пре: эйр, ma жешс Сш uw жый. Ожай: em sai cda = =- — -m — -— 
Urgent treatment for руны illness eque 
Medical 3 3 o 
Nursing only о o о У 
75 75 10 





categories where both types of illness аге 
associated, but only one of the four misplaced 
in the psychiatric hospital actively required 
treatment for an acute psychiatric condition, 
and only three of those misplaced in the geriatric 
hospital required treatment for an acute physical 
condition. 

Table VI shows the diagnosis of all 13 mis- 
placed patients. It can be seen that, on the 
whole, those misplaced into the psychiatric 
hospital had chronic psychiatric conditions 
underlying the physicai iliness, and those mis- 
placed into the geriatric hospital had chronic 
physical conditions underlying the psychiatric 
illness. It is likely that the presence of a chronic 
condition for which the patient had received 
previous hospital treatment influenced the 
decision of the doctor offering the patients for 
admission. 


Outcome of misplacement 

Three patients with acute physical conditions 
in the psychiatric ward were transferred within 
five days to a medical ward. The other, the 
patient with known hyperthyroid who had failed 


to take her tablets was given the appropriate 
treatment on the psychiatric ward and dis- 
charged within seven weeks. All four patients 
misplaced in the psychiatric hospitals were alive 
one year later. 

Of the nine misplaced in the geriatric hospital, 
three died during the year, two, some wéeks 
after they had been discharged and six were 
discharged, none having been in hospital for 
longer than 12 weeks. None was in hospital on 
the day of the fallow-up. 

There is therefore, no evidence in this study 
to suggest that misplacement had any adverse 
effect on outcome. 


The place of the psychogeriatric asessment unit in 
avoiding misplacement 

The sample of ten patients taken from the 
psychogeriatric assessment unit are in the last 
column of Table V. They are equally divided 
between those with predominant mental and 
predominant physical illness and do not follow 
any particular pattern. It may be argued that 
the presence of a psychogeriatric assessment unit 
for women patients, which had started to 
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р; is of ‘misplaced’ pati 





Four ‘misplaced’ patients for psychiatric hospital 








Patient Chronic mental Time in admitting 
number Age Sex illness associated Physical illness hosp. during year 
675 68 F Residual schizophrenia Pneumonia 2 days 
717 74 F Habitual excessive drinking Macrocytic anaemia 5 days 
721 71 F Intermittent depressive psychosis 
due to endocrine disorder Hypothyroidism 7 weeks 
748 82 F Paranoia Cholangiolitis 4 days 


ee ee ee N 
Nine ‘misplaced’ patients for geriatric hospital 











Weeks in 

Patient Age Sex Mental illness Chronic physical admitting hosp. 
number illness associated during year 

622 79 M Arteriosclerotic dementia Hypertension 19 

634 84 F Depressive neurosis Chronic bronchitis 2 

637 89 F Arteriosclerotic dementia 

653 67 M Psychosis (cerebrovascular) Hypertension, previous stroke 3 

679 88 F Arteriosclerotic dementia Previous fracture 12 

701 76 F Involutional melancholia Chronic bronchitis 9 

706 82 F Senile dementia Parkinson's disease 12 

744 91 Е Arteriosclerotic dementia — 26 

745 76 F Manic-depressive psychosis Diabetes mellitus II 


E" A L——— ÁN —— (C е7, 


function just before the study began, may have 
itself reduced the misplacement problem. The 
ten patients collected from the assessment unit 
were a consecutive series admitted during the 
time that tbe team were engaged on the main 
study. During the year 1 January to 31 Decem- 
ber 1972, approximately six months of which 
overlapped with this study, only 18 patients 
were admitted to the assessment unit, compared 
with a total of 1,053 patients admitted to the 
geriatric unit as a whole, or 1:7 per cent. A 
similar percentage of the sample of 75 would 
have provided approximately 2 patients, so 
that this unit as it was then operating could 
have had little effect on overall misplacement. 


Discussion 


It is now possible to offer at least some answers 
to the questions originally posed. Some overlap 
of function does occur. Quite a high proportion 
tf psychiatric illness is to be found in the 
geriatric hospital, but all the cases studied had 
important physical illness. Particularly was this 


true of the dementias. Although the staff of the 
geriatric hospital was on the lookout for psychia- 
tric illness it was not always recognized or 
treated. Very little misplacement occurred and 
it tended to be recognized and dealt with 
quickly. Nevertheless, if the classification of a 
patient as ‘mental-physical’ or ‘physical-mental’ 

(of the former 28-0 per cent occurred in the 

psychiatric hospital while 52-0 per cent of the’ 
latter occurred in the geriatric hospital) implies 

he represents a potentially difficult diagnostic 

problem, it is possible that substantial numbers 

of patients could be misclassified in a geo- 

graphical area with less than adequate geriatric 

services. Similarly, depression may go un- 

recognized. Under these circumstances a psycho- 

geriatric assessment unit could play an im- 

portant role in avoiding misplacement and in 

recognizing affective illness. 

It is apparent from this study that a distinc- 
tion between psychiatric and geriatric patients 
can be made satisfactorily in clinical practice 
provided that both the quality and quantity of 
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the services supplied are adequate. Nevertheless, 
there is serious doubt whether ‘misplacement’ 
has ever been shown to have an important 
influence on the patient’s outcome; in this 
study no such effect was demonstrated. 

It is not possible to comment on the overall 
usefulness of psychogeriatric assessment units 
nor to say whether or not the 13 possible mis- 
placements could have been avoided if the 
psychogeriatric assessment unit had been used 
more often. It seems likely that some could. 
The conclusions, at least for Camberwell, seem 
to be that, with adequate manpower, adequate 
pre-admission assessment, especially for patients 
offered to the geriatric service (such an assess- 
ment in Camberwell involved a joint domiciliary 
visit by the consultant geriatrician and a social 
worker) and a greater awareness of secondary 
psychiatric problems on the geriatric ward, so 
that depressive illness is more often recognized 
and treated, only a small number of patients 
are likely to require admission to an assessment 
unit in order to avoid misplacement. 

There may be disadvantages in such a unit 
which should not be overlooked. It is not 
usually helpful to the elderly patient to be 
admitted to one place and later to be transferred 
to another, just as he has settled down. There is 
a break in the nursing care which is unlikely to 
help the patient, and availability of assessment 
beds may encourage inadequate pre-admission 
assessment. 

There is a group of some Ig patients shown in 
Table V, those below the dotted lines, who 

required treatment for both psychiatric and 
physical conditions. The authors would recom- 
mend these patients to a joint unit, not only 
for assessment but also for treatment, where the 
senior nursing staff are adequately trained in 
both specialties and where medical staff, both 
geriatricians and psychiatrists, tend the patients 
and perhaps hold joint conferences. These 
units could then be used for psycho-physical 
assessment and treatment and would need to 
be located in well equipped general hospitals. 
To the unit could go, among others, patients 
having acute infections accompanied by deli- 
rrum, or senile dementia with physical illness 
and disturbed behaviour. Full investigation 
facilities and nursing care would be available, 


good communication would be maintained 
between geriatric and psychiatric staff, valuable 
experience in the recognition of both geriatric 
and psychiatric illnesses and their treatment 
would be gained by both geriatric and psychia- 
tric junior staff, and lastly, misplacement and its 
ill effects, if such ill effects have ever been of real 
importance, ought to be finally laid to rest. 


SUMMARY 


The literature on the ‘misplacement’ of 
elderly patients in hospital is briefly and 
critically reviewed. One-hundred and sixty 
patients entering geriatric and psychiatric 
hospitals serving Camberwell, London, were 
examined, using semi-structured and stan- 
dardized interviews. Reliability between mem- 
bers of the team for psychiatric ratings and 
diagnosis was established. Social measures, 
measures of mobility, and psychological tests 
were undertaken. АП patients were followed-up 
at intervals of one month, three months and 
one year after admission. Sixty-four per cent of 
the geriatric admissions were shown to suffer 
from a psychiatric ilness. 5:3 per cent of 
patients entering the psychiatric hospital and 
12:0 per cent entering the geriatric hospita) 
were probably misplaced. There were no 
adverse effects on prognosis demonstrated. 
The place of psychogeriatric assessment units 
in relation to ‘misplacement’ is discussed. 
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Helping the Chronic Psychiatric Patient in an Industrial 
Therapy Setting 


An Experiment in Inter-Disciplinary Co-operation 


By ANNE PATTIE, ANNE WILLIAMS and DAVID EMERY 


INTRODUCTION 


The original aim of Industrial Therapy Units, 
which exist in most psychiatric hospitals, was 
to preserve or re-establish outside interests and 
standards by providing work of an industrial 
nature (Wadsworth, 1962), but often they 
merely offer the patient activity and occupation. 
The staff of the Industrial Therapy Unit at 
Clifton Hospital were concerned about some 
patients who benefited very little from attend- 
ance, and they devised a project to improve 
this. Qualitatively the patients appeared to 
benefit but the staff were unable to measure 
this. They therefore approached the Psychology 
Department, and a structured programme was 
designed with emphasis on measurement and 
control of variables. There was very little to 
be found in the literature on experiments in an 
Industrial Therapy setting (see references). 


Tse Present STUDY 

The patients 

Twenty-four patients (20 men and 4 women) 
were selected, all of whom had the following 
handicaps: (a) deteriorated work skills, resulting 
in their being difficult to employ; (b) severe 
social limitations typical of long-term psychotic 
illness; and (c) frequently marked poverty of 
speech. The age range was 22—68 years (mean 
54*5 years) and the length of stay varied from 
2 to 46 years (mean 24:9 years). 


Assessment procedures 


It was deemed advisable for the patients to be 
assessed by the psychologists, by the ward staff 
and by the Industrial Therapy Unit staff 
This would give an indication of abilities, 
behaviour and work skills. Three scales were 


devised. (Copies are available from the authors 
on request). 

(a) The Psychological Assessment: measuring 
information and orientation; mental ability; 
a test of psychomotor performance and ability 
to follow directions with practical material; and 
speech. 

(2) The Ward Assessment Scale: a scale mea- 
suring orientation, mobility, social behaviour 
and symptom level was devised. 

(3) The Industrial Therapy Rating Scale: 
measuring manual dexterity, complexity of task, 
application, reliability and quality/accuracy; 
behaviour and clinical features were 
assessed. 


The project 

There appeared to the psychologists to have 
been two distinct variables involved in the 
previous project which had run into difficulties; 
the increased stimulation by the varied activities 
such as physical education, art, etc., and the 
much greater involvement and attention of one 
member of the staff to the project group. It was 
decided to make these variables the basis for 
the two experimental groups and to have a 
control group continuing normal activities in 
the Unit. All patients were assessed on the three 
scales, and they were then divided into three 
groups, matched as far as possible for age and 
scores on the Psychological and Ward Assess- 
ment Behavioural Ratings. The groups were 
designated as the Control (С), Mothering (М) 
and Varied Day (V) groups on an arbitrary 
basis. The patients were assessed at four-weekly 
intervals; the wards did not know which group 
the patients were in. 
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The staff 

Two psychologists and the Charge Nurse 
working in the Unit co-operated on the planning 
and carrying out of the project. Two of the 
Industrial Therapy Unit staff were selected to be 
in charge of the two experimental groups and 
rating scales. Sisters and Charge Nurses com- 
pleted the Ward Assessment records. 


Description of the programme 

Both experimental groups were given a 
variety of activity not previously offered in the 
Industrial Therapy Unit and not given to the 
members of the control group. The morning 
programme involved mainly industrial therapy 
but of a more varied and structured nature than 
previously, and the tasks given were carefully 
graded. Additionally, there were social activities 
such as family and card games, walks, shopping 


` and library trips, group discussions, and art and 


physical education sessions. Where possible all 
activities, including industrial, were program- 
med on a hierarchical scale on the basis of 
complexity of tasks and capacity for increased 
individual responsibility. 

One of the experimental groups was desig- 
nated as the Mothering group, and one member 
of staff, the ‘mother figure’, supervised all 
aspects of the programme for her group. To 
give structure to the ‘mothering’ a standard 
response procedure was suggested—first obtain- 
ing eye recognition, touching the patient and 
then verbally praising acceptable or desired 
behaviour. This positive response was supported 
by disinterest in, and occasional chastising of, 
unacceptable behaviour. The member of staff 
had her tea-breaks with the patients and 
generally cared for them throughout the 
programme. The other group had the varied 
activities only and although overall responsi- 
bility was assumed by one member of staff, 
others were involved in the daily programme to 
avoid, as far as possible, ‘mothering’ developing 
in this group. 


RESULTS 
1. Changes in the scores on the assessments 
The only scale shown to reflect significant 
improvement was the Industrial Therapy work 
assessment; this indicates ability to cope with 
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increased complexity of task, longer concentra- 
tion span, greater mobility in the Unit and 
greater individual responsibility. Both exper- 
imental groups showed this improvement; the 
mothering group mean score was up 65 per cent, 
and the varied day group score 39 per cent, 
compared with control group 6 per cent; 
supporting the hypothesis that varied activities, 
more stimulation and attention would improve 
the patients’ work ability, and that there is an 
additional effect from ‘mothering’. The symp- 
tom level of the mothering group dropped 
(—16:1 per cent) compared with the varied 
day and control groups (4-2:2 per cent and 
-F2:8 per cent respectively); ‘mothering’ may 
therefore also have had a beneficial effect on 
symptom level. 


2. Relationships between the measures 


Rank-order correlations were calculated to 
assess these. Since the project was designed 
principally to produce and measure change in 
work abilities a measure called ‘I.T. change’ was 
derived for each patient from the difference 
between their first and last scores on the I.T. 
assessment. This was correlated with other 
measures for the experimental groups, and all 
Scores were correlated with age and length of 
stay in hospital of the patients, and with symptom 
level derived from the Ward Assessment form. 

I.T. change. Both the Psychological Assess- 
ment and the Ward Behaviour Assessment 
correlated. significantly (r "631 and г'== 
*593) with the change in the Industrial Therapy 
ratings on work ability. The original Industrial 
'Therapy assessments correlated considerably 
less (г = +240) with the progress made. This 
suggests that the level of functioning of the 
patient seen on the Industrial Therapy Unit 
is not necessarily a good indicator or predictor 
of his potential or capacity for improvement. 
The Psychological Assessment scores did not 
appear to be related to age, length of stay or 
symptom level, and the authors feel that it may 
be a reasonably independent and useful measure 
for this type of patient. 


3. Qualitative results 
Subjective observations of change were made 
by the Unit staff and the psychologists on their 
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visits to the Unit. In both experimental groups 
a number of patients quickly showed improve- 
ment in their work ability, and several 
previously considered unemployable became 
capable, although needing prompting to keep 
employed continuously. Despite initial resent- 
ment, most patients learned to assume some 
responsibility for collection and disposal of 
work materials; their application to work 
improved and several were able to work in- 
dependently of staff encouragement and super- 
vision in other departments. A general improve- 
ment appeared to be accompanied by a 
reduction in symptom level in both groups. 
Bizarre speech was greatly reduced in one 
patient, and two who were verbally poor and 
incoherent became relatively vocal. Three 
patients deteriorated clinically for a time 
during the project, showing evidence of in- 
creased rituals, delusions and hallucinations. 
It was thought that increase in stimulation 
might have been partly responsible for causing 
stress and hence some return of earlier more 
severe symptoms. Similar experiences have been 
cited by Hall and Baker (1973). 

The patients showed an increase in their 
ability to communicate with each other and 
staff, in imaginative ability in the art sessions, 
and in their acceptance of responsibility. 
Subjectively, the staff felt that the patients 
posture improved and they appeared less 
institutionalized. 


Disaussion AND CONGLUSIONS 

The results, both quantitative and qualitative, 
upheld the hypothesis that varied activities and 
a more stimulating day would improve the 
therapeutic value of industrial therapy for 
the chronic patient. Most of the patients in the 
experimental groups showed increased output 
and capability, as measured by greater responsi- 
bility and complexity. This improvement was 
considerably greater for the patients who had 
made higher scores on the initial psychological 
and ward assessments. There was an additional 
benefit from ‘mothering’, and the drop in 
symptom level in the mothering group may 
indicate the value of help and support when 
institutionalized patients are subjected to the 
stress of change. 


The project also demonstrated the limitations 
of assessing the patients’ work capabilities in 
terms of observation of work on the I.T. Unit. 
The more objective Psychological Assessment 
and/or the Ward Behaviour Assessment were 
better indicators of the potential abilities of 
patients. Just as the Unit staff had been sur- 
prised by the level of functioning shown by 
patients on the initial psychological assessments, 
the improvement seen in some patients was well 
beyond their expectations. 

The difficulties of carrying out research in a 
clinical setting proved less important than had 
been feared. Although the psychologists could 
have assisted the Industrial Therapy staff in a 
merely advisory capacity, it was felt that the 
decision to make their contribution a research 
project had been a wise one. The discipline and 
structure proved valuable to all staff involved, 
and made it easier, as predicted, to identify the ` 
variables. Both leaders found the intensity of the 
project a strain, and looked to the Charge 
Nurse for support and he in turn was pleased to 
be able to call on the psychologists for advice. 
All staff appreciated the miulti-disciplinary 
approach. 


SUMMARY 


A research project was initiated by nursing 
and psychological staff in an attempt to improve 
the level of functioning of chronic psychiatric 
patients in an Industrial Therapy Unit. The 
findings for two experimental groups and a 
control group suggested that increased stimula- 
tion improved the patients! work ability, with 
the attention of a ‘mother’ figure contributing 
additionally to this benefit. The formal assess- 
ments devised by the staff showed that the 
patients! potential was neither appreciated nor 
attained, and it was felt that the short and 
simple tests constructed were of considerable 
value in helping staff to be aware of patients' 
capabilities and potential for improvement. 
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Psychosocial and Electroencephalographic Studies of 


Egyptian Murderers 


By AHMED OKASHA, A. SADEK and 5. ABDEL MONEIM 


The basic controversy in criminology at 
present is that between the psychiatric school 
and the sociological school. Members of the 
latter school recognize that psychogenic factors 
must be taken into account in the explanation of 
criminal behaviour, and members of the 
psychiatric school have recognized the import- 
ance of social and cultural conditions. But 
there is disagreement on the extent to which 
‘Personality’ and ‘Culture’ should be empha- 
sized in criminological theories. 


MATERIAL AND METHOD 

The present study included 9o murderers—50 
males in the Abou-Zabel prison, 1o females in 
Kanater prison, and 20 male and female 
murderers in the State Mental Hospital. 
Thirty normal subjects were taken as a control 
group, and these were selected from within the 
same age, vocational and scholastic levels as the 
murderers. A socio-psychiatric study was made 
of all cases. The following psychometric tests 
were used: hand test, Thematic Apperception 
Test and Wechsler-Bellevue Intelligence Scale, 
but these tests were applied to 40 prison 
murderers, 20 mental hospital murderers and 
20 normal subjects. 


INGIDENCGE 


The number of murders registered in Egypt 
during 1955 was 2,126, in 1968 it was 1,545 and 
in 1969, 1,451. The percentage of murders to 
the total crimes in Egypt in both 1968 and 1969 
"was 33 per cent. 

Among our subjects the highest percentage 
was in the ages between 25—35 years, both in the 
prison group and the mental hospital group. 
The increased incidence in youth may be 
explained by the fact that murder is a violent 


crime often involving the use of physical 


strength. 


Sex Ratio 


From the Public Security Report of Egypt in 
1969, the percentage of murders committed by 
women was 2:4. Wolfgang (1958) has shown 
that the male-female crime ratio varies widely 


in different countries. The female share of the. 


total amount of crime is greatest in those 
countries where women are more emancipated, 


VOGATION 

From Table I it will be seen that land workers 
constitute the highest percentage both in the 
prison group and the mental hospital group 
(go per cent); they are followed by unskilled 
and day labourers (18 per cent). This may be 
due to the fact that workers on the land form 
over 60 per cent of the total population, while 


TABLE I 
The total sample classification according to vocation 














Groups 
Vocation Mental 
Prison hospital Normals 
Land workers .. .. 18 6 3 
Professionals .. Br 2 I 3 
Students Dr 3 2 7 
Employees - 2 2 5 
Tradesmen s vs 5 3 I 
Skilled labourers 6 I 2 
Unskilled and day 
labourers | ‚о II 9 6 
Policemen апа military 
men .. ; 3 2 3 
Jobless .. " .. 10 4 —e 
Totals 25 .. o 30 30 
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\ professionals, employees and students form the 
least percentage. 


MARITAL STATUS 


The murderers were more likely to be married 
than unmarried; 57 per cent in the prisoners 
' and 60 per cent in the mental hospital cases. 
Furthermore, single people tended to commit 
murder more frequently than divorcees and 
widowers. There was greater prevalence of 
unsatisfactory emotional and sexual relations 
among unmarried subjects who committed 
murder when compared to normal subjects. 


EARLY DEVELOPMENT 


A considerable percentage of our murderers 
came from troubled, even broken homes. This 
ed 60 per cent in the prison group and 
40 ba cent in the mental hospital group, in 
"contrast to 7 per cent in the normal group. 
It was found that both the prisoners and the 
*nental hospital group of subjects showed a 
higher incidence of neurotic symptoms and 
behaviour disorders during their childhood as 
compared to the normal subjects. Nocturnal 
enuresis was the commonest at about IO per 
cent in both groups. The higher incidence of 
neurotic symptoms seems to suggest that some 
of these subjects were exposed to psychogenic 
traumata at an early period in their life. 


MOTIVATION 


Assessing the motives for murder in the prison 
group, it was found that among бо male criminal 
homicidal offenders one of the most frequent 
motives—in 13°3 per cent of cases—was 
vendetta. It is well known that vendetta in our 
country is due to the strength of certain cultural 
patterns, traditions or folkways which pre- 
dispose to particular needs of violence. This is 
especially so in Upper Egypt. Marital and 
domestic causes were also common (17 per 
cent), followed by murder in connection with 
other crimes, especially robbery and adultery. 
The most frequent motives in females were 
marital and domestic causes, adultery, jealousy 
and sexual and emotional motives. In the 
mental hospital group, vendetta, quarrels over 
land rights and murder with robbery were not 
recorded in either males or females. 
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TABLE II 
Motives for murder 
Groups 

Motives Mental 

Prison hospital 
Vendetta 8 t 
Quarrel over land rights 2 EE 
Adultery Я 5 2 
Marital and domestic causes . 10 4 

Murders in connection with 

other crimes .. , 6 — 
Quarrel over money 3 I 
Self-defence . 3 I 
Trivial quarrels 3 5 
Sexual and emotional . 3 3 
Jealousy : 4 4 
No apparent motive 13 IO 
Total .. бо 30 


Firearms were the most popular weapon used 
by men, followed by various cutting and piercing 
instruments, and these latter were used fre- 
quently by females. 


ASSOCIATED SEXUAL DISORDERS AND 
DRUG ABUSE 


Studying the sexual deviations in the life 
history of the members of the prison group, 
4 subjects gave a history of homosexual ex- 
periences, 2 of exhibitionism, 1 of pornography, 
1 of bestiality, 2 were sadists, 2 rapists—together 
they killed a little girl after raping her—and one 
was impotent. 

In the mental hospital group, homosexual 
experiences, fetishism, exhibitionism and sadism 
were recorded. None of these deviations were 
present in the normal group except for one 
subject who complained of impotence. The 
incidence of masturbation was the same in all 
groups. 

One of our subjects in the prison group had 
been a chronic alcoholic but he had committed 
his murder when he was sober. Also one subject 
in the prison group was an opium addict, and 
8 were hashish habitués. Narcotic drugs are 
often said to be factors in the genesis of criminal 
behaviour. 
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URBAN AND RuRAL INCIDENCE 

From the report of the National Centre for 
Social and Criminal Research in Egypt, the 
number of murders recorded in rural areas in 
1955 was 1,594 (71 per cent) and in the urban 
areas was 542 (29 per cent). From the Public 
Security Report of Egypt in 1969 it appears 
that the picture has changed. It was noticed 
that the difference in the murder ratio between 
rural and urban areas had decreased to a great 
extent—rural murders were now 721 (50 per 
cent) and urban murders were 730 (50 per cent). 
Also, from the present study, urban murders 
among the prison group were 31 (52 per cent) 
and rural murders were 29 (48 per cent). There 
were similar findings in the mental hospital 
group: urban murders were 16 (53 per cent) 
and rural murders were 14 (47 per cent). We 
may explain the lack of disparity in the crime 
incidence in urban and rural areas through the 
changes which have occurred in our society, 
with the great advances in industrialization 
and subsequent immigration from rural to 
urban areas. 


PsvcuiATRIG ÁsPECTS 


Out of 60 cases in the prison group, 8 were 
diagnosed as schizophrenia (Table IIT). These 


Taste III 
Psychiatric diagnoses 
Groups 

Diagnosis Mental 

Prison hospital 
Schizophrenia .. > is 8 15 
Depression ^s - - 2 5 
Epilepsy Не 2 3 
Mental subnormality . m IO 7 
Psychopathy .. ЕЯ pa 30 — 
No psychiatric illness .. as 8 — 
Total.. ng - zi бо 30 


cases may be missed and the subjects sentenced 
to repeated terms of imprisonment, as the 
criminal behaviour overshadows the distinctive 
symptoms of psychosis. In two cases which we 
diagnosed as schizophrenia the only visible 
expression of psychopathology was senseless, 
bizarre, criminal behaviour. 


The groups of simple schizophrenia showed / 
mainly lack of affect and formal thought dis- 
order, with no delusions or hallucinations and 
no history of an acute attack. Two subjects were 
paranoid; neither showed any deterioration, 
and they were fairly well adjusted in their social 
life before their crime. The murderers were, » 
for the most part, themselves puzzled as to why 
they killed their victims. 

Two of our subjects from the prison group 
were suffering from depression before and 
during the crime. Thirty in the prison group 
were psychopaths. General inadequacy was an 
important manifestation in the majority of our 
cases. The subjects had a very poor work 
history, drifting from one job to another, 
frequently being dismissed. Two subjects were 
epileptics and 10 had an IQ ranging ffom 
54-82. Thus finally we are left with 8 Ана 
іп the prison who do not fall into one of the’ 
previous nosological entities. 

In the mental hospital, 15 patients were 
schizophrenics. Diagnosis of depression was 
considered in 5 cases, and 3 were epileptics both 
clinically and from the EEG results, Seven 
murderers were referred by the court to the 
hospital because of their subnormality. 


PsycHOMETRIC TESTING 


The Hand Test was devised by Wanger, and 
its scoring systems and rationale were developed 
by Bricklin e; al. (1962). The test consists of 
nine cards with pictures of the hand in different 
postures and a tenth card which is blank. The 
ten cards are handed to the subject one at a 
time with the request: ‘What does this hand 
look as if it might be doing?’ 

The Hand Test acting out score successfully 
differentiated overtly aggressive from non- 
aggressive cases. The statistical comparison of 
the means of the three groups in the aggression 
scoring and in the acting out scoring did not 
show any difference between the mental hospital 
and the normal groups, while there were signi- 
ficant differences between the prison and the 
normal groups at the 1 per cent level, using the 
"P test. The murderers in prison scored signifi- 
cantly higher on aggression than the normal 
group. Mental hospital patients scored less 
significantly in the aggression category than 
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‚ the prison group, and this was expected as the 
psychotic process would lead to dispersal of 
aggressive fantasies. 


Intelligence tests 
77 Statistical comparison, using the ‘t’ test, of the 
‚ means of the three groups in the different 
intelligence quotients of the Wechsler did not 
show any differences between the prison mur- 
derers and the normal subjects, but there were 
significant differences between the prison mur- 
derers and the mental hospital murderers, who 
scored lower in the different intelligence 
quotients. 


The Thematic Apperception test (T.A.T.) 
In the prison murderers the prominent 
es were criminal and aggressive ones but 
paraWoid fears were most characteristic, being 
of the schizophrenic type in a few cases to the 
extent of diagnosing the subjects as paranoid 
achizophrenics, but most of them were paranoid 
psychopaths. Aggression towards females and 
homosexual tendencies were also characteristic 
themes. Depressive and guilt feelings were 
present in a marked number of cases. Thus we 
feel justified in concluding that the psychotic 
features were marked and quickly apparent in 
the responses of the prison murderers. The 
mental hospital murderers were the most 
disturbed. The content of their stories was 
characterized by less criminality than the prison 
murderers showed, and this could have been 
expected as a result of the element of deteriora- 
tion and dispersion of the aggression and escape 
into fantasy. 
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ErECTROENOEPHALOGRAPHIO STUDY 

The EEG was performed on 76 murderers 
studied from the psycho-social point of view, 
46 from prison, 30 in-patients of the mental 
hospital and on 30 normal subjects acting as a 
control group and being within the same age 
range as the first two groups. 


EEG changes in the prison group 

We found 20 abnormal EEGs (43 per cent) 
and 26 normal ones, as shown in Table IV. 

I. Schizophrenia. EEG was done for 8 schizo- 
phrenics: 5 of them showed EEG changes (63 
per cent). Three had primary centrencephalic 
changes, two showing high voltage slow waves 
burst simulating the paroxysmal discharges of 
grand mal fits and the third one showing wave 
and spike 2-2-5 c.p.s. which associates with 
the petit mal variant. Two others showed focal 
discharges in the form of slow waves of the 
delta type, one from the frontal and one from 
the temporal regions. 

2. Depression. EEG was performed on 2 de- 
pressed murderers in prison; both showed 
focal abnormality, one of them slow waves of 
the delta type located anteriorly and the other 
spikes of sharp component in the temporal 
region. 

3. Epilepsy. EEG was performed on 2 mur- 
derers in prison who gave a history of epileptic 
fits. Both showed EEG abnormalities; one of 
them in the form of grand mal fits and petit mal 
variants. The second showed focal discharges in 
the form of slow waves of the delta type, 
temporal in origin. 





Taste IV 
Relation of the type of EEG abnormality to the diagnosis in the prison group 
Focal 
No. of 
Diagnosis abnormal Generalized Diffuse Paroxysmal Without With 

records parox. parox. 
АСАНА 
Schizophrenia .. m 8 m 5 — — 3 2 — 
Depression . be 2 2 — — — 2 — 
Epilepsy i 55 2 2 — — I I — 
Psychopathy .. Уз 30 IO 2 4 I 1 2 
Mental subnormality .. 4 I — I — — — 





Totals 
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4. Mental subnormality. EEG was performed on 
4 mentally subnormal prisoners. Only one 
showed diffuse slowing of delta theta waves. 


5. Psychopathy. EEG was performed on 30 
cases diagnosed as psychopathic. Ten cases 
showed EEG abnormalities in the forms shown 
in Table IV. 


EEG changes in the mental hospital group 


There were 17 abnormal EEGs from 30 
patients and 13 normal ones, as shown in 
Table V. 

1. Schizophrenia. EEG was done on 15 schizo- 
phrenics. Nine of them showed EEG changes; 
4 showed diffuse discharge in the form of runs 
of bilateral theta delta waves more on the left 
side, in two cases temporal and in one case 
occipital; 5 showed focal changes, 3 without 
paroxysms in the form of focal discharge of 
slow waves of the delta type on a normal 
background, 2 in the temporal region and one 
in the frontal; the other two cases with 
paroxysms (secondary centrencephalic) in the 
form of spikes and waves 3 c.p.s. originating on 
the right side by dispersed spikes. 

2. Depression. EEG was performed on 5 cases 
having depression; 3 of them showed EEG 
abnormalities, one showed diffuse changes in 
the form of runs of bilateral theta waves, the 
other two focal discharge in a highly disturbed 
background, the focus being in the form of 
sharp waves, one on the right temporal, one on 
the right occipital. 

3. Epilepsy. EEG was performed on 3 epileptics 
and all of them showed EEG changes; one 
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showed primary centrencephalic discharge in | 
the form of irregular spikes and waves with, 
disturbed background (the patient had grand 
mal fits), two showed focal changes without 
paroxysm, the focus being in the form of 
sharp waves in the left temporal region (the 
patient had psychomotor fits); the other one , 
was with paroxysms (secondary centrence- 
phalic), showed high voltage slow waves with 
right side origin of theta waves (he had grand 
mal fits). 

4. Mental subnormality. EEG was performed on 
7 cases with mental subnormality; two of them 
showed EEG changes, one with generalized - 
diffuse dysrhythmia and the other with slowing 
of the theta delta waves. 


DISCUSSION A 

Many studies have dealt with the Je 
encephalographic investigation of m 
(Stafford-Clark et al., 1949; Hill et al., 1952). 
The general finding of these studies was thaj 
the murderer population had an incidence of 
EEG abnormalities far above that found in 
the non-criminal, non-psychiatrically ill subjects. 

In our study, the incidence of EEG abnor- 
mality in the prison group was 43°48 per cent 
and in the mental hospital group it was 56:67. 
This finding is in agreement with Hill and 
Pond (1952) and Stafford-Clark and Taylor 
(1949). The clearly motivated murders are 
committed by a group of men among whom 
the incidence of EEG abnormality is about the 
same as in the neurotic population. The insane 
group contained more persons with abnormal 
EEGs than normal ones. 


TABLE V 
Relation of type of EEG abnormality and the diagnosis in the mental hospital cases 























Focal 
No. of 
Diagnosis abnormal Generalized Diffuse Paroxysmal Without With 
records parox. parox. 
Schizophrenia .. ds 15 Е 9 — 4 — 3 2 
Depression NT а 5 m 3 — I — 2 "me 
Epileptics x 3 us 3 — — I I I 
Mental subnormality . 7 2 I I — — mE 
"Totals 17 I 6 I 6 3 
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The most important observation was the 
ND high incidence (over 70 per cent) of 

bnormal EEGs among prisoners whose crime 
was apparently motiveless, and this group 
showed a higher incidence of EEG abnormality 
#70 the group of psychopaths. In Hill's and 
Pond's studies, diagnosis of epilepsy was made 
in 18 of the 105 cases studied (17 per cent). 
'The incidence of epilepsy is 32 times that in 
the general population. In the present study 
there were 2 epileptics in the prison group and 
5 cases in the mental hospital group. All of 
them showed EEG abnormality. The authors 
“Conelude that the evidence of some relation- 
ship existing between murder and epilepsy in 
some murderers is undoubted, but this is not 
to say that such murders are committed in 
relation to epileptic seizures or in post auto- 
ma : 

It appears established, in view of observations 
of many investigators, that approximately half 
of all psychopathic personalities have abnormal 
EEGs. The present study obtained a 33 per 
cent incidence in this group. Silverman (1943) 
reported a 75 per cent incidence in psychopaths 
and 45 per cent incidence in psychotics. This is 
in sharp contrast to the present series where 
psychotics constitute over 60 per cent having a 
higher proportion of abnormal EEG than 
psychopaths (33 per cent). 

Z. A. Sayed et al. (1969) investigated 32 
male patients who had committed homocide 
and found that the patients had an incidence 
of EEG abnormality four times that of the 
control group. The study confirmed a general 
finding that approximately half the psycho- 
paths had abnormal EEGs but the psychotic 
group had a much higher incidence. 

In a good proportion of our cases EEG 
abnormality was in the delta theta range. 
This rhythmic activity has been found in other 
disorders to arise most often from the temporal 
cortex and relate most closely to lesions of the 
deep temporal structure within the lobe itself, 
the diencephalon and the mesencephalon. 
These rhythms are seen to occur as a conse- 
quence of internal hydrocephalus and of mid- 
lhe tumours which involve diencephalic and 
medial temporal structures bilaterally. Rhythms 
of 4 to 7 c.p.s. as well as slow rhythms of 1 to 3 


c.p.s. are also seen in well organized forms, 
often bilateral and often phasic where the 
mesencephalon is disordered by infections, 
injury or tumours. In consequence, bilateral 
patterns of this kind lead us to suspect dys- 
function of structures near the mid-line in 
the upper brain stem from the level of the 
thalamus to the lower mid-brain. Paroxysmal 
discharges of primary centrencephalic origin 
were found in 3 schizophrenics from the prison 
group (Table I) Abnormal EEGs of this 
pattern are the result of dysfunction of struc- 
tures in the upper brain-stem. This type of 
abnormality found in these schizophrenics has 
the characteristics which can be expected when 
the brain stem activating structures are dis- 
turbed. 


SUMMARY 

A psycho-social study of go Egyptian mur- 
derers, 60 from the prison and go from the 
State mental hospital was made. Thirty normal 
subjects matched from all points to the other 
cases were selected as a control. The incidence, 
sex ratio, vocation, marital status, early develop- 
ment, motivation, associated sexual disorders, 
addiction and rural and urban distribution are 
discussed. A clinical psychiatric evaluation of 
the main diagnoses in both prison and mental 
hospital cases are described. The statistical 
differences between both groups of murderers 
and the controls in intelligence, hand aggression 
test and thematic apperception test are ex- 
plained. 

The EEG was performed on 76 of the studied 
murderers, 46 from prisons, 30 from mental 
hospitals and 30 normal subjects acting as a 
control group. The incidence of EEG abnor- 
mality in the prison group was 43:48 per cent 
and in the mental hospital group 57 per cent. 
The most important observation was the very 
high incidence (over 70 per cent) of abnormal 
EEG among the prisoners whose crime was 
apparently motiveless or with a slight motive. 
In our study, psychotics showed a higher pro- 
portion of EEG abnormalities (60 per cent) than 
psychopaths (33 per cent) which is rather 
different from previous studies. The relationship 
between nosological states of cases and the type 
of abnormal EEG, in both the prison and the 
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mental hospital groups is explained and 
evaluated. 
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The old belief-that mental deterioration in the elderly is caused 
by impaired blood supply to the brain - has been exploded. 

A report in The Lancet reviewing world wide published evidence 
concludes that atherosclerosis does not cause mental 
deterioration and that the term "cerebral atherosclerosis" is 
inaccurate and should not be used in this condition.' The only 
rational way to reverse insidious mental deterioration is to treat 
the real defect at source. Hydergine does precisely that. 
Hydergine acts directly to improve cerebral metabolism. 
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‘Granny’s becoming vulgar’ 


She used to be a very ‘proper’ lady but now she uses vulgar expressions in 
normal conversation without realising she is behaving in a different manner 
from usual . . . The family visit her less and less because she seems to be trying 
to embarrass them. 
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the cerebral activator 


‘Mental deterioration of an old person will throw an unbearable strain on the 
family and is extremely difficult to improve'* 


Recent trials fully confirm the earlier finding that Praxilene can re-orientate 
elderly confused patients enabling them to live more fully, to take a greater part 
in daily activities, and most importantly, to ease the burden on the family or 
nursing staff, through the increased awareness and co-operation of the 
patients in their care. 
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The Marke-Nyman Temperament Scale in Depression 


oo 


INTRODUCTION 


The Marke-Nyman Temperament Scale 
(MNTS) is a questionnaire based on Sjobring’s 
theory of personality structure. 

is theory is not widely known outside 
5 inavia. It was first presented in English 
by Lindegard and Nyman (1956) in an intro- 
duction to their research on associations 
between somatic and psychological measure- 
ments, Sjóbring's theories have been briefly 
summarized by Metcalfe (1965) and have now 
been translated into English (1973). 

The personality questionnaire based on 
Bjobring’s work was devised by Nyman and 
Marke (1962). It was translated into English 
by Coppen, who has published data for normal 
and psychiatric populations in this country 
(1965 and 1966). More recently, Segraves has 
published results obtained from a population of 
young male students (1971). 

The questionnaire consists of three scales, 
each of twenty questions, and each scale corre- 
sponds to a dimension of personality. These 
dimensions are named (oddly) Validity, Solidity 
and Stability, and are described as follows: 


Validity is a measure of available and effective 
energy, ranging from the cautiousness and 
tension of the subvalid individual to the effi- 
ciency, drive and self-confidence of the super- 
valid. 


Solidity is a measure of organization: it 
ranges from sub-solidity (changeability, sub- 
jectivity, impulsivity) to super-solidity (steadi- 
ness, dependability, rigidity and autonomy). 


Stability is a measure of emotional control: it 
fanges from sub-stability (warmth, naivety, 
sociability) to super-stability (self-control, cool- 
ness and sophistication). 
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Much work has been done in attempting to 
relate these dimensions to physical, endocrino- 
logical and psychopathological characteristics. 
Reynolds et al. (1970) showed that depressive 
patients with abnormally low folate levels also 
had a low Validity score. Segraves (1970) 
indicated relationships between anthropometric 
measures and both Validity and Solidity. 
Coppen et al. (1972) obtained low Validity scores 
from a group of parkinsonian patients. 

In Coppen’s study (1966) a low Validity 
score was apparent in psychiatric illness; in the 
depressive patients it persisted even after 
recovery. Carlo Perris (1966), using an abridged 
form of the questionnaire on patients suffering 
from an affective illness, demonstrated marked 
differences between unipolar and bipolar 
patients: the bipolar patients (i.e. patients who 
had had both manic and depressive episodes), 
obtained lower Stability and higher Validity 
scores than the unipolar group. 

The present study was carried out to investi- 
gate the assumptions on which the MNTS is 
based and to gain further understanding of the 
personality characteristics of recovered de- 
pressive patients. 

The study is therefore divided into two 
papers. In this paper we consider: 

1. Whether the three dimensions of Validity, 
Solidity and Stability (scored according to the 
standard instructions) are normally distributed. 

2. The items of the MNTS which differentiate 
between recovered depressive patients and a 
population of controls. 

In a second paper (Johnson et al.) we describe 
the results of a factor analysis of the MNTS 
and suggest a modified questionnaire. 


Sample 
The MNTS was completed by 163 patients 
(80 men, 83 women) and by 208 controls (97 


42° 
men, 111 women) belonging to the same age 
range. The patients had all quite recently 
recovered from a discrete depressive episode 
which had been severe enough to warrant their 
admission to a psychiatric hospital. Most 
patients had suffered more than one depressive 
episode in the past, but there was no history of 
any manic episode. 

The age distribution of the subjects is shown 
in Table I. There were no significant differences 
between the mean ages of the four groups and 
no difference between the distribution of age 
in the male patients and controls. There was a 
significant difference (p < 0-01) between the 
distributions of age in the female patients and 
controls: there were more patients than controls 
in the older age groups. As there was no associa- 
tion between age and the scores on any of the 
personality dimensions of the questionnaire for 
the two groups of women this difference is 
unimportant. 


RESULTS 

1. Distribution of scores 

The scores on the three dimensions of Validity, 
Solidity and Stability were calculated for each 
individual from the completed questionnaires 
(see Appendix). The distributions of the scores 
for all the men and women, all the patients and 
all the controls are shown separately in Fig. 1. 
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The distribution of Solidity Scores is approxi- 
mately normal, while the distribution 


of 
Stability Scores is positively skewed and that tf 


Validity Scores is more rectangular. 
The three dimensions were analysed separ- 
ately, and the four groups, male and female, 


patients, male and female controls, were com- me 


pared, using both an analysis of variance of the 
actual scores and a frequency analysis ( x?) on 
the distribution of scores. The results from both 
analyses were similar, and the mean scores on 
the three scales are shown in Table II. There 
were no differences between the mean scores 
(or in the distribution of scores) for Stability j 

the four groups. Both groups of patien d 
significantly higher mean Solidity scores and 
significantly lower mean Validity scores than 
the control group of the same sex. Similarly, 
there was a larger proportion of patients than 
controls with high Solidity and low Validity 


scores. 


2. Items which differentiate between the groups ^4 
The individual items of the MNTS were also 
analysed separately to find those which best 
differentiated the patients from the controls 
and the men from the women. For each item . 
the data were arranged in a (2 X2 X2) contin- 
gency table, the three classifications being 
Response to Item (Yes/No), Sex and Category 


TABLE I 
Mean ages and distribution of age 


a a a n 











Males Females 
Recovered Recovered 
Control depressives Control depressives 
Mean age+S.E. .. 48:26-11:13 51:81--1:23 50:314-1:07 50'144-1:22 
<39 sx 2i I9 13 8 4 
40-44 9 4 13 
45-49 16 17 22 10 
50-54 17 8 32 16 
55-59 23 16 21 12 
4 8 16 6 14 
>65 3 6 4 8 
Totals* 95 80 106 82 


ез: 


x? 


10-03; d.f. = 6; N.S. Females: x? = 16:86; d.f. = 6; p < o-o1] 


* 2 male controls, 5 female controls and 1 female recovered depressive did not give their ages. 


| 


me 
е 


BY MARYSE METCALFE, ANTHONY І. JOHNSON AND ALEC COPPEN 


(Patient/Control). These contingency tables 
were analysed, using Lancaster’s Partition of 
hi-quares (Lewis, 1962), which is summarized 
briefly with reference to the data for item 1 
(see Table III). 

The total chi-square, ҳа, is calculated in the 
usual way from 
— (Observed): 


2 x 


where summation is over the eight cells of the 
table. The expected frequency of a cell is given 
by the product of the row, column and layer 


Хт 


N-totals in which the cell lies, divided by №, 


SOLIDITY VALIDITY 


STABILITY 


where N is the grand total. Thus, from Table III, 


MALES FEMALES 


= Nw 
о о o 


, 
o 
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the expected frequency of control males answer- 
ing ‘Yes’ to item 1, is 
97 X 121 X 143 


3 2 

Three further xs are calculated, after 
reducing the (2 x2 x2) table to a (2 x2) table 
by ‘collapsing’ the rows, columns and layers 
respectively. These three chi-squares are de- 
noted by xu, Xu and x^, respectively and 
are shown for item 1 in Table III. Finally, the 
‘interaction’ chi-squared x4 is obtained by 
subtraction: 
: Ха = Хт Юа Xh Xr 
For а (2x2 х2) contingency table, y*, has 


CONTROLS RECOVEREO DEPRESSIVES 


Lata |ы, | шй lanta 


40 
30 i 
20 
10 
o 
40 
50 
20 
Io 
9 о 5 to 15 о 15 о 5 Le] l; 20 о 5 15 


Его. 1.—Frequency distributions of Validity, Solidity and Stability in males, females, controls and recovered depressives, 








Taste П 
Means and standard errors of validity, solidity and stability 
Validity Solidity Stability 
Control males  .. oh 12°13-+0°45 10:104032 7°16-.0°34 
Recovered depressed males 9°32-+0°50** 11°87-+0-36** 7°94+0-38 
Control females .. i 11:944-0:42 I0*5541-0:30 7:214-0:32 
* Recovered depressed females 8-244-0:49** 11*7341-0:35* 6-7041-0:37 





Significance of difference from controls of the same sex: * p < 0:01; ** p < 0:001 
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four degrees of freedom, all the others have one 
degree of freedom. 

Where x^ was significant at P = 0-05, the 
component chi-squares (x74, Хн, Xr and 
Xa) have been examined for significance. 
None of the ‘interaction’ chi-squares, хш, 
and none of the ‘Sex xCategory’, x^, were 
significant at Р = o-or. The items with да, 
significant at P = 0-05 are shown in Table IV, 
together with two of the component chi-squares 
and their significance. 

The sixteen items which differentiate most 
effectively between the patients and controls are 
numbers 4, 6, 7, 11, 12, 22, 24, 25, 33, 35, 49, 
48, 49 and 57 (Validity); 28 (Solidity) and 45 
(Stability). The distribution of the scores 
obtained on these sixteen items are shown for 
the two groups in Fig. 2. The items which 
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differentiate most effectively between the sexes 


are 2 and 20 (Solidity) and 3, 36 and 38y 


(Stability). 


Discussion 
The present investigation has demonstrated 


that the scores on the three scales of the MNTS ~ 


may not be normally distributed, and conse- 
quently analyses of them should be made with 
caution. For the data of this study the results of 
both parametric (analysis of variance) and 
non-parametric (chi-squared) analyses are com- 
patible. 


The MNTS does not appear to be biased by . 


sex, for only five items differentiate between 
males and females. These are items 2 and 20 
(Solidity), and 3, 36 and 28 (Stability). 

There were no significant differences between 


Taste III A 
Analysis of question one 





The (2x 2x 2)—Contingency Table 









Column classification 
(Response to question) 


The Three Collapsed Contingency Tables 





Row Classification 
(Category) 

















Collapsing Columns Collapsing Rows Collapsing Layers 
Category x Sex Response x Sex Category x Response 
Males Females Males Females Yes No 
Control 97 110 Үез 121 129 Control 143 64. 
Recovered depressives 8o 82 No 56 63 Recovered depressives 107 95 
xrl, d.f. = 1 x?cl, d.f. = 1 x7re, d.f. = 1 
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Taste IV 
Items with хар significant at p = 0:05 
Response x sex Response X category 
Item X, df = 4 Ха, Lf Хто ФЁ = 1 Scale 
2 13:57* 7:85* 1°83 Solidity 
3 9:481 5:951 2:80 Stability 
4 14:83* 8:35 10:25* Validity 
6 21:56** 0:25 20:87** Validity 
7 11:42] 1:29 9-80* Validity 
II 14:07* 0-12 13°65** Validity 
12 11:421 0:16 IO:99** Validity 
20 17:85* 10-53% 7°04" Solidity 
22 16-66* 0-72 15:09** Validity 
24 29:53"** 5:581 22:45** Validity 
25 33:81** 0:07 g1:52** Validity 
28 29°37** 5:12] 22-930** Solidity 
33 18-44** 1:72 1r:41** Validity 
35 12:45] 0:92 11:82** Validity 
36 15:40* 14:97** 0°03 Stability 
38 20.75** 16. 26** 4-171 Stability 
42 30°95** 0:07 30: 59** Validity 
45 12*51] 2:58 6-95* Stability 
4B 12:92] 0:18 10:98** Validity 
49 14-56* 2:24 10:95** Validity 
57 26°43** 2°23 29:75** Validity 
Їр < 0:05; * р < 0-01; ** p < 0-001 


patients and controls for the Stability scale, and 
this finding agrees with the results of Coppen 
(1966). Although the Stability scale is not to 
be equated with a scale of Introversion—Extra- 
version, super-Stability has much in common 
with Introversion, and the present result 
confirms that introversion is not a corollary of, 
or precondition to, depression (Coppen and 
Metcalfe, 1965). Solidity was significantly 
higher in the patients than in the controls. 
Coppen (1966) obtained a similar (though not 
statistically significant) result. Super-Solidity 
indicates a lack of flexibility which may well 
lead to depression in middle age. Validity was 
significantly lower in the patients than in the 
controls, in agreement with Coppen’s results 
(1966). 

This investigation revealed sixteen items 
which differentiate between recovered de- 
pressive patients and controls, fourteen of which 
belong to the Validity scale. We suggest that 
these fourteen items may be grouped descrip- 
"tively as Self-Confidence (items 4, 7, 11, 33 and 
35), Emergy (items 22, 25, 42 and 57) and 
Adaptability (items 6, 12, 24, 48 and 49), 


respectively. The responses to all these items 
indicate that the patients have less self-confidence 
and available energy and are less adaptable 


Score Frequency 


0 20 30 40 


Frequency 
40 30 20 10 i 





Ц] Controls ы 
NS Gepressives 
Fic. 2.—Frequency distributions of the scores on the 16 


items which differentiate best between recovered de- 
pressives and controls (see Results, 2). 
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than the controls. Only six items (5, 30, 32, 
37, 39 and 51) on the Validity scale do not 
differentiate between the two groups, and at 
least two of these (37 and 39) are badly worded. 
Only one item from the Solidity scale (28) and 
* one from the Stability scale (45) differentiate 
patients from controls. 

The significant difference between the mean 
Validity scores for recovered depressive patients 
and controls results from the different distribu- 
tion of responses obtained for the fourteen items 
given above. The lower Validity of recovered 
depressive patients may therefore be inter- 
preted as a lack of self-confidence, energy and 
adaptability. The lack of adaptability in the 
personality of these patients is also reflected in 
their higher mean Solidity scores, and this 
agrees with the results obtained with the MPI 
by Julian, Metcalfe and Coppen (1969), who 
have shown that depressive patients, when they 
are ill, have high neuroticism (ЇЧ) scores and 
low extraversion (E) scores. This is an ex- 
pression of their temporary symptoms, for on 
recovery the neuroticism and extraversion scores 
are not significantly different from normal. 
However, item analysis of the N and E scales 
indicates that even when they have recovered 
depressive patients worry more than normal, 
and that they are less flexible and less adaptable 
and also less able to escape into fantasy. 

Our present findings on the MNTS empha- 
size a general lack of drive, self-confidence, and 
imagination in the recovered depressive patient. 
This demonstration of low ‘Validity’ merits 
further study: 

(1) Since Validity has been shown to be low 
in several psychiatric conditions, further studies 
are needed to differentiate depressive from 
other patients—and we hope soon to publish 
results on ‘Validity’ obtained from a new group 
of depressive patients, and from groups of 
schizophrenic and neurotic patients. 

(2) Fig. 2, where the score is mostly made up 
from Validity questions, shows that a small 
group among our depressive patients have 
quite high Validity scores. These may be 
patients with special or clinical characteristics. 

(3) It is not possible to decide on the basis of 
these results whether low Validity is part of the 
premorbid personality or whether it is the 
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result of repeated illnesses and their treat- 
ment. 

(4) It is also difficult to determine how a 
sample of depressive in-patients compares with 
people suffering from a depressive illness in the 
general population. A large proportion of such 
people are now adequately treated by their 
family doctors, and our sample may represent a 
special group which for social, psychological or 
biochemical reasons have been admitted to 
hospital. 


CONOGLUSIONS 


The results of this study have shown that the 
MNTS can differentiate clearly between re- 
covered unipolar depressive patients and. con- 
trols. The main difference is seen as a lack of 
self-confidence, energy and adaptability in both 
male and female patients, and may indicate 
long-standing personality characteristics. These 
three characteristics are measured by the 
Validity Scale, which is being further investi- , 
gated. 


SUMMARY 


Distributions of the scores on the three 
dimensions of personality (Validity, Solidity 
and Stability) measured by the Marke-Nyman 
Temperament Scale (MNTS) were obtained 
from 163 recovered unipolar depressive patients 
and 208 controls. Validity and Solidity were 
significantly lower and higher, respectively, in 
the recovered depressives, suggesting that they 
were lacking in self-confidence, energy and 
adaptability. An item analysis of the MNTS, 
seeking those items which best differentiated 
controls from recovered depressives confirmed 
this result. 
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APPENDIX 
Е Tre MaAnEE-NYMAN TEMPERAMENT SOALE 
Item Scoring 
no. . Qyestion Scale — response 
1. When you get bored, do you like to do something exciting? So. No 
2. Do you prefer to dress simply and correctly rather than with some imagination in order to 
attract attention? So. Yes 
3. Шо you prefer books that give a colourful description of real life to those books that contain 
well-formulated thoughts? St. No 
4. Do you wish that you were not so easily worried and flustered? V. No 
5. Шо you easily get tired out and feel in need of a rest? V. No 
6. | Do you find it difficult to change your habits of work? V. No 
7 Can you stand being disturbed when working? V. Yes 
8 Do you more often make up your mind quickly rather than working out a decision slowly 
and carefully? So. No 
9. Do you prefer to work by yourself? St. Yes 
10 Would you describe yourself as a rather happy-go-lucky person who is not always careful 
and methodical? So. No 
fri. Шо you worry about difficulties long before they occur? V. No 
12. Do you like jobs that need rapid decisions? V. Yes 
19. Do you find it easy to form close relationships with other people? St. No 
14. Do you often ‘sleep’ on a problem before making a decision? So. Yes 
15. Do you think it is more important for a person to have a balanced judgement rather than 
a creative imagination? So. Yes 
16. — Do you prefer change and excitement to security and peace? - So. No 
17. Do you prefer to be respected rather than liked by your colleagues? St. Yes 
18. — Do you tend to choose your friends because they are pleasant and congenial rather than 
because they come up to your ideals of good taste and restraint? So. No 
19. Ро you feel inclined to confide in someone when you are worried or sad? St. - No 
20. Do you rehash and dramatize small incidents that have occurred to make a more amusing 
story? So. No 
21. Do you find it difficult to disguise your feelings and to act a part? So. Yes 
22. Ро you feel you have to save your strength? V. No 
23. Do you follow the inspiration of the moment and start things which you will later find 
difficult to manage? So. No 
24. Сап you undertake responsible tasks without feeling under pressure? V. Yes 
25. Because of your nature, does it take more out of you than it does most people to get 
. something done? V. No 
26. When life gets dull do you long for something exciting to happen? So. No 
27. | Do you avoid people who are interested in your personal affairs? St. Yes 
So. No 


28. Do you lightheartedly make provocative statements because you like to shock people? 
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29. Do you think, first and foremost, that you should consider people's feelings even if you must 


go against your principles? St. No 
30. | When you are doing one important job, do you get irritated when you must make a decision 

about a different matter? У. No 
31. Шо you feel embarrassed when people come to you with personal confidences? St. Yes 
32. | Do you find it easy to make up for lost sleep in the daytime? V. Yes 
33. Сап you concentrate on a task even if the surroundings are disturbing? V. Yes 
34.  Doyoulike people who quickly make up their mind even if they come to rash conclusions ? So. No 
35. Шо you get nervous and worried when urged to hurry up your work? V. No 
36. Do people often seck you out to confide in you? St. No 
37. | Do you usually feel anxious in case you will be too late, с.р. when catching a train? V. No 
98. | Do you get deeply moved by other people's misfortunes? St. No 
39. Шо you prefer to bave plenty of time, e.g. when going to a party? V. No 
40. | Do you prefer to keep people at a certain distance? St. Yes 
41. Do you quickly make up your mind about people? So. No 
42. Ате you satisfied with your ability to summon up the energy needed to deal with un- 

expected difficulties? V. Yes 
49. | Have you many intimate friends? St. No 
44. По you prefer not to be involved in other people's ренда] problems? St. Yes 
45. Бо you think it is worse for people to be coarse and vulgar than spiteful and sarcastic? St. Yes 
46. | Do you dislike people who freely express their feelings and who are very free and easy in 

their manners? St. Yes. 
47. If anybody has an accident is your first thought to try and be of some help? St. No 
48. | Could you easily cope with another job in addition to your usual one? V. ‚ Yes 
49. Шо you feel calm and secure even when confronted by new tasks? V. Yes 
50. Шо you prefer to spend an evening alone with a book or some hobby to being together with 

a group of friends? St. Yes 
51. Шо you willingly take the initiative at your place of work? s V. Yes 
52. Ро you find it easy to influence and persuade people? So. No 
53. Шо people say that you hide your feelings so that it is difficult to understand you? St. Yes 
54. Do you think that one ought to avoid the modern tendency to dress comfortably but some- 

what carelessly ? So. Yes 
55. Do you regard yourself more as reserved and somewhat cold rather than as a hearty and 

warm person? St. Yes 
56. Do you find it easy to make close contact with children? St. No 
57. Do you sometimes think that you don’t have the strength to do as much as most of your 


acquaintances? У 
58. Ате you regarded as fickle in your interests and opinions? So 
59. Do you find it easier to get on with a carefree happy-go-lucky person than with an un- 

imaginative but trustworthy person? So. No 
бо, Do you let yourself get convinced about something and find, after second thoughts, that 

you must change your opinion? So 

So. = Solidity; St. = Stability; V. = Validity. 


Scoring The questionnaire is scored for each scale separately. A score of т is allotted where the response to an item 
agrees with the scoring response given in the last column, a о is allotted where the response disagrees. The scores 
on the items in each scale are then summed to give a total for cach scale. 


A synopsis of this paper was published in the September 1974 Journal. 
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Urinary Cyclic AMP in ‘Endogenous’ and ‘Neurotic’ 


Depression* 


By K. SINANAN, A. M. B. KEATINGE, P. G. S. BECKETT and W. CLAYTON LOVE 


Since the discovery of adenosine 3'5'-cyclic 
monophosphate (cyclic AMP) by Sutherland 
and Rall (1958), the concept has evolved that 
this nucleotide acts as the second messenger 
substance for many neurotransmitter and 
hormone-induced responses (Sutherland, Rob- 
ison and Butcher, 1968). Cyclic AMP occurs 
in high concentration in the brain. Cyclic AMP 
is functionally closely related, and possibly 
fundamental, to the action of catecholamines 
and serotonin, both of which have been impli- 
cated in the amine hypothesis of depression 
(Granville-Grossman, 1971). Cyclic AMP is 
formed from ATP by the action of an enzyme 
adenyl cyclase, and it is degraded by the 

e cyclic-AMP-phosphodiesterase (Lancet, 
Editorial, 1970) both of which occur in brain. 

The adenyl cyclase activity of brain tissue is 
higher than that found in any other tissue, and 
it is unique in its sensitivity to lithium chloride 
(Dousa and Hechter, 1970), i.e. the presence of 
lithium may reduce the amount of cyclic AMP 
produced. The phosphodiesterase which de- 
grades cyclic AMP is inhibited by the tricyclic 
anti-depressants and chloropromazine, i.e. the 
action of tricyclic anti-depressants on the 
phosphodiesterase could cause an increase in the 
use of cyclic AMP by slowing down its degrada- 
tion (Sutherland and Rall, 1958). Cyclic AMP 
can prevent or reverse a reserpine-induced 
ptosis, an animal model of depression (Abdulla 
and Hamadah, 1970). 

Abdulla and Hamadah (1970) measured the 
24-hour urinary excretion of cyclic AMP in 
26 female patients with affective disorders and 
18 healthy adult females. They found that in 
I3 Cases in which the initial depression had 
improved the mean urinary cyclic AMP 

* It is deeply regretted that Prof. Beckett has died since 
this paper was received. 


excretion had increased from 523 to 1,283 
nmoles. In manic patients who improved or 
became depressed there was a decrease in their 
24-hour urinary cyclic AMP excretion while 
there was no change in the amount of urinary 
cyclic AMP excreted by healthy controls in 
the two-week period. 

Paul, Ditzion, Pauk and Janowsky (1970) 
reported that patients with psychotic depression 
showed a trend towards the excretion of less 
cyclic AMP in 24 hours than normal female 
controls. They found no difference in the 24- 
hour urinary excretion of cyclic AMP when 
they compared patients with neurotic depression 
with healthy female controls. They found that 
manic patients had a significant increase in the 
amount of urinary cyclic AMP excreted in 
24 hours. However, this was accompanied by an 
increase in the volume of urine produced. 

Paul, Cramer and Bunney (1971) next 
studied the cyclic AMP 24-hour excretion in 
the switch process from depression to mania 
and reported that on the day when the switch 
occurred they observed a significant increase 
in the amount of cyclic AMP excreted in a 
24-hour collection when compared with the 
mean excretion of the days prior to the switch. 
The 24-hour urinary excretion of cyclic AMP 
was not significantly elevated in the days that 
followed the switch into mania. They suggested 
that the increase in cyclic AMP might serve as 
a trigger function for the process by which 
catecholamines are elevated during the manic 
phase of the illness. 

Paul, Cramer and Goodwin (1971) next 
reported on 40 patients with affective disorders 
and 10 controls. In this study they divided their 
cases of depression into severe and moderate. 
The severely depressed group had a significant 
decrease in the 24-hour urinary excretion of 
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cyclic AMP, while the moderately depressed 
group were not significantly different from the 
normal controls. The manic group had a signi- 
ficant increase when compared with both the 
normal and the depressed groups. 

They examined longitudinally four depressed 
patients treated with L-Dopa. In all four patients 
L-Dopa administration produced substantial 
increase in both urinary excretion and concen- 
tration of cyclic AMP. In general the changes 
were dose-related, and in the two patients with 
the greatest increase in cyclic AMP this closely 
correlated with improvement in their depressive 
symptoms. They further evaluated longitu- 
dinally six patients receiving lithium carbonate 
and found that there were significant changes in 
the cyclic AMP excretion, the direction of 
change appearing to follow the clinical picture. 
In two patients whose mania was decreased by 
lithium carbonate, cyclic AMP excretion also 
decreased, while in three depressed patients 
who improved on lithium carbonate an increase 
in cyclic AMP excretion was observed, and one 
depressed patient who became more depressed 
showed a further decrease in cyclic AMP 
excretion. 

‘They examined the role of physical activity 
on the 24-hour urinary excretion of cyclic AMP 
by comparing 10 hyperkinetic children, with 10 
age-matched normal children and with a group 
of seven young adults before and after strenuous 
activity. They found that the 10 hyperkinetic 
children had the same mean cyclic AMP excre- 
tion as the normal age-matched controls, and 
furthermore that both values were in the same 
range as their adult normal controls. They 
found no significant difference after prolonged 
physical activity in the seven young adults 
compared with their pre-exercise levels. Thus 
they refuted a report on three subjects in which 
Eccleston et al. (1970) had suggested that 
physical activity might be the cause of altered 
cyclic AMP excretion in affective patients. 

Murad and Pak (1972) confirmed that 
exercise did not affect urinary cyclic AMP 
excretion and further commented that six 
cups of coffee did not alter cyclic AMP excre- 
tion. Brown et al. (1972) in a longitudinal 
study involving only two patients, and using 
a different assay method, were unable to show 


a correlation between mood and AMP excre- 
tion. - 
ECT is an accepted and proved form of anti- 


' depressive therapy. Hamadah et al. (1972) 


examined the effect of ECT on cyclic AMP 
24-hour urinary excretion in 13 depressed 
patients. They found a 310 per cent increase 
in the mean values of cyclic AMP 24-hour 
urinary excretion on the day of ECT compared 
with the excretion on the days before ECT. 
In four patients who received all or part of the 
preliminary treatment but no electric shock, 
there was a slight reduction in the 24-hour 
urinary excretion of cyclic AMP. 

The possibility that cyclic AMP might be 
one of the long-awaited biological markers to 
aid in the differentiation of depressive illnesses 
stimulated us to investigate its usefulness as-a 
diagnostic tool to distinguish neurotic from 
endogenous depressions. Accordingly we get up 
a study with the hypothesis that the amount of 
cyclic AMP in a 24-hour collection of urine is 
decreased in endogenous depression, while it is 
normal in neurotic depression. 


METHOD 
Selection of subjects 

All patients admitted to St. Patrick's Hospital, 
Dublin, and the Psychiatric Unit in St. Jame's 
Hospital, Dublin who were thought by the admitting 
doctor to be suffering from classical endogenous or 
classical neurotic depression were provisionally 
accepted. Soon after admission they were indepen- 
dently assessed by K.S. and P.B., on a 10 centimetre 
analogue line using the criteria in Table I to assess 
the endogenous-neurotic dimension. 

Where there was close agreement between the 
assessors that the patient was suffering from cither 
clear-cut endogenous or clear-cut neurotic depression 
he or she was accepted into the study. Seventy-one 
patients were studied; of these, 27 (16 women and 
9 men) were agreed to be suffering from endogenous 
depression and 15 (9 women and 6 men) from neurotic 
depression, a total of 42 patients. In the remaining 29 
the assessors did not closely agree on diagnosis 
between the two types of depression. 

None of the accepted patients was suffering from a 
physical illness, alcoholism or schizophrenia in addi- 
tion to depression. The age range was 18-62. 

Twenty-five control subjects (11 women and 14 men, 
age range 18—48) were obtained from the nursing and 
medical staff of the hospital and were subjected to 
the same urine collections and psychiatric ratings. 
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Taste I 
Factors for rating quality of depression 


Endogenous Neurotic 


Depression worse in a.m. + 
ression worse in evening — 
Quality of mood .. Үз + 
Morning insomnia .. Ре + 
Evening insomnia .. — 
Has good and bad days  .. — 
Loss of weight (7 Ib. or more) t 
Past neurotic symptoms — 
Clearcut previous eee 


episodes Я + — 
Clearcut previous manic epi- 

sodes + — 
Hallucinations + — 
Delusions, guilt, self blame, 

etc. + — 
Ideas/delusions of reference . + — 
Family history of affective ill- 

ness (parents, uncles, aunts, 

sibs) Р + — 


Diagnostic opinion—put X on line below 





/ 
Pure endogenous 
depression 


Pure neurotic 
depression 


Patients who were admitted to the study were 
depressed enough to be referred for admission to 
hospital. It was therefore likely that they would have 
had various antidepressive medication before they 
entered hospital. This uncontrollable factor was 
thought to be likely to work against our hypothesis, 
since if the medication were an effective antidepressive 
treatment its effect should be to change the reduced 
cyclic AMP levels towards normal; this would be 
particularly true in the group with endogenous 
depression; in addition, if cyclic AMP is to be a 
useful diagnostic tool in distinguishing types of 
depressions its usefulness must depend on its being 
independent of medication. 


Measurement of depression 

The quantity of depression present was measured 
for each patient by a self-rating version of the 
Hamilton Rating Scale (Hamilton, 1960) and a 
Lubin adjective check list (Lubin, 1965) during each 
of their urine collections. 


Urine collection 

A 24-hour collection of urine (1 ml. of chloroform 
as preservative) was started as soon as possible after 
the patient was admitted to hospital, and the collected 
urine was stored in a refrigerator. Here it was coded 
by one of two nursing tutors, who alone held the 


key to the code, before being dispatched to the 
Biochemistry Department of Trinity College. A 
second 24-hour collection was obtained two weeks 
after the first, and a third four weeks later or just 
before discharge, whichever came first. The collection 
of urine from control subjects was identical to that 
from the patients and took place throughout the study. 
The urines were coded in such a way that until the 
assay of each urine was completed only the two 
nursing tutors knew which urine was from a control 
or from a patient and which was a first, second or 
third sample. When all the biochemical analyses 
were completed the code was broken. 


Exercise 

We attempted to assess the activity of the patients 
by means of a nurses’ rating scale, but this proved 
impracticable. The patients’ activity was rated sub- 
jectively for the week before admission as ‘under- 
active’ or ‘overactive’. 

We studied the effect of exercise on cyclic AMP 
urinary excretion in nine healthy subjects on ten 
occasions. The urine was collected for the four hours 
prior to the exercise, the four hours which included 
the exercise, and the four hours after the exercise. 
The exercises included a game of rugby, squash, 
riding, golf, walking plus exercising, running and 
bicycling. 


Biochemical methods 
Assay of cyclic AMP 1n urine 

The assay was performed as described by Gilman 
(1970) using protein kinase from bovine muscle as 
specific binding protein (Miyamoto, Kuo and 
Greengard, 1969). 


Limitations of assay 

The reliability of the method for the study was 
assessed by measuring the recovery of cyclic AMP 
added to urine and the intra- and inter-batch 
reproducibility of the assay. 


1. Recovery of cyclic АМР added io urine. Cyclic АМР 
0:97, 1°94, 2:91 and 3:88 p moles was added to 
urines containing intrinsic cyclic AMP at 0:9, 1-0, 
1:55, 1-6 and 2:85 p moles/50 ul. diluted urine. 
The percentage mean recovery (95 per cent con- 
fidence limits) was89*5--6:8, 98:9-8:4, 109:4-4-5' 1 
and 101:5-- 10:8 of the added cyclic AMP. 

2. Intra-batch reproducibility. Repeated assay of the 
same urine sample was assessed at 1-51, 2°75, 4°27 
and 5:50 p moles per 50 yl. diluted urine. The 
coefficient of variation was 11:3 per cent, 6:5 per 
cent, 5:3 per cent and 5-6 per cent respectively for 9 
determinations at each level. 
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3. Inter-batch reproducibility. This was assessed by 
means of replicate analysis. Each new batch of urines 
analysed contained a urine from the previous batch 
analysed. The percentage difference of the first and 
second day analysis was recorded. The mean per- 


- centage difference was calculated for values in the 


1-0 to 3*0 p moles (group 1) and 4:0 to 7:0 p moles/ 
50 pl. (group 2) ranges. In the former the mean 
percentage was --4*1 per cent (4-4:2) mean-- S.D. 
in the latter —2:4 per cent (d-2-0) meand-S.D. 
There was no significant difference between day 1 
and day 2 for each of these groups for group I, day 1, 
2:3--0:15 day 2, 2:24-0:13, N = 14; for group 2, 
day 1, 44-0: 13, and day 2, 4:54-0:33, N = 12: 
(mean-LS.D.). 


Standard calibration curve 

This was linear on logarithmic paper in the range 
1*0 to 8-0 p moles/50 pl. with a coefficient of varia- 
tion 1*7 per cent at lower end and 2-4 per cent at the 
upper end of the scale based on six determinations 
for each point. 

These experiments define the limitations of the 
method for cyclic AMP as used in this study. 


RESULTS 

Comparison of control, neurotic and endogenous 
subjects 

In both types of depression urinary cyclic 
AMP excretion is lower than that in healthy 
control subjects. While excretion in the neurotic 
depression appears to be lower than in the 
endogenous depression, it is not, however, 
statistically significant. 


ТАВІЕ II 


Comparison of mean and S.D. of urinary cyclic AMP 
(u mole/24 hr.) in the first 24 hour urine samples 





Control Neurotic Endogenous 
(N = 25) (N=15) (N = 27) 
Mean .. 3°98 2:27 2-88 
S.D. e +1555 1577 +1555 
Difference between control and neurotic significant: 
P < 0:0025 


Difference between control and endogenous signifi- 
cant: 
P<o-o1 

Difference between endogenous and neurotic non- 
significan:: 
P < o:20 

(Students ‘t` test used for comparison of means.) 

(N == number of subjects sampled.) 


In each of the groups there was no difference 
in the amount of cyclic AMP excreted by men 
and women. 


Comparison of first, second and third urine samples 

Table III shows the mean values of 24-hour 
urinary cyclic AMP excretion in the three 
groups on three occasions: the first sample 
taken on admission, the second two weeks later, 
and the third just before discharge or six weeks 
after admission, whichever was sooner. 

The amount of urinary cyclic AMP excreted 
by the controls in each of the first, second and 
third collections is similar. In neurotic de- 
pressions the initially lower level of cyclic AMP 


Taste III 


Comparisons of means and S.D. of rst, 2nd апа 3rd 
24 hour collections of urinary cyclic AMP , 





(p mole/24 hr.) 
First Second Third 
sample sample sample 
(1) Control 3°98 3°81 4°00 
(91-55) (41-34) (1'30) 
N=25 N=18 М№=1о 
(2) Neurotic 
depression .. 2:27 3:90 4°00 
(1:77) (з) (Ез 1) 
=15 М№М= ипи М = 8 
(3) Endogenous 
depression .. 2:88 3:79 3°30 
(91:55) (61:97) (178) 
N=27 N=24 N=18 
Controls: 


No significant changes between 1st, and or grd 
samples. 


Neurotic depression: 

(Significant increase (P < 0-05) between 1st and 2nd 
samples.) 

(Significant increase (Р < 0:05) between 1st and 3rd 
samples.) 

No significant change between 2nd and 3rd samples. 


Endogenous depression: 

(Significant increase (P < 0-05) between tst and 2nd 
samples ) 

(Non-significant increase (P < 0:25) between 1st and 
3rd samples.) 

(Non-significant decrease (P « 0:25) between and 
and grd samples.) 


N — number of subjects sampled. 
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excretion increases significantly (P < 0-05) on 
the second collection to be indistinguishable 
from control values, and this is maintained on 
the third sampling. 

In the endogenous depressions the initially 
decreased urinary cyclic AMP excretion in- 
creases significantly (P < 0-05) to the control 
range, and is followed by a non-significant 
decrease on the third collection. 


Comparison of depression ratings over time 

Table IV shows the mean values and standard 
deviation of the Lubin adjective check list and 
the self-rating version of the Hamilton scale. 

It can be seen that the measurements of the 
Lubin adjective check list and Hamilton self- 
rating scale which were used to measure the 
quantity of depression present are in close 
agreement. There is no change in the ratings of 
depression in the first, second and third sampling 
of the control subjects. In both the neurotic and 
endogenous depressions there are significant 
decreases in the depth of depression between the 
first and second, and between the second and 
third ratings. Inter-correlation between symp- 
toms and biochemical measures reaches signi- 
ficance with only one pair of variables, cyclic 
AMP and depth of depression as measured by 
the Lubin adjective check list P < 0:01. 

We measured creatinine for two reasons: to 
check the completion of each 24-hour urine 
collection, and to see if cyclic AMP excretion 
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TABLE V 
Grams of creatinine per 24 hour urine 
Ist and grd 
collec- collec- collec- 
tion tion tion 
Male controls 1°59 1:45 1:48 
Female controls 0:94 0'92 1:03 
Male patients 1.09 1:18 1:45 
Female patients 0:89 0:83 0:67 





Significant difference (P < 0-001) between the excre- 
tion of creatinine/24 hours between male and female 
controls (1st sample). A non-significant difference in 
the excretion of creatinine/24 hours between the male 
and female depressed patients (1st sample). 


The mean creatinine excretion in the control 
subjects (both male and female) was 1:3 gm. 
per 24 hours and in depressed patients (both 
male and female) was 0:97 gm. per 24 hours. 
This difference was significant Р < 0:05. 
The creatinine excretion in all groups was 
consistent with complete 24-hour urine collec- 
tion. 

Volume of urine was also measured tq check 
completion of the 24-hour sample and to see if 
the cyclic AMP excretion was related to the 
volume of urine excreted. 


Taste VI 
Comparison of mean 24-hour volume of urine and mean 
creatinine in grams per 24 hours їп each group 

















was related to creatinine excretion. Urine a ee 
collec- in ml. 24-hour 
tion per urine 

Taste IV 24 hour  (meand-S.D.) 
Urine Lubin check Hamilton self- ^ Control I 1,196 1:90 (10°44) 
Group  collec- list rating scale 2 1,053 1°24 (d-0:50) 
tion Mean+S.D Mean+S.D. 3 1, 1°34 (-F0:35) 
Control 1 4°24(+2-36) 1:32 (41-72) Neurotic I 1,053 0:90 (2-0: 50) 
о 3:88(+2 R 0'94 D) depressions 2 1,582 1.09 ОД 
3 4°09(+4 2-20) 0-82 (41-60) 3 1,184 0:96 (0-68) 
Neurotic 1 16:60 (17-40) 21:27 (4-5:86) ^ Endogenous 1 1,070 0:99 (0°34): 
depressions 2 13:50 (4-9: 10) 16:7 (48°55) depressions 2 1,138 0:95 (0-38) 
з 9°бо(+{6-74) 10:57 (47:60) 3 1256 1101 (d-0:56) 
Endogenous I 19°60 ОА 22:93 (4-6-80) The volume of urine collected in the 24-hour samples 
depressions 2 11°57 (-E8:82) 13°68(+7°50) did not differ significantly between control, neurotic 
з 6-79 (6:20) 7:47 (6:76) or endogenous patients, ог between the first, second ог 





third collections in each group. 
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Exercise 

In то control subjects the cyclic AMP 
excreted in a four-hour period which included a 
one-hour period of strenuous exercise was not 
significantly different from the cyclic AMP 
excretion in the four hours before or after that 
period. 


Discussion 

The hypothesis that the 24-hour urinary 
excretion of cyclic AMP in endogenous de- 
pression would be decreased while remaining 
normal in neurotic depression is defeated. 

Under strict double blind conditions we 
have found that the 24-hour urinary excretion 
of cyclic AMP is reduced in both endogenous 
and neurotic depression, and that as the 
depression responds to treatment the 24-hour 
urinary excretion of cyclic AMP increases to 
control values. Our control values were found 
to be similar on first, second and third samplings. 

Paul, Ditzion et al. (1970) noted a trend 
towards lowered 24-hour urinary excretion of 
cyclic AMP in psychotic depression, but found 
no difference in the 24-hour urinary cyclic AMP 
values between their neurotic depressions and 
control subjects. However, they waited until 
their patients were two weeks free of medication; 
this probably introduced a bias into their 
results, since psychotic depressions are unlikely 
to improve without pharmacological methods 
of treatment, while neurotic depressions might. 
It can be seen from our results that both types of 
depression had the same levels of 24-hour urinary 
cyclic AMP as our controls at the second 
sample two weeks after admission to hospital. 

We found that exercise in normal subjects 
did not significantly alter urinary cyclic AMP 
excretion, thus supporting the findings of Paul 
et al. (1971). These results would lend support 
to those who maintain that there is only one 
type of depression, suggesting that it is bio- 
chemical in origin but presents in many and 
varied ways. 

Our results suggest that further research into 
the role played by cyclic АМР in depressive 
illnesses is merited. 


SUMMARY 
Twenty-four-hour urinary cyclic AMP levels 
were measured in patients with endogenous 
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depression and neurotic depression and in 
control subjects. Urinary cyclic AMP excretion 
was found to be decreased in both endogenous 
and neurotic depressions and could not be used 
to distinguish between these two. The 24-hour 
urinary cyclic AMP levels increased to control 
values in the patients with both types of ' 
depression as they responded to treatment. 
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Personality Characteristics of Alcoholic and 
Depressed Patients 


By DAVID M. SHAW, DAVID A. MacSWEENEY, ANTHONY L. JOHNSON 
and JULIUS MERRY 


In this study we have compared certain per- 
sonality variables in alcoholic individuals, 
depressed subjects and in controls. 

Primary alcoholics (Winokur, Reich, Rimmel 
and Pitts, 1970) were selected in the 
Alcoholic Unit at West Park Hospital. Those 
with sociopathic traits, concurrent depression 
or whose diagnosis was in any doubt were 
excluded. All had been off alcohol for a mini- 
mum of two weeks. 

Depressed patients (presumably unipolar) 
were diagnosed as such on the basis of depressed 
mood, early morning waking, diurnal variation 
of mood, etc. and the absence of known manic 
attacks. The depressed-ill group have been 
referred to as depressed (D) and the group of 
depressed patients who had recovered as de- 
pressed (R); all of the latter group had originally 
been in the depressed (D) group. 

The questionnaire used was a combination 
of the PEN scale (Eysenck and Eysenck, 1969) 
and the ‘Validity’ scale (a measure of psychic 
energy) from the Marke-Nyman Temperament 
Scale (MNTS) (Coppen, 1966). Thus we 
measured ‘Psychoticism’ (P), ‘Extraversion’ (E), 
Neuroticism (N), ‘Lie score’ (L) and ‘Validity’ 
(V). The alcoholics completed the question- 
naire once, and the depressives both before and 
after recovery. Scores for normal subjects were 
taken from the data collected by Eysenck and 
Eysenck, (1969) Coppen (1966). All completed 
an inventory for measuring depression (Beck, 
1967) before completing the questionnaire. 


RESULTS 


The frequency distributions of all the variates 
except P were approximately normal, and 
between-group comparisons were by analysis 
of variance. For P comparisons between experi- 


mental groups only were by x? analysis. 

Correlations were sought between the various 
scales using the combined data from alcoholic 
and depressed (D) groups or that from the 
alcoholic and depressed (R) groups. There were 
significant negative correlations between the lie 
score and Neuroticism in alcoholics and de- 
presed (D or R), and a significant positive 
correlation between Validity and the lie score in 
the depressed (R) and alcoholic individuals. 

N and E were uncorrelated in this sample, and 
were assumed to be independent. Multiple 
regression analysis of V on N and E gave similar 
equations for the alcoholic and depressed groups 
together or the groups taken alone. In all but the 
depressed (D) group the regression coefficients 
of N and E were statistically highly significant, 
that for N being negative and that for E being 
positive. The magnitudes of the coefficients 
were similar. ' 

In the data in Tables I and II the alcoholic 
group were lower than controls but comparable 
to depressed (R) in their mean scores for V. 
P tended to be high in the male alcoholics, but 
the individual figures were scattered and the 
distribution of P was not significantly different 
from that of the other experimental groups. In 
both sexes the alcoholic individuals had signi- 
ficantly higher N scores than control or de- 
pressed (R) groups but similar values for E. 

The data from the depressed individuals 
showed that V, P, E and N all changed in 
response to clinical recovery. After recovery they 
still differed from control individuals in the low 
values for V, but were similar to them for N and 
E. Illness produced significantly lower values for 
E, a further reduction in V and rises in P and N. 


DISCUSSION 
E (extraversion) in the PEN has been accepted 
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аз a measure of the outgoing versus the retiring 
characteristics of personality; N (neuroticism) 
is a measure of emotional instability or vulner- 
ability to stress. 

The nature of P (psychoticism) is far from 
clear. The P score is higher in males than in 
females and is particularly high in prisoners 
(Eysenck and Eysenck, 1969; Eysenck and 
Eysenck, 1972). In the latter paper the authors 
suggested that it might be some measure of 
sociopathy, in which case the high score in our 
male sample of apparently primary alcoholics is 
noteworthy. 

V (validity) from the MNTS also requires 
further elucidation. It is a dimension which 
ranges from the characteristics of the ‘sub-valid’ 
individual (lacking in energy, bound to routine, 
cautious and tense) to the ‘super-valid’ (vigo- 
rous, expansive, alert and effective). “У” could be 
summarized as akin to drive, or ‘psychic energy’. 

Difficulties inherent in all personality tests 
include the fact that responses to such tests may 
vary in the same person on two different occa- 
sions, and patients underoing severe psycho- 
logical changes due to illness may react to the 
questionnaires in different ways before or after 
that illness. Our data from the depressive 
patients tested during and after their illness 
reflect this latter change. It is more difficult to 
decide if the picture presented by the alcoholic 
undergoing treatment is stable. 

The results suggest that our particular group 
of alcoholic patients were under-endowed with 
drive or psychic energy. They were more emo- 
tionally unstable than the group of controls 
and also than the group of individuals who had 
recovered from depression. The males tended 
to be high in P, and it is possible that this was 
an indication of sociopathy. This interpretation 
of P probably does not apply to the relatively 
high values for P seen in the depressed (D) 
group which change with recovery. The other 
changes observed in the group of depressed 
patients during and after their illness agree 
with the previous findings reported by Coppen 
and Metcalfe (1965) and Coppen (1966). It 
is not possible on the basis of our data to decide 
to what extent the characteristics of the re- 
covered depressive patient define the charac- 
teristics of the depression-prone individual 
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(unipolar) and to what extent they are the 
expression of the after-effects of their illness. The 
same applies, of course, to the alcoholic group. 

Our data point to some additional informa- 
tion related to the structure of personality. 
The relationships between V, N and E suggest 
that emotional instability and extraversion are · 
independent of each other, but that drive, or 
psychic energy, is related to about the same 
extent to each of them. Thus the more extra- 
verted and emotionally stable members of the 
groups studied tended to be those who scored 
highly on the psychic energy factor. This 
relationship did not hold, however, for extra- 


- version in depressives when they were ill. 


SUMMARY 


A questionnaire combining the PEN scale 
(Eysenck and Eysenck, 1969) and the ‘Validity’ 
scale (V) of the Marke-Nyman Temperament 
Scale was given to alcoholic individuals and 
depressed patients (ill and after recovery). 
The alcoholic individuals resembled the re- 
covered depressives in their low scores on V but 
differed from them in their high N values, 
recovered depressives being similar to controls 
in this measure. Male alcoholics and ill de- 
pressives recorded high P values but the latter 
returned to near the control mean on recovery. 

The findings in the depressed subjects 
confirmed earlier work. 
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A Token Economy Ward Programme with Chronic 


Schizophrenic Patients 


By SUSAN J. MUMFORD, I. C. LODGE PATCH, N. ANDREWS and L. WYNER 


The application of techniques of behaviour 
modification to chronic adult psychiatric in- 
patients has for the most part been directed 
towards individual patients, and to specific 
problems such as hoarding, eating, soiling or 
speech (Ayllon, 1963; Ayllon and Haughton, 
1962, 1964; Ayllon and Michael, 1959; Bach- 
rach et al., 1965; Isaacs et al., 1960; Mertens and 
Fuller, 1963; Kennedy, 1964; Sherman, 1965). 
In this country, Baker (1970, 1971) and Kassorla 
(1968) have reported on the use of operant 
conditioning in reinstating speech in mute 
schizophrenics. There have, however, been few 
British reports relating to groups of patients, 
for example in wards where nurses have been 
trained to function as ‘behavioural engineers’ 
(Ayllon and Michael, 1959); whereas Krasner 
and Attowe (1968) specified no fewer than 200 
institutions and individuals in the U.S.A. 
currently involved in token reinforcement pro- 
grammes, concerned with disturbed or autistic 
children, delinquent adolescents and the men- 
tally handicapped; 22 projects involved chronic 
adult psychiatric in-patients. 

At the time that our project started (1969) the 

_ only published description of a token economy 
unit on this side of the Atlantic was that of a 
group ofsix long stay patients in an Irish hospital 
(Fingleton and McCutchen, 1969). During the 
progress of our work, described here, interest in 
this country has increased, and other projects 
are now in being (Hall, 1973). 

Although clinical psychologists are widely 
practising the ‘bebaviour therapies’ (Desai, 
1969; Marks, 1971), they have not by tradition 
been involved in matters of ward management 
and therapeutic policy. Furthermore, the 
methodological problems of controlled research 
in ‘social engineering’ are of sufficient com- 
plexity to deter clinical psychologists from 
working in this way with groups of patients 
without considerable research facilities. 


Reviews of the effectiveness of token reinforce- 
ment schemes so far published (Davidson, 1969; 
Krasner, 1968; Kazdin and Bootzin, 1972) 
suggest that too much may have been expected 
of these methods, and there remain some funda- 
mental questions yet to be answered. For 
example, Jones (1970) asks, are these techniques 
merely effective in the management of patients, 
or are they genuinely therapeutic? When they 
are applied to their limits, what is the extent of 
the residual deficit? The question that has 
attracted most attention is whether reported 
success has been attributable to the specific 
procedures, or to some kind of non-specific social 
influence, or Hawthorne effect (Ayllon and 
Azrin, 1965; Gripp and Magaro, 1971; Lloyd 
and Garlington, 1968; Marks et al, 1967; 
Shean and Zeidberg, 1971). 

Sinee Ayllon and Azrin there have been a 
number of published reports on token economy 
projects with adult institutionalized patients 
which emerged initially almost exclusively from 
the U.S.A. (Gericke, 1965; Gripp and Magaro, 
1971; Krasner and Attowe, 1968; Lloyd and 
Abel, 1970; Lloyd and Garlington, 1968; 
Shaefer and Martin, 1969; Shean and Zeidberg, 
1971). Winkler (1970) reported on a token 
reinforcement system with chronic psychiatric 
patients in Australia, and more recently a report 
appeared on a token economy with extremely 
withdrawn chronic schizophrenics in a hospital 
in Germany (Cohen et al., 1972). 

At the present time it seems that the specific 
operational procedures probably account for at 
least some of the observed changes. Furthermore, 
there are considerable implications for many insti- 
tutions, even if these techniques offer no more than 
ап effective means of managing long-stay wards. 

It was from this standpoint that we decided to 
embark on a pilot investigation of a token rein- 
forcement system in the management of a ward of 
chronic schizophrenic patients in our hospital. 
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The essential characteristic of the ‘token 
economy’ is that the environment is rearranged 
in such a way that-explicit consequences follow 
upon certain selected kinds of behaviour. The 
idea developed from a series of studies by Ayllon 
and Azrin (1965, 1968) in which the readily 
available reinforcements are made contingent 
upon the display of appropriate or desirable 
behaviour, e.g. increase in independent and 
responsible behaviour, participation in the 
hospitals scheduled activities, increased respon- 
sibility for personal care. The reinforcers are 
tokens and can be exchanged for a variety of 
desired commodities and privileges. 

Although a token economy is essentially a 
simple reward system, nevertheless, as Davidson 
(1969) points out, 'the range of behaviours 
designated worthy of tokens, the number of 
tokens earned for performance of a given beha- 
viour; the numbers of tokens needed for various 
desired activities, and the kinds of activities to 
be made contingent upon tokens—all these 
variables give to the reader some idea of the 
complexity and richness which is possible 
within this simple paradigm'. 

'Тһе management and treatment of chronic 
patients has remained a major problem (Paul, 
1969). Other available therapeutic techniques 
have not been found to be relevant to these 
patients’ problems, and rehabilitation efforts 
tend to be limited to periodic ‘habit training’ 
schemes. Where industrial rehabilitation pro- 
grammes have met with some success, the 
improvements tend not to generalize to .the 
ward situation, as Wing (1970) has pointed out, 
and we were particularly interested in a pro- 
gramme directed at effecting change within 
the ward environment itself. We were interested 
in the practical relevance of token economy 
programmes, given the normal facilities and 
limited resources available'in a typical service hos- 
pital in this country, and this paper is presented as 
a descriptive study and discusses some of the 
practical and administrative problems. 


INITIATION OF THE PROGRAMME 
. The rationale of a token economy was first 
discussed with nursing personnel in response to 
an interest, on the part of the ward staff, in 
starting a ‘rehabilitation’ scheme. 


We conceived of the token economy as a 
nursing rehabilitation scheme in which the 
psychologist would function in 4 consultative 
capacity. Regular meetings of psychologists 
and ward staff were held weekly, and staff 
were encouraged to participate in the design ` 
and construction of the programme. We felt 
that this was essential, as a token economy 
requires not only a restructuring of the ward 
environment but also a radical modification of 
the traditional treatment philosophy and cus- 
todial role. Staff are required to be less directive 
and less actively and physically involved in 
patients’ management, and to avoid fostering 
dependence. The fundamental principle that 
available rewards should be made contingent 
on a patient’s actual behaviour is in direct 
conflict with the conventional ‘illness’ models, 
and much time was devoted throughout to 
discussions of ‘institutionalized behaviour’ in 
terms of a learning model, i.e. relating some of 
the abnormal behaviours to environmental 
factors rather than to diagnosis. 

The broad aims of the token economy were 
presented to staff in terms of increasing patients’ 
independence and individual initiative. We found 
it necessary to emphasize this throughout. Unlike 
previous ‘habit-training’ programmes, we were 
interested in fostering the patients’ spontaneous 
participation in self-care, rather than training 
them simply to respond to instructions. There is 
a strong danger that operant ward procedures 
of this kind may serve to increase rather than 
decrease authoritarian attitudes on the part of 
staff, and considerable time was devoted to 
discussion of this. 

We allowed the specific aims, i.e. the target 
behaviours to be initially determined from a 
nursing Management view point. Consequently 
aspects of personal hygiene and self-care were 
selected as our first target behaviours, and we 
later considered that these kinds of behaviour 
were among the most difficult to reinstate. 
Initially, as staff facilities were limited, it 
might have been preferable to select instead 
target behaviours from areas that have a high 
probability of responding rapidly to operant 
schedules, e.g. increasing the frequency or 
spontaneity of behaviours already manifest in 
the patients’ repertoire. However, at this early 
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stage there was strong resistance on the part of 
some staff whenever attempts were made to 
direct the first stages of the programme to 
areas others than personal habits. 

Staff training in operant methods and 
elements of learning theory was carried out in 
these informal sessions and only essential tech- 
nical terminology was introduced. A film on 
reinforcement therapy in the U.S.A. was shown 
twice, and was found moderately helpful 
(obtained from Messrs. Smith, Kline and 
French in this country). 

A further concern at the planning stage was 
the question of the acceptability to the nursing 
staff of the increased clerical load. The Psy- 
chology Department was prepared to under- 
take the analysis of data, but the ward staff 
would be required to record their observations 
in the form of daily check-lists. 

With regard to the tokens themselves, staff 
feared that only a minority of patients would 
appreciate their significance. We also met with 
sceptical attitudes about suggested target beha- 
viours. It was felt that although some behaviours 
were within the repertoires of patients, these 
could not be elicited without direct instruction 
from the staff, e.g. to wash, dress, etc. This 
indeed is a general problem in the management 
of institutionalized in-patients. They will pas- 
sively carry out instructions from a nurse, but 
rarely manifest the same behaviour sponta- 
neously and independently of staff. Unless staff 
expectations of the patients change, the pattern 
of over-dependence is likely to be perpetuated, 
with patient and staff mutually shaping each 
others behaviour. Furthermore the ward staff 
had also to contend with sceptical attitudes from 
other members of staff outside the programme, 
whose long acquaintance with many of these 
same patients gave them no expectation of change. 

An additional difficulty encountered from 
the beginning, and one with which we were 
frequently to be preoccupied, is engendered 
by the nursing shift system, and the joint 
authority of two people over one ward. This 
can serve to create quite dissimilar regimes 
within a single ward, e.g. we found one shift 
preferred patients to be in bed by a specified 
hour, the opposite shift had a more flexible 
attitude towards this. Besides the ‘institu- 


tionalizing’ effect this is likely to have on a 
group of patients who are already over- 
dependent, it inevitably limits the effectiveness 
of individual rehabilitation efforts by nursing 
staff. Much of the planning stage was therefore 
taken up with developing as far as possible a 
consistent ward regime and routine. However, 
we continued to encounter quite serious dis- 
parities throughout the project. i 

With the policy of group decision both ward 
sisters of necessity experienced a loss of authori- 
tative influence and status, and they were both 
sufficiently flexible to adapt to this. At the same 
time junior staff found they were required to 
assume greater responsibility, and had consider- 
ably more say in the running of the ward than 
had been customary. 

The question of the nature of the reinforce- 
ments and rewards to be employed presented 
a number of special problems. It was’ made 
clear from the beginning that patients would not 
suffer any form of deprivation of satisfaction of 
their basic needs as a consequence of the token 
economy. Food and basic comforts were not to 
be withheld. However, extra edible goods and 
additional commodities and privileges would be 
available to patients, in exchange for tokens, in 
addition to their daily meals. Even so, some of 
the nursing staff at first found this unacceptable. 
It is normally seen as a nursing responsibility to 
distribute all available goods and ‘rewards’ to all 
patients alike. For example, allowing some 
patients to stay in bed late (if they chose to spend 
their tokens in this manner) contravened this 
principle, and there was therefore much dis- 
cussion of the advantages inherent in a scheme 
which allowed patients who were so lacking in 
spontaneity and initiative to make some 
decisions for themselves. 

Thus the token economy was started in an 
atmosphere of general scepticism, of ‘yet 
another rehabilitation scheme’, and without 
very much to lead us to expect that it would 
survive its six months preliminary run. 


THe PROGRAMME 
Staffing arrangements а 
The nursing staff constituted the basic war 
team with the ward doctor, the clinical psycho- 
logists and the unit nursing officer functioning in 
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an advisory and consultative capacity. Later an 
occupational therapist joined the ward team on 
a permanent basis and her activities were 
incorporated into the token economy. Attempts 
were made throughout to involve all staff who 
were in any way associated with the patients, 
including the ward domestic and staff on 
adjacent wards. 

Nursing staff. We had stated as a basic require- 
ment that continuity of nursing staff should be 
maintained throughout as far as possible. 
Apart from this, however, we did not ask for 
any increase in the normal nursing allocation. 
In view of general pressure on nursing staff, it 
was unlikely that this would have been granted 
anyway, but we also considered it important 
that the programme should be undertaken 
within the limits of realistic staffing conditions. 
It seemed essential to us that it should not be 
possible for changes that became apparent to 
be written off as effects of an increase in nursing 
staff. The actual staffing arrangements were: 
two nutsing staff on each shift at any one time, 
i.e. a team of four permanent personnel, which 
included two ward sisters and two enrolled 
nurses. Only twice over the whole period were 
there changes in the nursing team. Only one 
member was pre-selected; the others were 
already engaged in duties on the ward and 
were not selected beyond showing an interest 
in the programme. 'They were not new entrants 
into the service; they had worked on average 
I4 years in psychiatric hospitals, mainly on the 
chronic wards. 

Psychologists. Two clinical psychologists have 
been involved with the token economy project 
at any one time. They have been responsible 
for the initial development and maintenance of 
the programme, staff training and pre- and post- 
assessment procedures. No psychologist has 
been attached full-time to the ward, but during 
the initial months several hours were devoted 
to observation of the ward life (7 a.m.—g p.m.) 
observing patients’ behaviour in specific areas, 
e.g. bathroom, meal times and staff-patient 
interaction. An intimate understanding of 
practical nursing problems was essential. The 
psychologist also ran the weekly ward meetings 
with staff. 

Administrative support at all levels was 


essential. The support and co-operation of the 
medical and nursing administrative staff are 
central to the development and maintenance of 
such a programme. Many aspects of a token 
economy ward are likely to concern the day-to- 
day running of the ward. Clinical psychologists 
have not normally concerned themselves so 
intimately with the total life of the ward, or 
moved so far into nursing territory. Conflicts 
may arise at any point between the demands of 
the token economy rehabilitation programme 
and traditional nursing ward regimes, and the 
psychologist and ward team are dependent at 
every step on the full backing of the nursing 
administration if difficulties are to be resolved. 


Moneys 

We required a small block grant to be made 
available to the ward for the purchase of various 
commodities which would be available to our 
patients in exchange for tokens. This can present 
some difficulty where money payments are made 
to patients. The exact sum to be allocated is 
normally known in advance. In a token economy 
this can only be done retrospectively, i.e. the 
nursing staff kept a record of commodities 
‘purchased’ by the patients. 

Furthermore the system required some effect- 
ive control of additional or alternative reward 
sources. Other sources of money were con- 
trolled in accordance with DHSS regulations 
(H.M.67(70) later superseded by H.M.71(9o) 
in 1971), but there was no interference with 
private moneys. These do not create a serious 
difficulty on a female ward, but must be taken 
into account where a token economy on a male 
ward is envisaged, since many patients are 
likely to be receiving pensions. 

Our basic staffing and financial requirements 
were accepted by the medical and nursing 
administration, and the project was approved 
by the Hospital Management Committee. 


Ward population 

The token system was established in a 
chronic ward for female patients. These had all 
been diagnosed as chronic schizophrenics. T'heir 
mean age was 58:2 years (range 39-72 years) 
and the average length of stay in hospital 
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30:0 years (range 13-42 years). Only cases 
diagnosed as senile dementia were excluded, 
but it became clear later that some of our 
chronic schizophrenic patients were in fact 
suffering from dementia. А few of the patients 
on the ward were functioning at a sufficiently 
high level to be able to attend the hospital's 
industrial workshop every weekday. These 
patients were not included within the pro- 
gramme and were awarded a standard amount 
of tokens daily on a non-contingent basis. This 
left 14 patients, who all showed the typical 
behaviour of regressed chronic and schizo- 
phrenic patients and made the most demands on 
nursing time. 

Their behaviour was characterized by de- 
pendence on nursing staff for nearly all aspects 
of personal care, apathy, inactivity, lack of 
spontaneity and initiative, social withdrawal and 
lack of verbal interaction. That is, the patients 
showed the typical negative symptoms of chronic 
schizophrenics and the kind of behaviour 
generally attributed in large part to institu- 
tionalism (Wing and Brown, 1970). The patients 
had not been considered suitable for the hospital 
industrial workshop, and most were taken daily 
to a knitting class group in an attempt to provide 
some kind of activity to exercise disused faculties. 
Three patients had been participating in a more 
formal occupational therapy socialization pro- 
gramme. 


Token programme 


The token programme was explained in 
simple terms to the patients. In the first place, 
the tokens (white plastic cards) were intro- 
duced into the ward on a non-contingent basis. 
The patients received twice daily a pre- 
determined number of tokens which could be 
spent in the ward shop twice a day. After a 
week this was reduced to a once daily occur- 
rence, which necessitated the patients looking 
after their tokens all day. At first the patients 
were helped and encouraged to spend their 
tokens, but later they were to be left free to 
participate in these transactions if and when they 
chose. Sweets and cigarettes etc. were no 
longer to be handed out as favours. 

The next stage involved the introduction of 
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tokens on a contingent basis. Patients no longer 
received tokens automatically but were now 
informed of ways of earning them. 

In the area of self-care, patients were able to 
earn tokens for carrying out activities like 
getting up, getting themselves to the bathroom, 
washing, finding clothes and dressing, combing 
hair and brushing teeth. 

Undertaking this kind of programme necessi- 
tated a radically different approach to the 
patients and their care. For instance in the 
bathroom the staff role became principally one 
of observing and tolerating periods of inactivity 
and non-intervention that were frequently 
necessary before the patients displayed any 
signs of spontaneity and initiative. In the 
traditional nursing regime, time and staff 
shortage emerge as the basic factors in the 
maintenance and reinforcement of over-depend- 
ence, i.e. a nurse may have half-an-hour to get 
twenty chronic patients up, washed, dressed, 
etc. To get round this kind of difficulty one 
may have to consider making somewhat un- 
conventional modifications in the nursing 
regime, e.g. we considered at one time the 
possibility of patients taking breakfast in their 
night clothes so that more time might be 
devoted to the self-care activities in the bath- 
room. Beds were not expected to be made 
before breakfast, and meals now took a little 
longer. Pressure was relieved by shifting the 
occupational therapy schedule one half-hour 
forward. Such simple intervention can go some 
way towards reducing unnecessary pressures 
on nursing staff, and redirecting skills into more 
rehabilitative procedures. 

Because of limited staff facilities we were 
obliged to adopt group-oriented rather than 
individual-oriented procedures. Later, when 
wide individual differences emerged, two groups 
were formed with different programmes. We 
would have preferred to devise more individual 
shaping procedures but were unable to meet 
the practical requirements for this. Where 
possible, tokens were handed out immediately 
upon performance of the appropriate task, 
but frequently there were practical restrictions 
which often made this impossible (e.g. in the 
bathroom situation, the total number of tokens 
earned were handed out at the exit as the 
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patient was ready to leave). Staff were instructed 
that praise and verbal approval should accom- 
pany the handing out of tokens. 

The various activities around meal times were 
incorporated into the programme, including 
activities like finding and putting on an apron, 
helping to lay the table, clearing one’s own 
things and helping wash up. 

One of the characteristics of the patients was 
their apparent lack of interest in their surround- 
ings, and one of the aims was to increase patient 


involvement in the running of the ward and, 


participation in light ward jobs, e.g making or 
helping to make their own bed, tidying or 
dusting jobs, arranging flowers, etc. Attempts to 
take an interest in appearance, e.g. hair looking 
attractive, use of make-up, were also rewarded. 

Other facets of ward life were gradually 
incorporated into the token economy pro- 
gramme. For example, staff complained of a 
few patients who were difficult to get up in the 
morning, and it was a frequent observation that 
some patients would put themselves to bed at 
a very early hour, even before 5.00 p.m. Staff 
had been expected to get these patients up again. 
For one patient this was construed as attention- 
seeking behaviour, in others it was thought to 
reflect a desire to withdraw from the ward 
environment. We discussed the potentially 
strong reinforcement value that going to bed 
early, or staying in bed late, might have for 
these patients, and it was decided that extra 
time in bed (e.g. up to 10.00 a.m.) would be 
offered in exchange for tokens. Several patients 
took advantage of this, and although the ward 
was criticized by some outsiders, staff accepted 
that patients had a right to this privilege if they 
had paid the correct amount of tokens. 

A brief assessment of the patients’ arithmctieal 
skills had suggested that introducing tokens of 
differing value would prove too complex to 
allow patients to handle their own token 
transactions. Thus, for quite a long period all 
tokens had the same value, i.e. one unit. Even 
so, assistance was often required. The tokens 
could be used to purchase a wide variety of 
goods from the small ward ‘shop’ which we 
introduced. This gave patients access to more 
goods than are usually available on a daily 
basis. These were mostly inexpensive items, 


since the ward had to budget from a small 
block grant, and included for example: 


Food items (1-10 tokens): sweets, chocolate, 
fruit, potato crisps, soft drinks, nuts, tin of 
coffee. Cigarettes: 1 cigarette (5 tokens), 
packet of то (50 tokens). Toilet articles (10-30 
tokens): e.g. soap, lipstick, handcream, sham- 
poo, comb. nail varnish. Clothing accessories 
(10-50 tokens): scarf, gloves, jewellery, 
coloured stockings, socks. Decorative and re- 
creational materials (5-30 tokens): games, 
puzzles, reading material, pens and pencils, 
writing paper, pictures and calendars, plants, 
flowers. Social activities (5-15 tokens) : hospital 
socials, cinema, going for walk in grounds, 
outing from hospital. Other privileges: To go 
to bed before 4.00 p.m. (20 tokens); To go 
to bed between 4.00 and 5.00 p.m. (15 tokens). 
To stay in bed late : e.g. 8.00-8.30 a.m. (5 tokens). 


It will be seen that relatively speaking cigarettes 
were made quite ‘ expensive’. This was deli- 
berate, as we were not in favour of a large 
inflation of cigarette smoking on the ward. It 
may also be noted that the token values bear 
some, but not a close, relationship to monetary 
values. It was considered that this was a 
desirable long-term aim, but at this stage we 
did not want this restriction. Effective rein- 
forcers were enormously difficult to find for 
these patients, and we attempted to bring a 
wide range of different types of reinforcers 
within their ‘purchase’ scope. 

Patients also used the tokens to enable them 
to attend various social functions and facilities. 
They paid a fixed number of tokens to attend 
the hospital cinema, bingo, socials, and occa- 
sional outings from the hospital. On the whole 
not many of the available social functions were 
of interest to the patients. In the ward dis- 
cussions we related the general lack of interest 
in personal care to the absence of meaningful 
social events outside the hospital environment. 
On the initiative of the hospital’s co-ordinator 
of voluntary activities, we were later able to 
offer the patients an outing to the private homes 
of two voluntary workers. After all patients had 
had this experience this was added to the list of 
social activities on which patients could spend 
tokens. 
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Negative reinforcement 

We had decided early on in the project 
against directly using the token system to 
impose ‘fines’ in the negative reinforcement of 
inappropriate, aggressive, disruptive behaviour. 
Instead, positive reinforcement of the sort of 
behaviour we wanted to encourage was empha- 
sized, and we encouraged staff to avoid rein- 
forcement of negative behaviour by avoiding 
drawing unnecessary attention to it. It was 
considered that the imposition of fines would be 
conducive to the development of a negative 
approach. Required to respond to negative 
behaviour, staff would tend to ‘look for’ 
negative behaviour, and this might easily 
supersede the more positive approach we were 
trying to encourage. There is some evidence to 
support this from Lloyd and Abel (1970), who 
found that sometimes ward personnel would 
tend to rely on fines. Furthermore, we ques- 
tioned the effectiveness of negative reinforce- 
ment by fining. There is a strong possibility 
that the positive effects of the attention directed 
towards the inappropriate or other negative 
behaviour will outweigh the negative effects of 
fining. 


RESULTS 

General observations and problems 

Staff. There was considerable intial difficulty 
in putting the token economy principles into 
practice. At first staff were inclined to ‘see’ that 
all patients made some kind of purchase at the 
ward ‘shop’, and there was some reluctance to 
allocate responsibility for caring for the tokens 
to the patients themselves. For example, some 
staff found it difficult to refuse a patient’s 
request for cigarettes, as they were expected to if 
the patient had not the required number of 
tokens. As others have also reported (e.g. Ball, 
1969), the systematic application of these 
methods involves a kind of self-discipline, which 
can disrupt the satisfaction often derived from 
the mothering and babying relationship that 
some staff have with this sort of patient. This 
was clearly a problem for some of our staff: all 
expressed a degree of loss of ‘personal identity’, 
but some were better able to adapt to the 
demands of the new approach. 
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We were acutely aware that the success or 
failure of the programme, indeed its very 
survival, lay in the hands of the nursing staff. 
The ward was disrupted three times by moves 
entailed by the hospital modernization pro- 
gramme, each occasion presenting a ready-made 
opportunity for our programme to fold up; on · 
each occasion, however, the staff kept it running. 
The increased burden of clerical work was 
quite quickly accepted by the nursing staff as 
part of their nursing duties. 

Motivation and morale fluctuated during the 
first year. Although our aims were restricted 
with such severely handicapped chronic patients, 
staff clearly felt under an obligation to demon- 
strate the effectiveness of the token economy to 
other ward staff. Many of our initial qualitative 
changes were difficult to demonstrate, but 
gradually the staff gained confidence in the 
token economy. Changes were acknowledged by 
other staff; outside interest from other hospitals 
developed and the staff took on themselves the 
role of ‘selling’ the methods to their colleagues. 

Required to work as a team, the ward became 
more independent and self-contained, and more 
readily attempted to resolve difficulties at ward 
level. There was also some loosening of the 
traditionally rigid sister-nurse role differentia- 
tion, as the junior nurses found they had to take 
on increased responsibility in the token economy 
programme. 

The total number of days of sick leave and 
periods of leave in the two years preceding the 
initiation of the programme decreased in the 
following two years; however this difference 
does not reach statistical significance. It was 
also felt that the overall increase in morale and 
in positive attitude toward the ward was 
reflected in the degree of overtime that staff 
were prepared to put in. 

The manner of running the ward became so 
different from the established nursing approach 
to this kind of ward that we had considerable 
difficulty in making use of the occasional *un- 
trained’ staff who were allocated to the ward 
at times of staff leave. However, attempting to 
run the programme with the normal nursing 
allocation did not prove satisfactory, and we 
were unable to maintain a satisfactory level of 
consistency and systematic operation. If nursing 
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facilities are limited, operant programmes are 
probably best restricted to a single area of target 
behaviour at any one time, e.g. incontinence or 
dressing. 

It is our view that to operate effectively a 
token economy which involves the total ‘life’ 
of the ward, a staff-patient ratio of 1 : 6/8 must 
be allowed for. 

Patients. Contrary to the ward's expectations, 
most patients took some interest in the tokens, 
but not unexpectedly in such a heterogeneous 
group, this varied widely and tended to be 
related to initial level of functioning. 

Over time, however, the effectiveness of the 
back-up reinforcers waned for some of the 
patients, although a few did maintain a strong 
interest (spending up to 2,000 tokens monthly). 
However, for some patients it proved enormously 
difficult to find any effective reinforcement 
short of introducing more stringent deprivation 
measures. With an elderly severely regressed 
population we did not feel justified in resorting 
to such measures. With better staffing facilities 
we might have been able to investigate the 
effectiveness of different, less conventional 
reinforcers (e.g. offering time with a nurse). 
Further we were acutely aware of the need for 
more attractive social incentives. Most of the 
social events available take place within the 
hospital, and staffing facilities did not enable 
us very frequently to offer time out of hospital as 
a reward. Jt seemed to us that to maintain 
improvements in self-care, personal appearance, 
etc. social reinforcement must play a critical 
part. One solution may be to enlist the assist- 
ance of voluntary workers, although in our 
experience voluntary workers do have parti- 
cular difficulty in accepting the principles of a 
token economy, e.g. patients paying tokens to 
go out, etc. 

As it was, edible goods were the most fre- 
quently *purchased', e.g. one patient purchased 
potato crisps every day. Light alcoholic drinks 
were also popular with some and cigarettes were 
of course popular with smokers. A few patients 
were able to make use of the accessories such 
as lipstick, powder and shampoo. 

‘Both hoarding and stealing did occur, but as 
these were not too serious we made no attempt 
to control this behaviour, e.g. by devaluing 


unspent tokens, or changing the colour of tokens 
of persistent stealers. 

Starting as we did as a pilot investigation, we 
had not adopted an adequately long-sighted 
view of the programme. Аз some patients 
improved the programme naturally required 
modification. We were not really able to cope 
with the complexity of new reinforcement 
schedules for individual patients. It is now very 
clear to us that such a programme needs to be 
scen from the beginning as integrated within a 
wider rehabilitation programme, і.е. as patients 
reach a certain functional level they should 
transfer to another ward where the new beha- 
viours can be maintained and which has 
more advanced treatment objectives. Like- 
wise, patients unable to profit from the token 
economy would also be transferred. 


QUANTITATIVE FINDINGS 
I. Chart data 

The number of tokens earned in various 
activities as recorded on the charts was used 
as a measure of change in these activities. А 
polynomial regression analysis (Finn, 1968) was 
performed to assess the presence and direction 
of change in the self-care activities, participation 
in ward activities and meal-time activities. 

Self-care activities. Results show that as a group 
the patients were participating significantly 
more in self-care activities (these included 
getting themselves up, getting to the bathroom, 
washing face and hands or bathing, finding 
clothes and dressing, combing hair, and brush- 
ing teeth). Over a nine-month period a signi- 
ficant linear trend (р < 0-02) was observed. 

Before the introduction of the token economy 
the normal procedure had been for patients to 
carry out a daily ‘strip’ wash in the bathroom. 
Bathing was a once weekly routine organized by 
staff. In the token economy patients were offered 
a choice of washing or bathing. Against general 
expectations several patients took to bathing 
themselves spontaneously. One lady has been 
known to take 4 or 5 baths a day. 

Ward jobs. Results show a significant positive 
linear increase in tokens earned for participa- 
tion in light ward jobs over the eighteen-month 
period. Mean number of tokens earned monthly 
over this period increased from 154 to 311. 
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Meal-time activities. Tokens earned for the 
meal-time activities (finding and putting on an 
apron, clearing own plates, dress remaining 
clean, helping with washing and drying up, etc.) 
only showed a significant linear trend for the 
lunchtime activities. Recordings in these areas 
fluctuated quite widely. A high degree of staff 
control was unavoidable for some of the meal- 
time activities, so that some of these activities, 
e.g. washing-up, may frequently have been 
under the control of staff rather than the token 
contingencies. It remains difficult, however, to 
explain the differences between meal-times. 

Incontinence. Special reinforcement contin- 
gencies were arranged for four of the patients: 
they were rewarded when dry at the time of day 
that they had been found to be most frequently 
incontinent of urine. Soiling did not enter this 
programme. 

Incontinence in the two patients rewarded 
in the morning and afternoon, excluding the 
patient who died, showed a progressive decline 
(see Table I). 


2. Staff ratings of patients 

An Activity Rating Scale was constructed for 
use on the ward. It consists of 27 items, covering 
most areas of interest in the study—social 
interaction, appearance, ward work and some 
psychotic symptom items. Ratings on a four- 
point scale were made by the ward staff for all 
patients four times during the study and were 
available for 11 out of the 14 patients for each 
year. Using the ratings of the two ward sisters, 
these data were pre-processed, transformed to 
orthogonal polynomial regression coefficients 
and subjected to a number of univariate and 
multivariate analyses (Finn, 1968). 

Of major interest with this kind of rating data 
is an estimate of the extent to which differences 
found on the scale can be attributed to subject 
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difference, irrespective of rater difference. As a 
test of rater agreement F-ratios were computed, 
using univariate analysis of variance for all 27 
items. To the extent that raters disagree, the 
significance of the F's will be reduced. In 
summary, 25 items yielded F's with p values of 
less than 0-05, the majority, 20 items, being less 
than o-or. Thus the instrument may be 
considered reliable, and the variance in the 
following analysis attributable to subject 
variables. 

The next question was whether any change 
had occurred over the four years in the items 
of behaviour rated. A linear trend analysis 
using a transformation matrix showed that a 
significant (p < o-ooor) overall linear trend 
had occurred. 

Each item was subjected to a trend analysis to 
see which behaviour accounted for this signifi- 
cant improvement seen in the patients (sce 
Table II). These data confirm the behavioural 
data findings described above. Reinforced self- 
care activities in the bathroom show significant 
increases (Items 11, 12 and 15) as do also the 
ward job activities. It is also of interest that 
the rating scale confirms the improvement in 
various aspects of social behaviour, including 
taking interest in socials, interaction with staff 
and patients, and reading magazines on the 
ward. 

There have been no changes according to the 
rating scale in the four symptom items (sce 
Table II). No direct attempt had been made in 
the programme to modify psychotic symptoms 
directly. However, others have reported some 
symptom change during token economy pro- 
grammes, although the findings are somewhat 
inconsistent (Hutchinson and Baker, 1972). 


3. Minimal social behaviour scale 
Among the non-specific changes observed 


TABLE I 
No. of incidents of incontinence 
EN ee ——— 
Base-line Ist assessment and assessment 
Results Patient June July/August November/December 
am. p.m. combined .. I 20 14 8 r 
a.m. p.m. combined 2 7 7 2 
.m. only ET 3 4 1 Patient died 
Nighis only bs 4 10 IO 
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Taste П 
Actimty Rating Scale (analysis by item) 

Social Activities 

I. Activity .. 

2. Socials 

3. Social interaction 

4. Appearance ae 

5. Speech with staff iy 

6. Speech with other аза 
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7. Reading OI 
8. Shop 05 
g. Money 05 
10. TV OI 
Self-care activities 

11. Hair о.о 
12. Dressing . . 0°05 
13. Continene—urine NS. 
14. Continence—faeces : NS. 
15. Washing—face and hands 0*05 
16. Going to bed .. N.S. 
17. Eating N.S. 


Ward activities 
18. Laying tables 


19. Washing up 
20. Wash basins 
21. Volunteering 
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о 
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26. Thought disorder 
27. Hallucinations 
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were increased accessibility and responsiveness. 
We observed more spontaneity in verbal and 
social interaction, although this is still abnor- 
mally limited. Although the programme did 
not include specifically social behaviours among 
patients’ target behaviours, it seems that at 
least some aspects of social interaction were 
probably reinforced, e.g. volunteering for a job 
is a form of social interaction. 

Measurement of social behaviour in severely 
regressed patients presents some difficulty, 
unless of course time-sampling techniques can 
be undertaken. We decided to use the Farina 
Minimal Social Behaviour Scale (MSBS) for 
this purpose. 

The MSBS was constructed by Farina et al. 
(1957) as a measure of interpersonal behaviour 
inthe extremes of pathology, and was appro- 
priate to the level of functioning of our patients. 
It has a standardized interview format, and 


inter-rater agreement is fairly satisfactory. АП 
patients were interviewed four times by different 
interviewers to whom the patients were un- 
known. Results for three' of these, given at 
nineteenth-month intervals, were subjected to 
analysis, one being excluded as it was given 
three months before the final interview, and 
inspection showed no change to have taken 
place over this period. 

Eleven of the 14 patients were available for 
each of these three occasions and two-tailed 
t-tests for correlated data were carried out. 
These indicated that there was a non-significant 
mean decrease in the first 19 months, but that 
for the second period a highly significant 
improvement had occurred (t = 19:5; 
p < о-оо). Eight out of the 11 patients 
accounted for this improvement. ' 


4. Comments 

Without a control ward we cannot, of course, 
necessarily attribute any of our findings to the 
specific token contingencies. Many of our mea- 
sures were probably not adequately objective, 
e.g. ratings by staff involved in the programme; 
and the analysis of results has involved an 
analysis of overall trends, rather than individual 
patient data, an approach which is common, 
but, as Allen and Magaro (1971) emphasize, is 
not really suitable for measuring changes on a 
token economy. 


Disaussion 

In a group of chronic schizophrenic patients 
as regressed as those in the treatment pro- 
gramme, discharge and rehabilitation into the 
community was not a realistic objective. How- 
ever, one of the younger patients who had 
been in hospital 17 years was taken home on the 
initiative of her relatives; unfortunately she 
had to be returned to the hospital after a short 
time, as they found her unmanageable. Three 
other patients were accepted by the hospital 
industrial workshop, and attend spontaneously 
and unescorted on a daily basis, for which they 
earn a sum of money. 

Many interesting changes were difficult to 
document. Staff commented on the more relaxed 
atmosphere in the ward. Patients behaved less 
readily as a corporate body, for example, they 
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were less dependent on instruction from staff 
when coming to meals or leaving the meal 
table. Some have started taking themselves off 
for walks in the hospital grounds more readily, 
and take the initiative over ward jobs without 
staff intervention. Previously many patients 
had tended to remain ‘glued’ to their chairs. 
It was a rewarding day for staff when two of the 
patients were observed to have quite sponta- 
neously started a card game together, with 
cards that one of them had purchased from the 
token economy shop that same day. It is a 
common observation that this kind of self- 
maintained social interaction is an aspect of 
behaviour most conspicuously absent from the 
behaviour repertoire of severely regressed 
chronic schizophrenic patients. 

It was evident that the token economy pro- 
gramme, directed as it was towards discouraging 
staff-dependent behaviour, reduced the degree 
of regimentation in the routine of the ward, and 
this itself may account for some of the changes. 
Clearly a number of non-specific factors are 
likely to have been operating. However, it 
is our view that behaviour therapy methods do 
provide an acceptable alternative to the tradi- 
tional and custodial approaches to staff working 
with regressed patients on chronic wards. In 
many ways these methods offer perhaps a 
more appropriate and meaningful alternative 
than therapeutic community approaches or 
relationship therapy. Furthermore they have 
the advantage of setting specific short-term 
objectives and progressing in a ‘step-wise’ 
fashion, with the result that even with patients 
of severely limited levels of functioning the 
concept of ‘rehabilitation’ can be made mean- 
ingful. Consequently staff can derive en- 
couragement and reinforcement as they observe 
the progress and improvement in their patients. 
Furthermore, a token economy programme 
involves the psychiatric nurse more directly in 
a therapeutic role than does the traditional 
custodial role. With the attraction of community 
nursing increasing, mental hospitals are likely 
to hold decreasing attraction for psychiatric 
nurses, and the development of therapeutic 
programmes which develop special and appro- 
priate nursing skills is essential unless long-stay 
wards are to be neglected. One student nurse 


temporarily attached to the ward commented 
that she found the work more interesting and 
satisfying than her work on an acute psychiatric 
ward. 

We would conclude, on the basis of our 
experience, that continuity of nursing staff is the 
most important single factor. Secondly, it is 
recommended that both staff and patients should 
be selected with the objectives of the token 
economy in view, rather than our method of 
selecting the token economy for an ongoing ward 
community, with all its contingent problems of 
changing attitudes and staff control over their 
‘own’ patients. Thirdly, the token economy 
must be viewed as a hospital rather than ward 
project, which will require the co-operation of 
almost every level of staff and administration in 
the hospital. Fourthly, some provision must be 
made to set up an environment designed to 
maintain the progres made in the token 
economy. Ít is especially in this area that our 
own programme failed. 

One of the most useful outcomes of the whole 
venture has been the recognition of the potential 
value of designating the ward as the basic 
rehabilitation unit in rehabilitation programmes 
for chronic patients. A hierarchical arrangement 
of wards, each with its rehabilitation objectives 
clearly defined, and allowing for movement 
between wards may then be conceptualized, 
e.g. at the higher level might be a ward of 
patients who show most of the behaviours and 
skills required to live in group homes in the 
community but who are lacking in the social 
skills they would also need. The ward rehabilita- 
tion programme might then, for example, be 
devoted to social skills training. Below this, 
another ward might specify as its objectives to 
bring the patients to a level of independence 
from which they could transfer to a supportive 
but less structured and supervised ward, which 
could be run with a considerable degree of 
‘self-care’ as recommended in the DHSS report 
(H.M.(71)97) on Hospital Services for the 
Mentally Ill. Patients in such a ward might be 
expected to take full responsibility for personal 
care, to take the initiative for leaving and 
returning to wards, using local shops ahd 
undertaking some ‘job’ within the hospital. 
At a lower level, rehabilitation objectives may 
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well be more limited (e.g. as in the token 
economy described in this report). Any tech- 
niques that are relevant to the target behaviours 
and the patients level of functioning, may be 
used. For example, Heap et al. (1970) used a 
‘behavioural milieu’ therapy approach which 
. combined behaviour therapy procedures, token 
economy, attitude therapy, and ward govern- 
ment approaches. 

We would suggest that the designation of the 
ward as the basic rehabilitation unit and the 
organization of wards in a hierarchical structure 
for rehabilitation purposes offers an opportunity 
for maximum co-ordination of rehabilitation 
staff— nurses, occupational therapists, social 
workers, psychologists—and increases the pro- 
bability of the generalization and maintenance 
of therapeutic progress made at any one stage. 

It is concluded that behaviour modification 
programmes which are introduced at ward level 
employing ward personnel as therapists have a 
valuable contribution to make towards the 
rehabilitation problems that confront us on our 
chronic wards. 


SUMMARY 

A pilot investigation of the relevance of 
behavioural modification methods, in particular 
the token economy, to the management of a ward 
of chronic schizophrenic patients, given condi- 
tions of normal service facilities and staffing, is 
described. Fourteen severely regressed ‘institu- 
tionalized’ female patients with average length 
of stay in hospital of 30 years were included in 
the programme, and available rewards were 
made contingent upon display of more inde- 
pendent behaviour. While there is both quali- 
tative and quantitative evidence of change, the 
paper is mainly concerned with the practical 
problems in the institution and maintenance of 
the token economy which may be encountered 
by staff intending to set up similar programmes 
in chronic wards of mental hospitals. It is 
concluded from our experience that behaviour 
therapy approaches introduced at ward level 
have considerable potential in the organization 
of rehabilitation programmes for long-stay 
population in psychiatric hospitals, and in 
making better use of nursing skills than tradi- 
tional methods of care. 
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Empiricism in Psychotherapy: Behavioural Specification and 
к Measurement* 


By GENE RICHARD MOSS and ROBERT PAUL LIBERMAN 


Psychotherapy can borrow an empirical base 
from behaviour technology, a discipline which 
involves the control and prediction of behaviour 
through environmental manipulation. Funda- 
mental to the achievement of control and pre- 
diction is measurement. An empirical approach 
to psychiatric treatment requires three basic 
procedures: 

(1) a specific, operational definition of the 

patient’s problem; 

(2) a specific, operational definition of treat- 

ment goal; and 

(3) establishment of a system of measurement 

to determine direction and magnitude of 
change (Moss and Boren, 1971). 

Measurement is an intrinsic component with- 
in the operational philosophy of behaviour 
technology. To be operational and measurable, 
behaviour must be observable (Lundin, 1969). 
A behaviour that cannot be observed directly or 
indirectly cannot be controlled or predicted in 
any systematic fashion. The results of psychiatric 
treatment have traditionally been described in 
rather non-operational terms, such as shifts of 
psychic energy (Freud, 1965). From a beha- 
vioural orientation, such descriptions must be 
considered inadequate as operational criteria. 
If psychiatry is to develop increasingly effective 
methods it wil be necessary to implement 
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systems of measurement to determine the effects 
of treatment interventions. 

Behaviour technology can be said to measure 
behavioural and environmental events and 
their dynamic interaction. Generally, the beha- 
vioural events in question are instrumental in 
nature; that is, most meaningful behaviours are 
the acts of an individual which produce environ- 
mental consequences. Illustrations of instru- 
mental behaviours are regular attendance and 
productivity by a worker followed by a pay- 
cheque; the stereotyped, repetitive rituals of a 
severely compulsive patient associated with 
‘secondary gain’; and the complaining of 
feelings of helplessness and hopelessness by a 
depressed patient followed by expressions of 
concern by the family. 

Motoric and verbal behaviours are not the 
only clinically relevant events that can be 
measured. Recently, a great deal of attention 
has been devoted to the control and prediction 
of physiological behaviours through techniques 
labelled ‘biofeedback’ (Miller, 1969). Heart rate, 
blood pressure, muscle potentials, brain waves 
and skin temperature can all be viewed as 
physiological behaviours that are amenable to 
control through techniques of interoceptive 
feedback. Such feedback is highly dependent 
upon the implementation of extremely precise 
and accurate systems of measurement. 

From the point of view of the clinician, 
systems of measurement need not and should 
not be confined to approaches subsumed under 
the label behaviour therapy. Rioch (1972) has 
commented: “The behavioural approach, with 
its emphasis on operational formulation, gives 
promise for the development of a body of data 
in the future bridging the gap between the 
anatomical-biochemical analysis of the body on 
the one hand and the artistry of the clinic on 
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the other.’ The bridge to which Rioch refers 
has its foundation in systems of measurement. 
Measurement, after all, is the cornerstone of 
science (Skinner, 1953). The systematic applica- 
tion of measurement to the practice of psychia- 
tric treatment offers several advantages. 

(1) The monitoring and demonstration of 
therapeutic progress; 

(2) The feedback of information to both the 
patient and the therapist in order that the 
treatment procedures can be evaluated 
ага modified; 

(3) The self-monitoring of his own behaviour 
by the patient in order to facilitate beha- 
vioural changes in a desirable direction, 
which it is hoped will lead to the en- 
hancement of self-control and the eventual 
autonomy of the patient from the thera- 
pist; 

(4) The accumulation of a body of data 
which, over time, can be utilized to 
formulate prescriptive programmes for 
matching the variables of patient, problem 
and technique. 

Systems of measurement can vary along 
several parameters. Measurements can be made 
of frequency, duration or magnitude of occur- 
rence. In addition, a behavioural measurement 
system also can be designed with reference to 
links in a chain of behaviours ultimately leading 
to some terminal event. In the clinical situation, 
for example, specific links leading to a terminal 
therapeutic goal can be defined, and the 
successful completion of each link in the chain 
can be measured. 


IN-PATIENT PSYCHIATRIC TREATMENT 

In-patient psychiatric treatment lends itself 
to the direct measurement of patient behaviour 
by trained staff observers. Depending upon the 
type of behaviour to be measured, observations 
can be taken continuously or can be taken at 
intervals by a time-sampling method. Generally, 
the measurement system involves the counting of 
a specific, clinically relevant behaviour of a 
patient over time. The behaviour to be mea- 
sured may be either a desirable or an un- 
desirable one. Over thirty examples of the 
measurement and behavioural treatment of 
psychotic in-patients can be found in a recent 
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publication (Liberman, Wallace, Teigen and 
Davis, 1974). 

It is well known that merely instituting a 
system of measurement can change the hekea” 
viour being measured—the so-called ‘Haw- 
thorne effect? (Roethlisberger and Dickson, 
1939). | 

In this connection, Colman and Boren (1969) 
described how the entire emphasis of a clinical 
programme was determined largely by the 
nature of the measurement system instituted. 
When undesirable behaviours were measured, 
the staff tended to emphasize the negative 
aspects of the patients’ hospital course. On the 
other hand, when the measurement system was 
redesigned to record desirable behaviours, the 
staff tended to emphasize the progress that had 
occurred. 

Clinically, a measurement system can become 
reflected in the attitudes both of those doing the 
measuring and of those being measured. It may 
come to serve not only as a source of informa- 
tional feedback but as a source of positive 
reinforcement as well. In addition, implementa- 
tion of a system of measurement focuses atten- 
tion on specific behavioural and environmental 
events and thus aids the patient in discriminating 
what the therapist considers important. Whether 
the events measured are behavioural or environ- 
mental, and whether the events/measured are 
desirable or undesirable, it is helpful, if not 
imperative, to maintain a record of the beha- 
viour over time. The most useful record of 
measurement in daily clinical practice is a 
graph. 

A 20-year-old married housewife was admit- 
ted to the Santa Ana Psychiatric Center for 
evaluation and treatment of an acute but 
persistent psychotic decompensation following 
the ingestion of LSD. The patient had been 
treated without success for several weeks with 
phenothiazines at another hospital. A behavioural 
programme was instituted utilizing a ‘time out 
procedure’. Whenever the patient evinced 
behaviour that was judged to be inappropriate, 
such as undressing in public, she was placed in 
a ‘time out room’ for a period of five minutes. 
If at the end of the five minute period the 
patient was behaving appropriately, she was 
allowed to leave the ‘time out room’. Criteria 
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for ‘appropriate’ verbal and social behaviour 
were set in advance. In the case of a patient 
undressing in public, she was given her clothes 
апа was expected to put them on. Precise 
records were kept of the amount of time the 
patient spent each day in ‘time out’. Over a 
period of two weeks, the amount of time spent 
in the ‘time out room’ decreased from several 
hours per day to no time at all. 

On those psychiatric units where treatment is 
based upon principles of behaviour technology, 
measurement can be taken not only of specific 
behaviours evinced by the patient but also of 
the number of reinforcers received by the 
patient. The adolescent programme at the 
Santa Ana Psychiatric Center and the Clinical 
Research Unit at Camarillo State Hospital both 
utilize token systems. Continuous daily records 
are kept for each patient of the number of tokens 
he has earned, spent, or forfeited. These records 
are posted on the bulletin board and on their 
credit cards each morning as an informational 
feedback to all patients as to how well they are 
progressing. Thus, emphasis is placed not only 
upon the collection of the data but also on the 
feedback to the patient of that data. 


OUT-PATIENT PSYCHIATRIC TREATMENT 

Out-patient psychiatric treatment offers a 
more difficult area in which to implement 
systems of measurement. It is unlikely that 
objective observers will be on hand to measure 
behavioural or environmental events. Conse- 
quently, systems of measurement must be 
implemented by the patient himself or by his 
family. Admittedly, such systems of measure- 
ment encounter the problems of validity and 
reliability; however, although less than totally 
satisfactory, such systems of measurement are 
far better than no measurement at all. 

One technique found to be of considerable 
value on an out-patient basis is having the 
patient keep a brief written record of his 
activities each day. The patient is instructed to 
record primarily behavioural or environmental 
events, a kind of behavioural diary. When seen 
by, the therapist, the patient uses the diary to 
provide a running account of his daily experi- 
ences. The therapist, however, may wish to 
know a more exact frequency of occurrence of 


a certain behaviour or class of behaviours; for 
this a diary alone will not be sufficient. In such 
instances, the patient or some significant other 
person can monitor the behaviour in question 
by means of a hand counter. The total count 
each day is recorded, usually in the form of a 
graph, as in the case cited above. Examples of 
measurement systems actually used by patients 
or by family members include the counting of 
affectionate behaviours between marital part- 
ners, the counting of entrances into a phobic 
situation by patients receiving desensitization, 
the counting of desirable or undesirable beha- 
viours by parents of children with behavioural 
disorders. 

There are occasions, nevertheless, when the 
implementation of a measurement system may 
be difficult or perhaps inappropriate. An 
example of such a situation is the patient who 
presents himself in a conflict about which some 
decision needs to be made. In such cases, the 
clinician can help the patient specify the 
problem and conduct a functional analysis of 
that problem; that is, identify the antecedents 
and consequences associated with the problem. 
The patient is then in a position to arrive at 
some decision regarding the various alternatives 
associated with the conflict and to act upon that 
decision in an informed fashion. In this regard, 
it might be said that a single behavioural event 
is the target goal for the treatment, and the sole 
reference for measurement; namely, that the 
patient should come to some decision and act 
upon it. 

A 30-year-old housewife and mother pre- 
sented with a chief complaint of ‘nervous 
tension’. Analysis of the problem revealed that 
the patient was in a conflict situation which 
revolved around an affair she was having with 
a married man. The treatment goal was 
specified as the patient being able to identify 
the alternatives available to her and the con- 
tingencies associated with each alternative. 
Subsequent links leading to the therapeutic 
terminal goal were her making a decision in 
regards to the selection of one of these available 
alternatives and her acting upon that decision. 

Generally speaking, however, it is possible 
to implement more definite systems of measure- 
ment in most clinical situations. Although the 
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co-operation of the patient ог family is often 
required, especially in out-patient treatment 
situations, such co-operation generally is given 
enthusiastically. In fact, many patients are 
pleased by specially devised charts and graphs 
which indicate to them that their treatment is 
being tailored individually to their specific 
problem. If we believe that our treatment 
methods are effective, then we are ethically 
committed to measure the effects of our methods 
to determine the direction and magnitude of 
change in the behaviour of our patients. 


APPLICATION TO A COMMUNITY MENTAL 
HEALTH CENTER 

The values and economic constraints inherent 
in the community mental health movement 
require that psychotherapeutic interventions 
should be relatively brief, be provided to some 
extent by para-professionals, and be subject to 
programme evaluation. Behaviour technology 
offers advantages in achieving these require- 
ments, since the available methods are short- 
term, easily learned by nurses and technicians, 
and open to objective measurement. In the 
transition from a medical model to a behavioural 
model, one of the first tasks is to train the staff 
to translate presenting complaints into ob- 
servable behaviours. A typical, comprehensive 
community Mental Health Center in Oxnard, 
California is experiencing a systematic effort to 
introduce behavioural analysis and modification 
into its direct services. The training of the 
clinical staff of nurses, technicians, rehabilita- 
tion workers and social workers included 
didactic seminars, readings, supervised therapy 
and demonstrations (Liberman, King and 
De Risi, 1972). 

A basic innovation in the operation of the 
Day Treatment Unit at the Oxnard Mental 
Health Center was focused on the patient’s 
chart which, in most clinical settings, is an 
unwieldy manilla folder, buried in a file 
cabinet and exacting considerable effort for its 
use. The clinical chart is still kept, but all 
information necessary to a patient’s programme 
for the current week is displayed on a single 
page. This page consists of the Behavioural 
Progress Record that is on a clipboard hanging 
in the nurses’ station of the Day Treatment 
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Unit, a location that is almost impossible to 
avoid. Goals are specified and reviewed on a 


| 


weekly basis. The therapist meets daily with 1 


each of the patients on his case-load, gathering 
data, holding individual and group treatment 
sessions, and dispensing reinforcers. All data 


gathered are placed on the Behavioural Progress . 


Record. The probability of relevant observations 
being recorded is enhanced in this manner. 
The emphasis is on setting observable, measure- 
able goals. A sample Behavioural Progress 
Record is shown in Table I. 


THe PATIENT As His Own CONTROL 


An important question in psychotherapy : 


research is whether the goals established for a 
patient are attained as a function of the treat- 
ment method. A new strategy for research in 
psychotherapy is the experimental analysis of 
an individual used as his own control. The 
conventional research design in psychotherapy 
research has been to test the hypothesis under 
question by comparing two or more groups 
randomly chosen or matched. The experimental 
group then received the active therapy, while 
the comparison or control groups received non- 
specific, placebo therapy or no treatment at all. 

Rather than employing group designs, beha- 
viour therapists have used individual patients 
as their own controls. The strategy is to main- 
tain the patient variables constant and to alter 
systematically the environmental or therapeutic 
variables. Changes in the targeted, clinically 
meaningful behaviours, thus reflect the impact 
of the therapeutic interventions. Such within- 
subject designs start with a baseline measure of 
the behaviour(s) under study with no introduc- 
tion of the therapeutic variables. The baseline 
(А) is continued until the behaviours being 
measured demonstrate stability; that is, the 
baseline of the behaviour may vary around a 
mean but ideally it should not be systematically 
increasing or decreasing. The baseline rate of 
the behaviour reflects non-specific or placebo 
variables (for example, entry into a new treat- 
ment setting) and organismic variables (for 
example, the individual's physical and intellec- 
tutal endowment). When the baseline demon- 
strates stability over time, the treatment inter- 
vention (B) is employed and its effect on the 
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WEEKLY BEHAVIORAL PROGRESS RECORD 


МАМЕ: JOHN SMITH 
THERAPI SE 


WEEK ENDING _ 39-73 


Jim Bedwell 








TOTAL THERAPY SESSIONS THIS WEEK 
INDIVIDUAL: ` 4 
FAMILY 1 
COLLATERAL 0 



































BEHAVIORAL GOALS (Countable) — Mon. Tues. Wed. Thurs. Fri. Sat. Sun. 
1. Attendance - 5 of 5 days E vp 
ИШИ ИШИ ИЕШЕ БЕЛЕН ee ee 
= үр ыр ец —/ 
pq cepa 
[pcd 
Lees Aciricrroooam. | | | |, | | 
each day ae See eee ШШ 
LE. Б qe 
pp: 
ТЕ qe 
3. Perform four of the seven chores EN mU 
designated In John's contract -—— 4 
БОНИ ре БЕ БЕН 
у „еа ЕЧ БЕН ee 
рр Ies dy rd 
4. Secure one job application E 
| ЖЕЙ! 
к=к ees ae 
_ | [| 
ee ee ae ыр эр 
5. Attend and practice one scene In the 
P.E.T. Workshop on Tuesday and 
Fi =; [—] 
fhe = ар агай 


MEDICATION Chlorpromazine 
200 mg h.s. daily 


NOTES Check with Board and Care Operator each day to 


see If John performed chores 











TABLE I 
A sample behavioural progress record used to monitor the goals set for patients at the 
Oxnard Day Treatment Center 


behavioural rate is assessed. If a significant 
change in behaviour occurs, this A-B design is 
followed by a return to the baseline condition 
(A-B-A) to check whether the change in 
observed behaviour was specifically a result of 
the treatment intervention or was a result of ex- 
traneous variables, such as the passage of 
time, adaptation to the setting, or social rela- 
tionship factors. If the specific treatment 
variable is indeed responsible for the change 


noted in behaviour, return to the baseline 
conditions by withdrawing treatment will 
usually result in a reversal of the behavioural 
Measure toward its initial, baseline rate. This 
‘reversal’ design has been fruitful in elucidating 
functional relationships in behaviour modifica- 
tion research. Finally, the treatment is re- 
introduced and its effects upon the behaviour 
again noted (A-B-A-B). 

In any type of psychotherapy, social relation- 
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ship or therapeutic alliance factors are extremely 
important in determining change (Liberman, 
1972). 'The experimental analysis of single cases 
can confirm this notion and give vital feedback 
to the clinician on his role in producing desirable 
change in the patient. T'wo aspects of the 
therapeutic relationship are: (1) the attention, 
interest, and subtle approval dispensed by the 
therapist for the patient's progress; and (2) the 
instructions and prompts given by the therapist 
to institute behavioural change. Each of these 
interpersonal variables will be demonstrated in 
experimental case studies accomplished at the 
Oxnard Mental Health Center by пшзе- 
therapists. 


Casz STUDIES 

A 39-year-old housewife and mother of two 
youngsters had received traditional, insight-oriented 
psychotherapy for eight years. During this time she 
had four admissions to hospital with the repeated 
diagnosis of schizoaffective psychosis. She was 
referred to the Mental Health Center because of 
manic and delusional behaviour. She was disturbed 
to the extent that her husband had requested 
admission; however, she was instead placed in a 
board-and-care facility and admitted to the Day 
Treatment Unit. It was difficult to engage the 
patient in a rational, coherent conversation lasting 
more than one minute. She had been receiving a 
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phenothiazine, but she was deemed so unreliable in 
taking it that she was taken off all medications and 
given a trial of reinforcement therapy. 

The primary goal targeted for the patient was for 
her to engage in appropriate conversation with her 
therapist. The treatment criterion was specified 
as 15 minutes of appropriate speech each day. Her 
nurse-therapist used a stop-watch to measure the 
duration of rational speech until the onset of delusional 
speech in each interview. The patient’s delusions 
centered on topics such as supernatural happenings, 
reincarnation, and possessing several souls. These 
delusional topics were specified and could be reliably 
measured. 

Therapy consisted of a baseline period during 
which the therapist listened and attended to every- 
thing the patient said. Following this baseline, treat- 
ment consisted of the nurse’s attention given to 
appropriate speech only. As long as the patient 
spoke rationally, her therapist listened attentively 
and with active interest. Whenever the patient spoke 
‘crazy’, the therapist tuned away, then left the room. 
After 20 sessions of such contingent attention, the 
interviews returned to the baseline condition with 
non-contingent attention being offered for the full 
15 minutes. Subsequently, interest and attention 
contingent upon rational speech was reinstated. The 
results are shown in Fig. 1. 

The introduction of contingent attention had the 
effect of increasing the duration of appropriate speech 
in most sessions to the maximum allotted time of 


BASELINE REVERSAL 
CONT 
CONTINGENT ATTENTION ATTEN. 
2 i И те РЕ 
Е П | 1 ! 
Е 14 -- | MEE P 
B do ! | | 
Ы | | i 
ы 40 1 FOLLOW-UP 
я | | 
n 1 
5 в | | 
a 
а a 
а 6 ; 
© a | 
5 ^ jg 
= p b A l 
Š 2 | IN 
а | NL ’ 
SESSIONS 


Fic. 1.—Effects of contingent attention on the duration of appropriate speech of a 39-year- 
old psychotic woman. 
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15 minutes. When the contingency was discontinued, 
there occurred a rapid regression which was reversed 
when the therapist returned to dispensing her interest 
“and attention only when rational speech was emitted. 
At follow-up, one month after discharge, three 
interviews were conducted during which the patient’s 
speech was appropriate for the full 15 minutes. 

Observations by other clinic staff were congruent 
with the observations made by the nurse-therapist. 
The patient’s improved conversation was observed 
to have generalized to other relationships and social 
situations. Other behaviours, such as home chores 
and completion of crafts projects, demonstrated 
desirable changes. One year after discharge, reports 
from the patient and her family indicated that she 
was functioning well as a mother and wife and was 
суеп attending college courses at night. 

A second case involved a 50-year-old divorced 
woman who was referred to the Mental Health 
Center after a serious suicide attempt that resulted in 
her spending one week in an intensive care unit. 
She persistently complained of being unable to do 
anything and of feeling hopeless and worthless. Her 
nurse-therapist spent one week suggesting in a 
general way that the patient became involved in 
activities at home where she lived with her son and 
his family. This ‘baseline’ period of general suggestions 
resulted in no activities being carried out by the 
patient. When her therapist specifically instructed the 
patient to engage in certain activities, such as 
reading newspaper articles and performing selected 
chores, the patient complied. After four weeks of 
consistently completing her behavioural assignments, 
the patient was again given the vague, general 
suggestions of the baseline condition. The patient 
quickly stopped reading and performing chores. 
When specific instructions were reinstated, the 
patient once again exhibited the increased activity 
level. This increased activity level was correlated 
inversely with the patient’s subjective complaints 
and depressive affect. The instructions by the nurse- 
therapist to read newspaper articles led to a general- 
ized response of reading books: Performing chores at 
home generalized to helping her son at his store. One 
month after the reinstatement of the specific instruc- 
tion for such tasks, the patient was discharged from 
the Mental Health Center. Eighteen months later, 
direct observations on a home visit showed that the 
patient was continuing her activities, feeling well and 
receiving social reinforcement for her desirable 
behaviour. 

t 


CONGLUSIONS 
The behavioural approach to clinical pro- 


blems offers specification, measurement, and 
experimental analysis of treatment effects to the 
practising psychiatrist. As in the case examples 
cited above, recording observable and clinically 
meaningful behaviours provides the psychiatrist 
with important feedback as to which treatment 
methods are effective. Techniques per se, 
whether based upon learning theory or psycho- 
analysis, should not guide clinical, psychiatric 
treatment. Rather, psychotherapeutic practi- 
tioners from all ‘schools’ should join in evolving 
a technology that germinates from an adherence 
to measurement of observable behaviour. Ob- 
servable behaviour includes verbal behaviour 
(that is, what a patient says about his experience 
and distress) and non-verbal, affective behaviour 
(that is, posture, facial expression and voice 
loudness). While behaviour therapists are 
expanding the focus of their interests to more 
complicated social, physiological, and affective 
behaviours, psychodynamically-oriented clini- 
cians might consider utilizing empirical methods 
to evaluate critically their efforts. 

The experimental analysis of single cases has 
provided an important empirical foundation to 
behaviour technology as it has been applied to 
problems of children and adults in out-patient, 
in-patient, school and home environments, 
Experimental analysis can provide critical 
evaluation of creative practices in all types of 
psychiatric treatment as well as a vital check on 
the abuses and setbacks to psychiatry by 
therapeutic fads. At the same time, experi- 
mental analysis can reveal the useful contribu- 
tions of psychodynamic psychotherapy, such as 
the power of the therapeutic relationship. 
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Nitrazepam (Mogadon) Dependence 


By P. C. MISRA 


INTRODUCTION 


Evidences suggest that the predisposed indi- 
vidual can develop dependence to various 
tranquillizers even to the extent of physical 
dependence similar to that seen with the 
barbiturates. Dependence can develop to benzo- 
diazepine derivatives, and cases have been 
reported mainly for chlordiazepoxide, diazepam 
and oxazepam. These drugs can also pro- 
duce withdrawal reactions (Hollister et al., 
1963; Barten, 1965; Krypsin-Exner, 1966; 
Bakewell and Wikler, 1966; Essing, 1966; 
Gordon, 1967; Ewing and Bakewell, 1967; 
Hanna, 1972). 

Nitrazepam has not so far been reported to 
cause dependence; it is in fact advertised by the 
manufacturers as a safe, non-addictive drug. I 
report a case in which the psychological depend- 
ence on nitrazepam reached such a degree that 
it acquired all the characteristics of an addictive 
state. 


Case REPORT 

Miss N.C., born in 1920, is an unmarried woman 
who lives on her own. Her father a pharmaceutical 
chemist, was addicted to barbiturates but there is 
no other family history of mental illness. She had a 
very strict upbringing, and as a child she was nervous 
and anxious; in spite of this, at the age of 17 she 
became a dancer and worked at her profession for 
ten years, travelling all over the country and appear- 
ing in various shows including pantomime. 

At the age of 33, in 1953, she was referred to a 
psychiatrist on account of two years alcoholism 
associated with depression. She was given a course of 
five ЕСТз; her depression resolved and she stopped 
drinking. She was prescribed barbiturates for 
insomnia, which she stopped after six months, as she 
felt that she did not need them. According to her 
geheral practitioner she remained apparently free of 
depression until 1964, but in that year she was 
admitted in a state of acute alcoholic delirium. At this 
time it was found that she had been taking carbromal 


regularly, as well as alcohol, in increasing quantities 
for eight months; she justified her drinking on the 
ground that she felt more confident and sociable with 
alcohol. After six wecks she was discharged home on 
small doses of chlorpromazine and amylobarbitone, 
in order to reduce the chance of recurrence of her 
craving for alcohol and because of her complaints of 
insomnia. Her craving for alcohol ceased, and she 
stopped taking her prescribed drugs after four to five 
months. Later, while attending the out-patient clinic 
she showed tension and irritability; these symptoms 
were partially relieved by diazepam (Valium) 
5 mgm. t.d.s., and she was eventually discharged. 
She was re-referred by her general practitioner in 
September 1968. According to him she had com- 
plained constantly for six months of not being able 
to sleep, feeling miserable, tired and tense, with lack 
of concentration and confidence. He reported that she 
had stopped taking diazepam four months after her 
discharge. She was now prescribed chlordiazepoxide, 
with nitrazepam (Mogadon) 5 mg., two tablets at 
night for her insomnia. She claimed that she had not 
taken alcohol, nor had any craving for alcohol for 
the past four years. After a short time she stopped 
taking chlordiazepoxide, but she started to consume 
increasing doses of nitrazepam. While still attending 
the out-patient clinic she sometimes obtained the 
drug from both the hospital and her own doctor and 
was in fact taking more than the prescribed dose of 
10 mg. at night (taking approximately 40-50 mg. 
daily). The patient successfully took advantage of a 
new doctor (registrar) for getting additional prescrip- 
tion of these tablets. Her hospital out-patient appoint- 
ments finally lapsed because of her failure to attend. 
In August 1969 she was once more referred to the 
out-patient clinic, and it was found that she had been 
taking nitrazepam in addictive doses, at times up to 
6-7 tablets in the course of the day. Efforts were made 
to wean her from the drug by substituting chlor- 
promazine 50 mg. t.d.s. and Mandrax, two tablets at 
night; but she became depressed, anxious and 
agitated, and continually complained that she could 
not manage without nitrazepam. She has therefore 
been allowed to take nitrazepam, one tablet q.i.d. for 
the past four years, and she still feels that she cannot 
cope without it. She claims that the tablets make her 


82 NITRAZEPAM (MOGADON) DEPENDENCE 


feel active and do not affect her attention and 
concent-ation. 

At one of her regular out-patient appointments, 
in September 1973, she displayed for the first time 
symptoms of a paranoid psychosis. Neither the 
author, nor the consultant psychiatrist who saw the 
patient at regular follow-up appointments had 
previously detected any suggestion of persecutory 
delusions. The patient expressed the ideas that: ‘At 
night police cars stop outside my house and flash their 
headlights’, ‘I am being watched by the police’, “The 
police have bugged my house and the telephone is 
being tapped’, ‘Neighbours are watching my activities 
inside my house’, and so forth. In addition she 
showed herself antagonistic and suspicious, parti- 
cularly towards her medical supervision. If it were 
not for the fact that she is drug dependent on 
nitrazepam, one would label her as paranoid schizo- 
phrenic, though her persecutory delusions were not 
accompanied by any other first rank symptoms. 


COMMENT 

Patient developed an intense dependence on 
nitrazepam after its use in treating her insomnia. 
She finds herself unable to live a normal life 
withou: this drug. This case shows clearly that 
nitrazepam dependence does occur. Symptoms 
of depression, anxiety and agitation occurred 
immediately after the drug was discontinued, 
and on two occasions were relieved by its 
reinstatement; they were probably withdrawal 
symptoms. It seems advisable, therefore, when 


prescribing nitrazepam to keep in mind the 
vulnerable personality of the patient. 


SUMMARY 


А case of nitrazepam dependence has been 
described. This drug dependence could not be 
relieved by substituting other tranquillizers. 
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Is Unilateral ECT Less Effective Than Bilateral ECT? 


By GIACOMO v’ELIA and HEINO RAOTMA 


There is a general agreement about the less 
disruptive effect on memory and the shorter 
post-treatment confusion after unilateral electro- 
convulsive therapy (UNI-ECT) as compared 
with the traditional bifrontotemporal ECT 
(BI-ECT). However, there are divergent 
opinions about its therapeutic efficacy. 


Immediate antidepressant efficacy 

The following is an attempt to present a 
concentrated review of the results of inquiries 
into the therapeutic efficacy of UNI-ECT 
appearing in the international literature up 
to the present time (February 1974). We shall 
confine ourselves to considering the anti- 
depressant efficacy, since this effect can reason- 
ably be considered as a specific one (Ottosson, 
1960, 1968). Observations about the anti- 
schizophrenic efficacy are also available (Impas- 
tato and Karliner, 1966; Abrams, 1967; 
Giberti, 1969; Sutherland et al., 1969; El-Islam 
et al., 1970; Small et al., 1970; Wessels, 1971; 
Doongaji et al., 1973). 

The different studies published until now 
are not strictly comparable because of the great 


Zinkin and Bartchnell 1968 
McAndrew et al. 1967 
Impastato and Karlaner 1966 


Halliday et al. 1968 


ve 





variation in criteria of patient selection, number 
and frequency of treatments, parameters of 
electrical stimulation, and dimension of elec- 
trodes and their distance from each other. 
The data can therefore only be presented in 
part in tabulated form. For instance, the place- 
ment of the electrodes on the same hemisphere 
has varied so widely that one could say that 
there are as many unilateral ECTs as unilateral 
electrode placements (see Fig. 1). 

However, in the following we will consider 
all UNI-ECTS as a group, and in order to make 
the exposition less complicated only electrode 
placements on the non-dominant hemisphere 
wil be taken into account (ND-ECT). In 
Table I the number of patients, the number of 
treatments and the authors! general judgement 
of the antidepressant efficacy of ND-ECT are 
presented. Further, the studies are divided into 
the following five groups, according to methodo- 
logical criteria and common shortcomings in 
the investigations (the numbers refer to the 
studies in Table I): 

Group I: No control group, open trial (1—5), 
diagnostically heterogeneous patient series (1-3). 


а!'Е1ла 1970 


Lenoaster et al. 1958 
Muller 1971 


Frontotemporal 
position 


Fio. 1.—Unilateral electrode placements. The frontal temporal electrode is common to all 
placements. The placement according to Lancaster «i al. (1958) is the most commonly used. 
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Group II: No simultaneous control (6, 8), 
no randomized assignment to treatment groups 
and no double blind evaluation of the results 
(6-8), diagnostically heterogeneous patients 
series (8). 

Group III: Simultaneous controls, random- 
ized assignment and double blind comparison, 
diagnostically heterogeneous groups (15), some- 
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times submaximal (unilateral or focal) seizures 
(тт, 12, 13, 15) or unreported type of seizure 
(9, то, 14, 16). 

Group IV: Simultaneous control, randomized 
assignment and double blind comparison be- 
tween diagnostically homogeneous groups, with 
reported maximal seizures and fixed numbers of . 
ECTs (17-21). 











TABLE I 
Immediate antidepressant efficacy 
No. of patients No. of ECTs Antidepressant 
— efficacy 
Authors BI- ND- BI- ND- 
ECT ECT ECT ECT —2 -1 о +1 +2 

Group I 

1. Bilikiewicz and Krzyzowski, 1964 .. — 13 — 4:8 x 

2. Impastato and Кешн; 1096 EN — 42 — її х 

3. Jensen, 1968 .. — 46 — — x 

4. Rinaldi et al., 1967 om — — — x 

5. Pancheri, 1969 — 20 — II x 
Group II 

6. Cannicott, 1962a ‘ 5I 40 2 6-3 x 

7. Abrams et al., 19732 .. 43 33 — — x 

8. Hinterhuber and Nowak, 1973 61 85 8 8-6 х 
Group III 

9. Di Perri et al., 1969 .. ig ES 18 18 6 6 x 
то. Giberti, 1969 EN is 16 16 8 8 x 
11. Halliday et al., 1968 . ES ne 18 18 4 4 x 
12. Lancaster et al., 1958 - zu zs 15 21 4 4° x 
13. Pavan et al., 1969 К vs m 30 30 6 6 x 
14. McAndrew et al., 1967 2e Ss 12 12 8-0 41:8 x 
15. Smalletal,1970 .. : «4 65 12 22 22 x 
16. Sutherland «t al., 1969 14 19 5:6 5'5 x 
Group IV 
17. Abrams and de Vito, 1969 .. 10 11 6 6 x 
18. Cronin et al., 1970 PE Ex I5 16 8 8 x 
19. Flemiager n al., 1970 = - 12 II 6 6 x 
20. Levy, 1968 . : 39 40 6 6 х 
21. Martin «t al., 1965 20 20 10 10 x 
Group V 
22. Bidde- «t al., 1970 А m ae 7 7 10°4 8. х 
23. Cannicott, 1962b os - 20 30 6-7 7:0 x 
24. Costello et al., 1970 .. a a 10 10 — — x 
25. d'Elia, 1970 29 30 6-2 7:0 x 
26. Sand-Stromgren, 1973 48 52 8.7 8-9 х 
27. Strain et al., 1968 А 46 50 7'5 8-4 х 
28. Valentine et al., 1968 : — — 8-8 7:2 х 
29. Zinkin and Birtchnell, 1968 20 24 8-0 8-3 х 

—2 = ND-ECT decidedly less effective 
—1 = ND-ECT somewhat less effective according to clinical impression ` 


o = equal efficacy 
+1 = 
+2 = ND-ECT decidedly more effective 


ND-ECT somewhat more effective according to clinical impression 
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Group V: As Group IV, with free number of 
ECTs (22-29). 

With only one exception, no significant 
differences in antidepressive effect were found 
between the two treatments. In the study in 
which ND-ECT was maintained to be definitely 
less effective than BI-ECT (Abrams et al, 
1973), 35 attending psychiatrists gave either 
BI-ECT or ND-ECT according to unspecified 
criteria of assignments to treatment groups. 
Two different ECT machines were used, one for 
all the bilateral and one third of the unilateral 
treatments, the other for the remaining treat- 
ments. The evaluation of the results was not 
blind. Five studies (in Groups IV and V), 
although reporting on the whole equivalent 
clinical improvement with both treatment 
methods, also report the impression that BI- 
ECT works a little more quickly (Cannicott, 
1962), „produces a greater, non-significant, 
change in depression score (Levy, 1968), 
requires slightly fewer treatments, with a some- 
what shorter stay in hospital, and produces 
more improvement in depressive self-rating 
(Strain et al, 1968), shows a trend toward 
greater improvement (Fleminger et al., 1970), 
or produces a more rapid improvement (Cronin 
et al., 1970). 

Summing up, some of the studies report the 
impression that the immediate antidepressant 
efficacy of ND-ECT is somewhat inferior to that 
of BI-ECT. However, this impression seems to 
get weaker the more adequate the methodolo- 
logical conditions under which the studies were 
performed (Table I). Further, if one considers 
all the studies in which the number of ECTs 
was free (6, 8, 14, 16, 22, 23, 25-29), the mean 
number of treatments is 7-6 for both BI-ECT 


and ND-ECT. The mean values for the studies 
of Group V are 8:0 for BI-ECT and 7:9 for 
ND-ECT. Thus there seem to be no valid 
grounds for the impression of a lower immediate 
antidepressant efficacy of ND-ECT. 


Antidepressant efficacy at follow-up 

The stability of antidepressant efficacy, as 
evaluated by means of observations at follow-up, 
is shown in Table II. From these studies it 
appears that ND-ECT is at least as effective as 
BI-ECT. 


Patients as their own controls 

Kalinowsky (1970) reported the impression 
that patients whose previous periods of de- 
pression he successfully treated with BI-ECT 
showed less convincing improvement and early 
relapse when they were treated with UNI-ECT 
in later depressive periods. On the other hand, 
patients of Cannicott (1962) and Valentine 
(1968) previously treated with BI-ECT re- 
ported, after the same number of unilateral 
treatments, the same subjective feeling of 
improvement. 

The results of a more systematic comparison 
are presented in Table III. Bidder et al. (1970) 
treated 14 patients previously included in their 
comparative study (Strain «і aL, 1968) with 
the alternative treatment method. The differ- 
ence in number of treatments in the two groups 
is not statistically significant, but there were 
clearly fewer ECTs in the ND-ECT group in 
the later study (Bidder et al., 1970). 

In the other study (Sand-Stromgren, 1973), 
of 45 patients who had previously received 
ECT by means of the bilateral treatment, 25 
were treated with ND-ECT (mean number 8:5, 











Taste II 
Efficacy at follow-up 
No. of patients No. of ЕСТ Efficacy Duration of 
Authors —— А follow-up 
BI ND BI ND —2 —1 о +1 +2 inmonths 

Bidder et al., 1970 v 7 7 7:5 8-4 x 3-12 
d'Elia, 1970 HE - 29 30 6-2 7:0 x I 
Fleminger et al., 1970 .. 12 IO 8-2 8-0 x I 
Halliday et al., 1968 ЗА 17 16 ? ? х 3 
Small et al., 1970 .. ree 65 12 22 22 x 2-3 





—_ 
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previous BI-ECT 8-о) and 20 with BI-ECT 
(mean number 8:7, previous BI-ECT 8:3). 
The interval between the preceding and the 
present treatment series varied between 1 and 
23 years. When number of treatments and 
effect of age were considered, the author con- 
cluded that there was no indication of the 
superiority of either ND-ECT or BI-ECT. 


Efficacy in severe depression 

Sand-Strómgren (1973) found no support for 
the hypothesis that the severest depression 
responded better to BI-ECT than to ND-ECT. 
In order to test this observation we reconsidered 
the results of an earlier study (d'Elia, 1970). 

In this the patients were divided into groups 
according to severity of depression. In the severe 
depression groups were included all the patients 
with an initial total rating score (Cronholm- 
Ottosson Depression Rating Scale) above the 
median value for the whole group, in the 
mild depression group the patients with an 
initial total rating score below the median. 
Global improvement was rated from ‘un- 
changed’ (о) to ‘recovered’ (3). In Table IV 
it is shown that there were no difference 
between the modes of treatment. In the ND- 
ECT group a female patient is included who 
did not improve after 15 treatments. She was 
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subsequently treated with antidepressant drugs, 
and again with BI-ECT some months after the 
first treatment series, with no therapeutic 
benefit. 


How is the impression of lower efficacy to be explained? 

One may speculate why some people have . 
got the impression of lower immediate efficacy 
of ND-ECT. A possible explanation is that the 
temporary regressive effect of BI-ECT (the so- 
called organic shock syndrome, characterized 
by memory disturbance, post-treatment con- 
fusion and some degree of emotional blunting) 
may contain some 'therapeutic component. 
This hypothesis would find support in the 
observation of an identical antidepressant 
effect of ND-ECT and BI-ECT at the follow up. 
Some patients and some personnel may feel 
that ND-ECT is not as ‘strong’ as BI-ECT, 
since the patients awake so quickly after 
ND-ECT and are less or not at all emotionally 
blunted. Another possible factor may be pre- 
conceived expectations about ND-ECT, since 
passage of the electric current through the deep 
structures of the brain, as in BI-ECT, may be 
wrongly considered as therapeutic. 

Another possible explanation is that sub- 
maximal seizures are provoked by means of 
unilateral technique. Since optimal antide- 


Tase III 
Patients as their own controls: average number of treatments during the later and previous series 














Later Previous Later Previous Antidepressant efficacy 
Authors BI- ND- ВІ. -— — 
ЕСТ ЕСТ ECT ECT —2 -1 о +1 +2 
Bidder et al., 1970 10:4 (n=7) 8:2 71 (n=7) 6:8 x 
Sand-Strómgren, 1973 — — 8:5 (n—25) 8:0 x 
TABLE IV 
Antidepressant efficacy and severity of depression 
Total rating score Global improvement score 
No. of (Mdn (Mdn) Mean no. 
Severity ^ patients Mean age of ECTs 
of de- Before 4 days after 4 days after 1 month after 
presion BI ND BI ND BI ND BI ND BI ND BI ND в ND 
Severe 19 14 48:9 46:7 i28 i455 то 1:3 2-6 2:6 2:0 2:6 64 7% 
Mild 16 16 58:0 49:7 9'4 10-4 1:3 2:9 2:5 2:2 2:3 24 бо 6:7 


None of the intergroup differences reaches the level of statistical significance 
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Taste V 
Mean values (and range) of seizure duration in EEG studies (in sec.) 








Authors BI-ECT 

d'Elia and Perris (1970)* 63:8 
37—118 

d'Elia (1970) 891 
36-204 

Small et al. (1970) Alike 

Abrams et al. (1973b) 61:9 


(n) ND-ECT (n) p 

(12) 75:1 (12) n.s 
52-12 

(24) 72:8 (25) 0.5 
32—129 

as greg бар «o 





* Intra-individual comparison. 
** Number of seizures in multiple ECT. 


pressant effect is, for each individual, bound to 
maximal cerebral seizure activity, this circum- 
stance may be the reason for an actually lower 
efficiency. 

Although duration of seizure activity is not 
correlated to treatment effect (Ottosson, 1962), 
it may give some indication as to whether 
maximal or submaximal seizures are induced. 

In Table V the duration of EEG recorded 
seizure is shown. There are differences between 
the studies dependent on the method of ND- 
ECT used, the mode of recording, oxygenation, 
relaxation, age and sex, inter-individual differ- 
ences, and number of previous treatments in the 
series. If a real difference can be demonstrated, 
as in Abrams et al. (1973b), it indicates that 
ND-ECT did not induce maximal seizures. 

During seizure, no asymmetry (Rinaldi ei al., 
1967) or higher amplitude on the side opposite 
to the stimulation (Small e£ al., 1970) have been 
reported. However, higher amplitude on the 
stimulated hemisphere was detected by means 
of electronic voltage integrators, where inter- 
hemispheric differences could not be assessed 
by visual inspection (d'Elia and Perris, 1970). 
If significant interhemispheric differences are 
found they can indicate submaximal seizures. 

Seizure termination after ND-ECT is as a 
rule clearly limited (Rinaldi et aL, 1967; 
Abrams et al., 1973b), but it is followed by flat 
records (at least on the unstimulated side) less 
often than after BI-ECT (Rinaldi et al., 1967; 
Small et al., 1970; Abrams et al., 1973b). The 
teadency of ND-ECT to terminate without 
eléctrical silence has been interpreted in 
multiple ECT (3-4 treatments at the same 
session) (Abrams et al., 1973b) as a consequence 


of submaximal seizures which have lower 
antidepressant effectiveness. 

Summing up, significant differences in seizure 
duration, in seizure and post-seizure pattern 
between the hemispheres indicate submaximal 
seizures and reflect inadequacy in treatment 
technique. 


CONCLUSIONS 


The review of studies performed under ade- 
quate methodological conditions shows that 
ND-ECT has the same antidepressive effect as 
BI-ECT. This is in agreement with our know- 
ledge that the antidepressive factor of ECT is 
bound to the seizure. ND-ECT has the advant- 
age of a much lower frequency and intensity of 
side effects. In endogenous depression, ND-ECT 
should be the treatment of choice. 

The data concerning the therapeutic efficacy 
of ND-ECT in other mental disturbances, such 
as schizophrenia and confusion, do not at 
present allow any objective evaluation. In these 
cases it is not clear whether ECT is an electrical 
or a convulsive treatment. However, present 
evidence indicates that ND-ECT and BI-ECT 
are equally efficacious. 


Practical advice 


Technically, ND-ECT may be less simple 
than BI-ECT. In order to obtain a maximum 
of antidepressant efficacy coupled to a minimum 
of side effects some technical requirements are 
necessary. We would recommend the following: 

(1) Drugs with anticonvulsant effect, such as 
diazepines and long-acting barbiturates, should 
be avoided. 
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(2) A minimum dose of narcotic should be 
used; deep anaesthesia is not necessary. 

(3) The electrodes should be sufficiently 
large, at least 4 cm. in diameter, in order to 
avoid focal stimulations. | 

(4) The distance between the (midpoints of 
the) electrodes should be at least 12—13 cm. in 
order to stimulate a sufficiently large area, 
capable of inducing and sustaining a generalized 
seizure. 

(5) A long sweep of brief stimuli should be 
used in order to allow stimulation on the seizure 
threshold. 
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Book Reviews 


ABUSES OF PSYCHIATRY 


Abuse of Psychiatry for Political Repression in 
the Soviet Union. UNITED STATES SENATE 
COMMITTEE ON THE JuDIaIARY. New York: Arno 
Press. 1973. Pp. 241. Index 14 pp. Price £4.75. 

I was asked to provide a brief review of this book 
and with this in mind I read it almost as soon as I 
received it. From a literary viewpoint it is a slight 
work; a book for the library rather than for the 
average psychuatrist’s bookshelf, and not one that 
will help the junior psychiatrist to pass any examina- 
tion. It consists of a short verbatim transcript of a 
hearing before a sub-committee of the U.S. Senate 
held in September 1972, at which a distinguished 
Soviet mathematician, D. Yesenin-Volpin, described 
here as “опе of the most celebrated dissidents to 
emerge from such confinement', presented evidence 
relating to the wrongful compulsory detention of 
several Russian citizens in psychiatric hospitals and 
gaols, and this is followed by a series of appendices 
consisting of biographical and autobiographical 
accounts of these detentions. 

When I had finished the book, I found it impossible 
to write a brief and therefore trite account of the 
impact it had made on me. Indeed, I felt totally 
inadequate to review it at all, and it has lain on my 
desk for weeks, a constant reproach to me. Having 
now started to discuss it I cannot dismiss it in a few 
lines, but I am acutely aware of how banal my 
comments must be beside the elemental implications 
of its contents. 

Pre-revolution Russia had one of the world’s 
most repressive regimes. Soviet Russia has achieved a 
monolithic socio-political structure which makes all 
aspects of life subservient to the State in a way which 
would have gladdened the heart of any Tsar and 
which is unimaginable to us. 

Russia has inherited a paternalistic mode of 
thought and a bureaucratic form of government 
which in many ways are a continuation of pre-1917 
circumstances. Its vast geographical arca represents 
the results of a successful 'Tsarist imperial policy, but 
equally a reservoir of varied and potentially dis- 
affective thought. Early revolutionary Russia almost 
split into its component nations and an enormous— 
and continuing—effort was required to keep it 
together. The subsequent addition of subservient 
client states, particularly those of Eastern Europe, 


has added greatly to the sphere of Russian influence 
but has also necessitated an intensification of re- 
pression to ensure that the whole remains intact. 

Internal repression is a sure sign of internal weak- 
ness. Russian authority must appreciate, though it 
cannot acknowledge, that nearly sixty years of 
Soviet rule has come nowhere near producing the 
ideal Socialist Society or the ideal Socialist man. 
Despite the cult of uniformity and State-control, 
many people remain independent-spirited, inquisi- 
tive, anti-authoritarian and sometimes even religious 
in their personal lives. This situation must be analo- 
gous to previous stages in our own history, and the 
wonder is always that, despite persecution, some 
human beings can triumph over the system, even if 
they have to be martyrs. Something of this order 
seems to be happening in Russian society today. 

We in the West have come to expect as un- 
questionable rights a high standard of living, un- 
limited personal freedom, work security, prolonged 
leisure, good health and long life. We have a de- 
creasing sense of obligation for such privileges, and 
we forget the many centuries of struggle to attain 
them, or the cost to socicties other than our own in 
order to maintain them. This book is about people 
who are prepared to make profound sacrifices and 
who suffer real repression and persecution, whose 
opponents are not relatively amiable British police- 
men but the whole apparatus of State authori- 
tarianism, and whose sufferings are at times on a 
par with those of the early Church martyrs. It is 
almost incredible that repression is not totally 
effective, and we can only guess why execution has 
been replaced by mental persecution. It seems strange 
to us that the authorities go to the trouble of de- 
claring some dissidents to be mentally disturbed with 
the consequent need to detain and treat them—and, 
even stranger, often eventually to release them. 
Perhaps this is a propaganda exercise to show the 
Russian public that these ‘unfortunates’ no longer 
rebel against Society when they are 'cured', but if 
80 it seems to be backfiring. Part of me likes to think 
that, horrible and misguided as it is, there may be 
the kernel of a humanitarian impulse here, and that 
the Russians are genuinely moving away from their 
historical tendency to apply the solution of death as 
their principal means of ensuring conformity. 

That twentienth-century Soviet psychiatry should 
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be conniving in the maltreatment of political pri- 
soners is appalling and should be unswervingly 
condemned. Psychiatry should have no part in mal- 
treating anyone, and despite the malicious accusations 
hurled at it present-day British psychiatry is a 
specialty with a high level of concern for the human 
situation. It is when underprivileged and demoralized 
conditions are allowed to prevail that scandals occur; 
that they still do is a condemnation of our own social 
values. 

Soviet psychiatry is maltreating Russian citizens, 
and this must cease. Against all the odds, Western 
public opinion does seem to have some effect in 
modifying Russian official attitudes, so we must in 
all conscience strive to make them temper their 
inhumanities and stop this abuse of our specialty. 
We must somehow persuade Russian psychiatrists to 
dissociate their clinical from their political zeal. 

Meantime, what to make of the victims them- 
selves? Are they heroes, fanatics, psychopaths or 
madmen? Are they fools for God? But most of these 
men have no God other than the State which perse- 
cutes them and which in many cases they still 
worship, though deprecating abuses in its manage- 
ment. After reading accounts like this, I cannot say 
what they are, though I suspect that some must be 
heroes while some must truly be insane. Whatever 
they are, they make me feel diminished and they make 
me feel ashamed when І think of the decadence and 
the trivia which so obsess us in Britain today. And 
yet, despite this shame, I cannot but rejoice that 
human individuality can apparently remain so 
indomitable, whatever the cost. 

ALISTAIR Munro. 


COMMUNITY PSYCHIATRY 


Roots of Evaluation: the Epidemiological Basis 
for Planning Psychiatric Services. Edited by 
J. К. Wine and Н. Harner. Nuffield Provincial 
Hospitals Trust: Oxford University Press. 1973. 
Рр. 360-+xv. Price £8.50. 

The Second World Symposium on Psychiatric 
Epidemiology was held at Mannheim in July 1972. 
The composition of the audience and the papers 
presented impressed on our foreign colleagues the 
message that epidemiology is alive and well and living 
in London. 

The high points of the conference were the excellent 
hospitality of our German hosts, the hilarious pre- 

tion by Dr. Sartorius on the World Health 
Organization, and the stimulating and provocative 
papers by Dr. George Brown and Dr. Lee Robins. 
Since one cannot hope to capture hilarity or hospi- 
tality in the pages of a book, and since only the last 


named paper is included in the present publication, 
the reader is left with a collection which includes 
some workmanlike papers, of which many have 
been published in broadly similar form elsewhere. 
By the time this review appears in print it is likely 
that two and a half years will have passed since the 
original conference, so the reader of this Journal will 
ask himself whether he should spend £8.50 to obtain 
the papers that can only be found here. The answer is 
no, unless he is a library. The book contains twenty 
papers divided loosely into five sections, of which 
the last three deal with the evaluation of services for 
children and adolescents, for the elderly, and in the 
community. As might be expected, within each 
section the standard is uneven, but there are nonethe- 
less many interesting papers. Dr. Brooke’s translation 
to the World Health Organization gives us the benefit 
of her views on the pitfalls of international statistics, 
while Dr. M. Kramer’s paper on the use of statistics 
in planning community psychiatric services in the 
United States is a model of clarity. Psychiatric services 
for children are evaluated in the United States by 
Dr. Lee Robins and in the United Kingdom by 
I. Kolvin; these are authoritative and most compre- 
hensive reviews, and departmental librarians might 
wish to buy the book for these alone. In the section on 
psychogeriatrics there is a useful paper by Sir Martin 
Roth on the principles of providing a service, while 


' Drs. Sainsbury and Grad de Alarcon contribute a 


valuable chapter on the evaluation of a psycho- 
geriatric service in Sussex. Elsewhere, Dr. Kreitman 
ruefully concludes his essay on the prevention of 
suicidal behaviour by saying that ‘it is no part of the 
epidemiologist’s task to bring comfort to anyone’; 
but Miss Goldberg is able to bring a little comfort to 
social workers in her chapter on ‘services for the 
family’. 

Although, unfortunately, the whole book does not 
live up to its title, it is probably as near as we are 
going to get to it for the time being. 

Davip GOLDBERG. 


Support Systems and Community Mental 
Health. By Geratp Cartan. New York: 
Behavioral Publications. 1974. Pp. xvii+267. 
Index g pp. Price not stated. 

In his introduction to this collection of essays, the 
author remarks that he has left the original texts 
unaltered, ‘so readers may study for themselves how 
my ideas have evolved over the years’. This thoughtful 
suggestion is actually less easy to follow than might 
be supposed. The pieces are not arranged in chrono- 
logical order; nor are they evenly spaced. Four date 
from the mid-fifties, while most of the remainder 
have been written within the past few years. Further- 
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more, the book as a whole concentrates on one 
aspect of preventive psychiatry; namely, the training 
of those ‘primary .care-givers—family doctors 
nurses, social workers, teachers, clergymen and 
voluntary workers—who have most frequent contact 
. with distressed and mentally disturbed people. The 
psychiatrist’s role as an advisor on public policy 
and legislation receives less attention than in Dr. 
Caplan’s earlier books. This change of emphasis 
may have resulted from growing experience, or a 
measure of disillusionment with the political scene: 
the point is not made explicit. 

Prospective buyers may care to note that, contrary 
to the statement on the book’s dust-jacket, its contents 
were not all previously unpublished. Four of the ten 
essays are to be found, in much the same form, in the 
volume An Approach to Community Mental Health, 
which first appeared in 1961 and was re-issued as a 
paperback only five years ago. Anyone who already 
has a copy of that book should think twice before 
buying the new one. 

Brian Cooper. 


NEUROPSYCHIATRY 


Hemisphere Function in the Human Brain. 
Edited by Sruart J. Рімомр and J. GRAHAM 
Braumont. London: Paul Elek (Scientific Books) 
Ltd. 1974. Pp. 382. Index 15 pp. Price £7.50. 

Fourteen substantial chapters by widely acknow- 
ledged experts deal with aspects of a fundamental 
theme, namely the organization of function within 
the brain. Particular emphasis naturally falls on 
problems of hemisphere specialization and inter- 
hemispheric collaboration, both in relation to 
pathology and in relation to the functioning of the 
healthy brain. The editors have achieved a first rate 
balance between contributions which report detailed 
and often very intricate studies and others which 
summarize, analyse or simply ponder the possibilities 
and psychobiological implications of the present 
state of knowledge. 

For the specialist and the experimentalist already 
immersed in the complexities of the subject the book is 
clearly of the utmost importance. Many of the 
chapters are likely to be a source of reference for 
many years to come. Some will doubtless also prove 
to be a source of inspiration in providing fresh ideas 
for explorations in a rapidly developing field. For the 
non-specialist, whether psychologist, neurologist, 
psychiatrist or biologist, there are fascinating things 
to be discovered: that an anatomical correlate of left 
hemisphere dominance for speech does in fact appear 
to exist; that left-handers may have brains which 
are more diffusely organized in several respects than 


right-handers; that dominance of one hemisphere 
for speech may derive at least in part from inhibitory 
effects on the language capacities of its fellow; and 
that Australopithecus, man’s ape-like ancestor, 
appears to have wielded weapons with his right hand 
and to have had an enlarged parieto-occipital region 
on the left side of the skull. Psychiatrists will note that 
anomalies of interhemispheric function have been 
detected, albeit in a very preliminary manner, in 
schizophrenic patients. 

In places one might venture to criticize theory 
building which occasionally proceeds from rather 
slender foundations, but at least the foundations are 
always well displayed to view. It is certainly valuable, 
indeed essential, to have such a book which allows us 
to pause, consolidate and evaluate just where the 
current flow of research and of new theoretical inter- 
pretations is taking us. 

W. A. LISHMAN. 


Awakenings. By Otiver Sacks. London: Duck- 
worth 1973. Pp. хіу+ 255. Price £3.25. . 

In the 1920s and later one of the more pathetic 
duties that fell to the lot of a junior doctor at any 
large neurological or psychiatric out-patient clinic 
was to care for the sufferers from the chronic sequelae 
of encephalitis lethargica. Despite their very distress- 
ing symptoms, parkinsonism, bradykinesia, salivation 
and oculogyric crises being among the commonest, as 
a rule they maintained a remarkable equipoise and a 
good deal of stoicism, contrasting strongly with the 
general run of neurotic patients. Though very little 
could be done for them, they could as a rule maintain 
very good rapport with their doctors and their families. 
Those who could not went into mental hospitals. 
Particularly interesting for the psychiatrist were 
obsessional-like psychic symptoms, such as forced 
thinking, that gave a hint to the open-minded that 
neuroses and encephalopathies might share some of 
their neurophysiological mechanisms. 

In the course of the years these patients have 
practically disappeared from clinical practice. The 
world epidemic of encephalitis lethargica of 1916-1917 
caught a cohort of individuals of whom now only 
the youngest survive. Dr. Sacks has had the almost 
unique experience of working in a hospital, the 
Mount Carmel Hospital, which cares for the largest 
surviving group of post-encephalitics in America and, 
one supposes, the largest in the world. In 1967 
Cotzias introduced treatment by laevohydroxy- 
phenylalanine (L-DOPA); and in 1969 it could, be 
given to the patients at Mount Carmel. 

Dr. Sacks describes in excellent clinical detail the 
remarkable experiences undergone by his patients 
when put on this drug. He gives us twenty informative 
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and striking case histories. Nearly all, about go per 
cent, of the patients showed at least some degree of 
‘awakening’ from their blocked and frozen state. In 
some it was to near normality, and in some it occurred 
with almost explosive suddenness. Most of those who 
recovered like this subsequently relapsed. The pattern 
of reaction in these post-encephalitic patients seems 
+ to have been atypical, much more acute and more 
unpredictable than in the now standardized treat- 
ment of Parkinson’s disease. 

The story Dr. Sacks has to tell centres on the 
psychic reactions of mental cripples suddenly finding 
themselves alive again. The case histories are the 
substance of the work and are a valuable record of 
very strange events. Dr. Sack’s concluding chapters 
of philosophical ruminations, adorned by quotations 
from ancient and modern belles lettres, add little to 
the value of the annals, which remain unique. 

Еллот SLATER. 


The Thyroid Axis, Drugs and Behaviour. 
Edited by A. J. Prance, Jnr. New York: 
Raven Press Publishers. 1974. Pp. vii+ 199. 
Index 5 pp. Price $17.50. 

This volume comprises a series of papers originally 
presented at a meeting of the American College of 
Neuropsychopharmacology held in December 1972 
in San Juan, Puerto Rico. Many of the papers have 
been brought up to date by the addition of data 
derived from more recent work. 

As the title implies, its primary object is to focus 
upon points of convergence relating to three areas of 
research: thyroid function, drugs and behaviour. 
These studies, which include clinical, biochemical as 
well as experimental investigations in animals, are 
only examples of the work that haa been and is being 
carried out in this area, and have been selected to 
highlight important inter-relationships between these 
areas of research. 

Therapeutic possibilities arising from experimental 
work are tested in a number of investigations, albeit 
in a relatively small number of patients. Thus in one 
clinical study involving 27 female patients with 
primary unipolar depression, L-triiodothyronine (T3) 
is shown to accelerate the speed of action of imipra- 
mine. A similar enhancement of therapeutic action 
was found in a double-blind trial involving 20 schizo- 
phrenic patients treated with chlorpromazine. Other 
studies investigate the subjective responses in normal 
women (10 in number) of intravenous thyroid 
releasing hormone, as well as the therapeutic effect 
of af single injection of this hormone in 10 women 
by means of a double-blind crossover comparison. 

This book will be read with interest by neuro- 
biochemists as well as by clinicians. It is provocative 


in the sense that it poses more questions than it even 
attempts to answer, and so will not fail to stimulate 
further interest and work in this relatively new and 
rapidly expanding area of psychoendocrinology. 
KURT 5анАргкА. 


CHILDHOOD 


Bladder Control and Enuresis, Edited by 
I. Korvin, К. C. MacKerru and S. К. Mzapow. 
London: S.I.M.P. Clinics in Developmental 
Medicine, Nos. 48/49. William Heinemann 
Medical Books. 1973. Pp. xvi+313. Indices 
13 pp. Price £6.20. 

This is a collection of papers that resulted from 
an international Colloquium on the subject at 
Newcastle on Tyne. There are many distinguished 
contributors, and it is impossible briefly to do more 
than select a few themes that struck me personally 
as exceptionally interesting. The great variety of 
material gives some impression of a lack of coherence, 
and an overall view is thus impossible. 

There are eight sections, concerned with various 
aspects of the subject, epidemiology, development and 
physiology, etc., and finally suggestions for further 
research, of which Rutter’s comment that the clinical 
subgroups of enuretic children must first be ade- 
quately identified seems the most valuable. A clinician 
for whom the different basic presentations of enuresis 
seem to be clinically clearly recognizable may receive 
some shocks. The definition of the condition seems to 
be a matter for doubt, also of such subgroups as are 
mentioned. However, there are several papers that 
are of practical use. 

Scott advocates the physical investigation of 
enuretic children only if proven urinary infection is 
present, when he says that there may be physical 
abnormalities of the urinary tract in as many as half 
of the cases. These nearly all have enuresis of the 
secondary type. He also recommends investigation if 
there is haematuria or pain in the renal area, Accord- 
ing to Stansfeld in about $0 per cent of enuretic 
children with a urinary infection the enuresis clears 
once the infection has been successfully treated. It is 
clear from both these papers that a mid-stream urine 
specimen should be sent for bacteriological examina- 
tion routinely in cases of enuresis. 

Kolvin and his colleagues propose two groups of 
enuretic children. The primary group are consistently 
enuretic from infancy, may have a family history, and 
appear to be slow to mature physically in other 
respects. It seems that children in this group respond 
well to pad and bell conditioning. In the other there 
are probably two subgroups, both of children who 
have been subjected to stress; in one this has led to 
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dryness being poorly acquired and subsequent 
enuresis, in the other to wetting, or ‘onset’ enuresis, 
after stress follows a period of dryness. These is no 
agreement on how long the dry interval must be to 
qualify for this label. Psychological disorder is present 
in children of this whole second group par excellence, 
though of course there is some overlap. Graham 
describes psychological disturbance in enuretic 
children in vivid terms, and there are helpful accounts 
by Meadow and by Dische giving details of their 
doubtless very effective programmes of management. 

There seems to have been insufficient study of 
children with severe psychological problems and 
enuresis, for example there are no papers on children 
with enuresis in specialized institutions such as 
boarding schools for the maladjusted, or children’s 
homes. 

There is a fascinating paper from Bakwin on 
genetic aspects of enuresis and a contribution from 
Douglas showing that there is a connection between 
enuresis and stress in the third and fourth years of 
life. There are also several extensive review papers. 
All this will doubtless make this a useful reference 
volume, but its high price and great diversity of views 
may make it of restricted use to the practising 
clinician. Perhaps the research that it should stimulate 
will engender a more definitive edition in due course. 

E. A. FROMMER. 


Perception and Understanding in Young Chil- 
dren: An Experimental Approach. By PETER 
Bryant. London: Methuen. 1974. Pp. viii+ 195. 
Price 52.90. 

Recent text books in child psychology have devoted 
much space to Piaget’s writings on the growth of 
understanding in children. Partly because of a dearth 
of good experimental work and partly because his 
writings are so obscure and difficult (therefore they 
must be important!), generations of students have 
had to come to terms with the ubiquitous mechanisms 
of accommodation and assimilation, and have learned 
that some tasks are impossible before particular ages. 
Now they will have to relearn that Piaget’s views of 
the child’s world are just that—Piaget’s views and 
not necessarily the child’s. 

In this elegant, timely and brief volume, Dr. 
Bryant produces strong experimental evidence which 
not only challenges Piaget’s ideas, but even more 
importantly synthesizes the old and the new findings 
into a newer theory of perceptual development. 

Bryant has always pointed out that developmental 
psychology owes a great deal to Piaget—not so much 
for what he discovered as for highlighting problems 
which required solutions. Much of the experimenta- 
tion carried out by Piaget and hisfollowers is methodo- 
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logically unsound; both the well known and the more 
subtle inadequacies are discussed in this book. Bryant 
has chosen not to review Piaget’s work but rather to 
concentrate on a few critical issues. 

In a series of related, ingenious and simple experi- 
ments, Bryant demonstrates that very young children 
can make inferences about their perceptual world, 
often using cues from noting the relationship between 
an object and its context. This simple idea is expanded 
to provide an explanation of many of the crucial 
phenomena encountered in traditional conservation 
experiments. 

The importance of this book lies both in its demon- 
stration of elegant experimental techniques in working 
with young children, and in the optimism it will 
eventually bring to all concerned with their educa- 
tion. Realizing that children can make deductive 
inferences at an early age, educators will have to 
rethink some of their approaches to the teaching of 
young children. The studies related to understanding 
of number have crucial implications for the future 
teaching of mathematics. 

This book will cause many people to take fresh 
thoughts on the subjects here dealt with, and so it 
can be strongly recommended for all students of 
child development. 

WILIAM YULE. 


Childhood Behaviour and Mental Health. By 
MicHAEL SHEPHERD, Bram ОРРЕМНЕМ and 
Sema Мітсне1. London: University of 
London Press. 1972. Pp. 240. Price £3.40. 

This monograph reports a large scale survey of the 
prevalence of deviant behaviour among children in 
the county of Buckinghamshire. The main survey 
was carried out in 1961 and involved over 6,000 
children, randomly selected as representative of the 
Local Education Authority school population in 
the county. Two and a half years later, in 1964, the 
authors carried out a follow-up study on a sub-sample 
of their original population. Finally, the authors 
report a subsidiary study involving a comparison of 
50 children referred to a Child Guidance Clinic at 
the time of the main survey and 50 matched controls. 

For all of these studies, the principal research 
instrument was a carefully designed questionnaire 
completed by the mother, consisting for the most part 
of multiple-choice descriptions of behaviour, so 
allowing an assessment to be made on the basis of 
37 behavioural items which are generally accepted as 
sometimes symptomatic of maladjustment. In addi- 
tion, a questionnaire was completed by the tlass 
teacher, bearing more on behaviour in school and on 
academic success. Both these instruments were again 
used for the follow-up sample. The parents of clinic 
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cases and their controls were also interviewed both in 
the original study and at follow-up. 

The survey provides a comprehensive picture of the 
comparative prevalence of ‘abnormal behaviour’ in 
the population as a whole. In agreement with other 
such studies, it finds this prevalence to be relatively 
high, especially for some items such as food fads, but 
' much lower for others. Despite the relative common- 
ness of many items, the cumulative ‘score’ based on 
the number of ‘deviant’ items (occurring in less than 
10 per cent of the sample) is high in only a small 
proportion. 

Apart from the detailed data on prevalence, 
perhaps the most significant findings to emerge are: 

(т) Of the many possible ‘causes’ of disturbance 
examined by the authors few show a high correlation 
with actual deviance, but there is a significant 
association with physical illness and also with a 
history of separation; 

(2) Nearly two thirds of the children who were 
disturbed in 1961 were no longer so rated in 1964; 

(3) Both severity of symptoms and rate of sponta- 
neous recovery (60-65 per cent) were comparable in 
the clinic children and their matched controls. 

This reviewer has few criticisms to make. The work 
is a careful study, very clearly presented, and con- 
tains no claims that are unsupported by the evidence. 
Figures and tables are clear and easy to follow, and 
there are useful summaries at strategic points in the 
work. 

The authors themselves are a little unhappy about 
their use of number of symptoms as the sole index of 
deviance, *when a diagnostic categorization based on 
the clustering of related symptoms might have 
proved more revealing. Some attempt at such 
clustering was made and is reported in the Appendix. 
It was not very successful, owing in part to the in- 
adequacy of programmed methods then available. 
It might be useful to repeat the effort with the 
existing data, using more up-to-date methods, and 
future studies of a similar nature will need to bear in 
mind that further advance in this ficld will largely 
depend on the refinement of statistical methods 
whereby clusters of symptoms may be combined to 


reveal meaningful syndromes. 
E. A. LUNZER. 


MENTAL RETARDATION 
Bernard—Bringing up our Mongol Son. By Joun 
and Ensen Wiss. London: Routledge and 


жк Раш. 1974 Pp. 160. Price £3.00 (£1.50 


This ay produced volume tells the 
story of Bernard, a child with Down’s syndrome, 
growing up in an intelligent, caring family. 


Both parents are of professional background and 
fortunately were capable of accepting this family 
tragedy and giving Bernard the kind of childhood 
for which so many mentally handicapped children 
do not have the opportunity. The ‘story’ is so well 
written that one lives with the Wilks family as they 
cope with the child’s developmental delay, the frustra- 
tions of his slowness in toilet training, and his obstinacy 
and bad behaviour in particular with his mother. 
They have been able to be objective about Bernard’s 
difficulties and have found ways of coping without 
allowing their other children to suffer. 

It is refreshing to find that the blame so often 
placed on the inadequacies of the social and medical 
services is not there; instead thoughtful use is made of 
help offered by the caring services and these are 
discussed constructively. 

This is a book with a message to both parents and 
professional workers, and the style of writing makes 
for enjoyable and worthwhile reading. 

D. J. Bioknew.. 


The Economics of Mental Retardation. By 
RoNarp W. Соміку. Baltimore: Johns Hopkins 
University Press. 1973. Pp. xiii-377. Price 
$15.00. 

Until recently there have been few attempts to 
plan comprehensive services for the mentally retarded, 
and facilities have often arisen on an ad hoc basis, 
being greatly influenced by current public and 
political attitudes. These have often focussed on 
isolated aspects of the services, and this has resulted 
in resources being devoted disproportionately to 
different preventive, assessment, day care or 
residential provision, without any systematic attempt 
at evaluation of the efficacy of the total service. ·, 

There is often a reluctance to consider the economic 
aspects of services for the handicapped, and yet such 
knowledge is essential for the effective distribution of 
available resources. This book sets out to rectify this 
situation in a clear and masterly fashion. 

The author, an economist in health care planning, 
points out that the role of economics in the health 
and rehabilitation field is often questioned by other 
professionals who use the argument that many of 
the qualities that make life worth while cannot be 
valued in monetary terms. Economists, however, 
find it as necessary to resort to judgements of value 
as others involved in planning, but econamic analysis 
does aid decision-making by reducing uncertainty as 
to the effective use of resources. 

He reviews the epidemiology of mental retardation 
and provides a cost-benefit analysis of the various 
rehabilitative, educational, residential and prevent- 
ive services in the U.S.A.; and he concludes that 
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more precise use of available knowledge about 
prevention and a redistribution of available resources 
towards community care and rehabilitation could be 
effective in reducing the degree of handicap and 
producing a more balanced programme, in which 
many more mildly retarded people than at present 
could be gainfully employed and a better and more 
humane service provided for the more severely 
retarded. 

Although a mass of data about the epidemiology 
of mental retardation and the resources provided is 
covered in the book, the main criticism must be of 
the inadequacy of this data for planning alternative 
services; thus little mention is made about the 
possibility of evaluating current changes which are 
taking place in various areas in the U.S.A. at present 
and thus systematically evaluating the effectiveness of 
various innovations before these are introduced 
generally. Although the data in this book refer to the 
U.S.A., the general principles of evaluation which are 
outlined will be equally applicable in this country 
and will make this book particularly useful to planners 
and clinicians involved in the planning of services for 
the mentally retarded. 

J. A. CORBETT. 


HOSPITALS 
Not Made of Wood. By Jan Fouprame. London: 
Quartet Books. 1974. Pp. xi+417. Price £3.95. 

In this book (subtitled rather ambiguously ‘A 
psychiatrist discovers his own profession’) the author 
describes his personal odyssey from the traditional 
mental hospitals of the Netherlands to the psycho- 
analytic institutions of the U.S.A. and back again. He 
despairs of how the psychotic is treated in both 
continents, and he makes use of vivid case-histories 
to demonstrate the failures not only of ‘organic’ but 
also of ‘psychological’ psychiatry. The most readable 
and telling part of the book describes his efforts to 
organize a therapeutic community in a long-stay 
villa of a private, psychoanalytically-oriented 
hospital in the U.S.A. Anyone who has engaged in a 
similar venture will recognize the (apparently) 
universal reactions evoked. Dr. Foudraine returns to 
his homeland, imbued with reforming zeal, to be 
met with the cool indifference which is the lot of 
prophets in their own country. The final chapters 
criticize psychiatry’s obsession with the ‘sickness 
model’, its emphasis upon classification, and its 
increasingly irrelevant link with the discipline of 
medicine. The future, the author argues, lies in 
closer collaboration with social sciences, recognition 
that most patients suffer from ‘problems in living’, not 
diseases, and the elaboration of community resources 
rather than residential care. 
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This is a fascinating book; but it tends to be diffuse, 
uneven in quality and sometimes one-sided in 
argument, and the translation includes errors of 
grammar and idiom. Each chapter ends with a list of 
references and short extracts from the literature. 
These enhance its value for the professional reader. 
Should it become in Britain and the U.S.A. the, 
best-seller it is reputed to be in Europe, the anti- 
psychiatry movement may become better informed 
in its criticism. 

J. К. W. MORRIC. 


Social Therapy in Psychiatry. Ву Davm H. 
CLARK. Harmondsworth, Middlesex: Penguin 
Books Ltd. 1974 Pp. 153. Index 3 pp. Price 45p. 

Dr. Clark is one of the pioncers of Social Therapy 
in this country, along with Maxwell Jones and others. 

His book traces the movement, from its historical 

origins in the late eighteenth century to its present 

status in mental hospitals and other institutions. 

Social therapy is a complicated approach, of which 

perhaps the two major components are activity 

(sheltered workshops and industrial rehabilitation) 

and discussion of feelings and problems in ‘demo- 

cratic? groups. It seems to the reviewer that the 
author makes out a better case for the former than 
for the latter, especially in the ‘results’ chapter, 
where the activity parameter is well supported by 
Wing’s work. The book is readable and convincing 
and does not shirk the difficulties involved in social 
therapy, but it has one tiresome feature, namely the 
quoting of anecdotal examples in the ‘bedtime story’ 
manner—‘A doctor was puzzled why a ward in his 
care seemed so static . . .'; ‘An enterprising superin- 
tendent was “humanizing” his hospital . . ." etc. 

Despite this feature, and the associated popularizing 

flavour of the book, it remains a useful introduction 

to an important field in psychiatry. 
MICHAEL CROWE. 


PSYCHOLOGY 
Operant Condi-ioning: An Experimental Analy- 
sis of Behaviour. By Dezrex BLAQKMAN. 
London: Methuen & Co Limited. 1974. 
Pp. x--237. Index 10 pp. Price £3.20 (Paper- 
back edition, £1.40.) 

Operant conditioning, like psychoanalysis, has 
often been the focus of polemical debate and mis- 
understanding. It is therefore a refreshing experience 
to read a book which treats a difficult and conteptious 
area in a clear and sober way. Indeed, this excellently 
presented book makes a very real contribution to a 
proper appraisal and understanding of operant condi- 
tioning. 
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In the first place, Dr. Blackman has taken the 
trouble to spell out, in cogent terms, the philosophical 
background to this topic area, placing it in the 
context of developing behaviouristic psychology. 
Secondly, he avoids the many pitfalls associated with 
similar presentations, identifying and dealing with the 
questions and problems of the reader approaching 

“this subject matter for the first time. Finally, the 
material is arranged in a way which will enable the 
intelligent beginner to acquire a sound grasp of facts, 
findings and possibilities in the field. 

Clearly Dr. Blackman had in mind an introductory 
text but he has managed to develop his material in а 
way which will have broader appeal and should be 
of value to many seasoned professionals. 

Without doubt, this book will find its way into the 
recommended reading lists since it constitutes one of 
the most interesting, readable, and sound contribu- 
tions to this subject. 

Н. К. Вексн. 


Obedience to Authority. By S. Мп.овлм. Tavistock 
Publications. 1974. Pp. xvi4-224. Price £2.50. 

A decade ago Milgram carried out a dramatic 
series of experiments in which he persuaded perfectly 
respectable citizens to torment their fellow men in the 
name of science. These studies are here set out in 
book form, along with a general discussion of the 
nature of authority as this particular social psycho- 
logist sees it. 


The experiments revolved around the central ploy | 


of paying naive subjects to take part in an experiment 
allegedly designed to investigate the effect of punish- 
ment on learning. The subject would find himself in 
front.of an impressive piece of electrical apparatus, 
reading out lists of words to the ‘victim? and admini- 
stering ‘electric shocks’ of ever increasing intensity, 
as the victim failed to learn successfully. At a set level, 
the victim would begin to protest in agonised tones 
that he wished to be released from the experiment, 
while the official in charge would instruct the subject 
to proceed with the experiment and administer 
further shocks up to ‘danger’ level. The victims were 
stooges who were simulating pain, and at the end of 
the experiment the true situation was revealed to the 
subject. He was either congratulated on having 
refused to proceed with the punishment or reassured 
that in obeying authority and continuing to admini- 
ster the shocks he was merely behaving like the 
majority of subjects. 

pen undertook variations on the theme. He 
found that the tendency to carry on with the experi- 
ment and give the victim further shocks was reduced 
if the subject was physically close to the victim, if he 
was further away from the source of authority, if the 


Source of authority was an ordinary man without 
official position, if two sources of authority gave 
incompatible orders, and if there were other people 
around who protested at the idea of carrying on 
with the punishment. 

However, to the world at large and to Milgram 
himself the most startling finding of the whole series 
of experiments was the willingness of a majority of 
subjects under standard conditions to administer 
what they believed to be painful and dangerous 
electric shocks, even when the victim was *crying out 
in protest and agony’. Why this should so surprise us 
who have lived in a twentieth century of totalitarian 
states is itself something of a mystery. 

The experiments are well worth writing up in 
book form, in that they confront us with a dramatic 
presentation, within the laboratory, of a fundamental 
human situation. They have generated fierce argu- 
ment—a proper purpose of psychological experi- 
ments. The argument has included strong attacks on 
Milgram’s own morality in deceiving (some say 
cruelly deceiving) his subjects. It may be that in so 
doing Milgram was, like his subjects, only manifesting 
obedience to the authority of ‘Science’. 

The weakness of the work lies in its lack of an 
elaborated theoretical base. ‘Obedience’ is a concept 
which obviously covers a multitude of psychological 
sins and is not to be explained by another equally 
global concept of ‘authority’, Milgram’s subjects 
were not simply obeying the authority of an experi- 
menter in a white coat—they were obeying the 
authority of a whole culture which has given them 
many expectations about the nature of ‘science’ and 
‘laboratories’ and ‘progress’ and ‘punishment’. The 
key to the mystery is not that they were obedient but 
that they thought they were justified. And, as any good 
psychiatrist or aversion therapist will tell you, giving 
electric shocks is justified because .. . 

D. BANNISTER. 


STATISTICS 


Cluster, Analysis. By Brian Everrrr. London: 
Heinemann Educational Books. 1974. Pp. 
vi+ 122. Price £2.75. 

This monograph is one of a series of Social Science 
Research Council reviews dealing with aspects of 
research in the social sciences. Its subject matter is of 
relevance to workers in many fields. Psychiatrist 
readers will perhaps comprise two groups, if not 
clusters. Some, with appropriate statistical and 
mathematical equipment, will be able to follow the 
concise technical descriptions of the various methods 
of cluster analysis which are given here. Others, 
perhaps the majority, will seck rather for guidelines 
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as to how best to employ which method in the analysis 
of particular data sets or in the investigation of 
specific problems. Such a reader will not be disappoin- 
ted. He will be reminded that neither the statistician 
nor his methods, however complex, can do his own 
conceptualizing or interpreting for him, nor turn à 
sow's ear of data into something more valuable. 
He may have problems with the more technical parts 
of the book, but will nevertheless find help from the 
guidelines and discussion of problems which Everitt 
gives. The book is readable despite its difficult subject 
matter. 
J. P. Watson. 


DRUG TRIALS AND GENERAL PRACTICE 

Psychopharmacology in Family Practice. By 
Davip Waeatiey. London: William Heine- 
mann Medical Books. 1973. Pp. 202. Index 6 pp. 
Price £2.95. 

The General Practitioner Research Group was 
created in 1959 to undertake therapeutic trials in 
general practice and it has developed a selective 
interest in psychopharmacology. The Group has a 
membership of 400 throughout the British Isles and 
it has mounted many collaborative drug trials which 
have investigated patients, a handful of whom are 
provided by each of up to twenty general practi- 
tioners. In this way, large numbers of cases have 
been assembled quickly and drug effects studied. This 
book summarizes trials which have been described 
more fully over the last fifteen years, mostly in The 
Practitioner. The focus is, of course, on the neurotic 
disorders, particularly on anxiety and depression as 
symptoms. 

The range of information in the book is very wide: 
on drug and placebo effects and side effects; on 
factors influencing response; on the treatment of a 
variety of conditions; and even on transcultural 
aspects of drug therapy. The number of trials re- 
ported is truly remarkable, and one of the comforting, 
if ironic, conclusions is that none of the newer 
drugs investigated proved to be significantly better 
than the two standard drugs: chlordiazepoxide in 
anxiety and amitriptyline in depression—though 
some of the alternatives were as effective. 

The validity of conclusions, however, must depend 
on the quality of data, and here there are doubts. 
The approach to patients, their symptoms and 
management seems superficial, hurried and un- 
sophisticated. It jars to read in the first chapter of 
‘psychiatric interrogation’ and, repeatedly, of psycho- 
therapeutic trials when drug trials is meant. Is it true, 
as stated, that the type of patient seen in a hospital 
psychiatric out-patient clinic differs very markedly 


from cases in general practice, or that treatment 
suggested by the psychiatrist is unlikely to be one 
that has not been tried already (apart from ECT) or 
that it would be remarkable for dry mouth to be 
mentioned in hospital by patient, nurse or psychia- 
trist? More important, statements on the importance 
of taking into account extraneous influences when 
considering response to treatment in drug trials seem 
to indicate some misunderstanding of the very point 
of conducting randomized double-blind trials. Finally, 
one wonders what the inter-participant reliability is: 
a question which applies, of course, to all colla- 
borative trials, but a fortiori where the numbers are 
so great, the backgrounds presumably so different. 
The problem is not discussed in the book. 

This is a pioneer book in the field. At the end of the 
day, one is left with admiration for the initiative, 
drive and organization behind the trials, but also 
with some unease. 

L. K. Hens. 


MISCELLANEOUS 
Psychiatric Disorders in Old Age: A Handbook 
for the Clinical Team. By J. A. WHITEHEAD. 
Harvey, Miller & Medcalf. 1974. Pp. viii4- 120. 
„Price £1.80. 

Felix Post's textbook and the chapter on Old Age 
Disorders in Mayer-Gross are authoritative accounts 
of geriatric psychiatry for the specialist, but so far 
there has been no good text to recommend to the 
fast-growing number of medical and related workers 
who are finding themselves more and more involved 
in work with old people with psychiatric disorders. 
Indeed, the ‘intelligent layman’ has been better 
served than the non-specialist professional, notably 
in the series of excellent volumes published by 
Consumers’ Association on ‘Health for Old Age’, 
‘Arrangements for Old Age’ and ‘Treatment and 
Care in Mental Illness! (which deserve frequently to 
be recommended to our patients and their relatives). 
Tony Whitehead has now written a book which fits 
exactly into this gap in the literature. Deliberately 
aiming at the whole clinical team, he has produced a 
thorough, practical and readable text, and one which 
for many of its readers will probably ‘make sense’ of 
psychogeriatrics for the first time. He does not, 
of course, attempt a full review of the literature or of 
current developments, but he gives a sound account 
of clinical and organizational psychogeriatrics. This is 
no doubt only the first of a batch of books on psycho- 
geriatrics which can now be expected as a result of 
the growing interest in the field, and the insistent 
pressure both of the ‘psychogeriatric problem’ and of 
publishers hungry for texts, and it should be fun to 
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compare the many different styles and personalities 
involved in the services which are being established up 
and down the country. 

Том Art. 


Comparative Psychiatry. By P. M. Yar. London 
; and Toronto: University of Toronto Press. 1974. 
Pp. xviii--110. Index 8 pp. Price £4.80. 

Dr. Yap was fully qualified to write on com- 
parative psychiatry: born in Malaya, educated at 
Cambridge, trained at the Institute of Psychiatry in 
London, he went to Hong Kong in 1948 to pioneer 
psychiatry in the National Health Service as an 
advisor to the Government, and as lecturer in 
psychiatry and social medicine at the University of 
Hong Kong. In 1966 he did transcultural research 
in the East-West Centre of the University of Hawaii. 
From 1969 to 1971 he was Assistant Professor in 
Psychiatry and Head of the Section of Transcultural 
Psychiatry at the Clarke Institute of the University 
of Toronto. In 1971 he returned to Hong Kong to 
take up the newly created Cihair of Psychiatry, which 
he held a few months only until his untimely death 
at the age of 50. 

In his monograph (edited after his death by his 
two colleagues, Professors Lau and Stokes) Dr. Yap 
postulated that there is a bio-psychological basis 
common to mental illness in all human races irre- 
spective of their cultural development, and that there 
are syndromes that vary from culture to culture. 
According to this view he suggested a two-dimensional 
multifactorial model for the study of mental illness, 
integrating both the basic general bio-psychological 
concepts and various socio-cultural syndromes, 
different in different cultures, and coloured by local 
folklore and traditions. 

Dr. Yap’s style is rich and attractive, and makes 
reading of this book a pleasant and interesting task. 
The monograph should be of particular interest to 
psychiatrists, psychologists and socio-cultural anthro- 
pologists. 

NARCYZ LUKIANOWICZ. 


Introduction to Group Treatments in Psy- 
chiatry. By Patrick B. pz Mare and LioneL 
KnREEGER. London: Butterworths. 1974. Pp. 
vii+ 8o. Price £1.10. 

This is a short introduction to the subject of 
managing groups, large and small, from larger 
therapeutic communities to small therapeutic groups 
of six to eight persons. The authors claim that it fills 
a gap in the literature, and they are enthusiasts in 
believing ‘. . . that the basis for dynamic psychiatry 
within the Health Service will remain that of the 


group psychotherapeutic approach’. They may be 
right. 

The volume is clearly written, and technical terms 
are sparingly used and always explained. The authors 
take care to say what they think is established 
practice and what is in need of further study before 
being accepted; in this they are conservative, but 
more might have been said about how to train for 
this difficult discipline. 

With this last reservation Introduction to Group 
Treatments in Psychiatry can be recommended to those 
who want to know about the ideas behind this 
movement. They will gain insight into what is 


being done. 


MICHAEL FORDHAM. 


The Prediction of Suicide. Edited by А. T. Вкск, 
H. L. P. Rzswik and D. J. Lerrizrr. Bowie, 
Maryland: The Charles Press. 1974. Pp. 249. 
Price not stated. 

This book contains the proceedings of a Conference 
convened in Philadelphia in October 1971. It is not 
recommended for the general reader, and for the 
suicidologist it will not make encouraging reading. 
The general theme is the recognition of the person 
who is likely to kill himself. 

While the prevention of suicide is clearly a most 
important aim, the reader is left with the impression 
that we can hardly afford to offer help unless the 
subject is likely to kill himself. In most cases, however, 
the appropriate help is aimed at relieving the crisis 
or the underlying depression. It is dificult to decline 
help to people in crisis because they are not likely to 
kill themselves, and no doubt to some the suicidal risk 
will depend on the type of help offered or concern 
shown to them. 

This circularity came through clearly in some of 
these papers and was dealt with best by Littman and 
his colleagues of the Los Angeles Suicide Prevention 
Centre. They wisely concluded that the purpose of the 
suicide prediction scale was in defining patient groups 
in research projects aimed at evaluating intervention 
rather than in aiding the non-professional telephone 
answerer to pick out the risky ones. So often variables 
shown to have predictive value are demographic in 
nature and contribute rather little to clinical assess- 
ment of the individual case. 

Lester, in his chapter, was unusual in emphasizing 
the important difference between short-term and 
long-term risk, though his tendency to seek solutions 
by ever enlarging batteries of psychometric, bio- 
chemical and history-taking procedures does not fill 
one with optimism. 

Beck and his colleagues offered a potentially useful 
measure of suicidal intent for those researching 
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motivation, though this, together with several other 
measuring devices, was presented with little evidence 
of its validity or reliability. Unfortunately apart from 
Beck's contribution, the reader interested in motiva- 
tion in suicidal behaviour will have to add this book 
to the rest of the barren literature. This reviewer 
cannot help wondering whether some of the con- 
siderable resources used in developing so many 
cumbersome predictive scales could be applied with 
rather more tangible benefits to the alternative 
question of why people threaten or attempt to kill 
themselves, 
J. Н. J. Banororr. 


Emotional Factors in Gastrointestinal Illness. 
Edited by ARTHUR Е. Loner Excerpta 
Medica/International Congress Series No. 304. 
1973. Pp. x+181. Index 7 pp. Price U.S.$19.20. 

A caucus of American academic psychiatrists have 
combined to produce this preposterously expensive 
paperback, which at over 10 cents a page must be 
one of the least attractive buys of 1974. Since few of 
the gastroenterologists at whom the book is aimed 
will be able to afford it, the publishers must hope 
that the book will be ordered by those in charge of 
medical libraries. I do not think they should be given 
this satisfaction. 

The book brings together a comprehensive collec- 
tion of articles on various aspects of gastrointestinal 
disease, although some of the more useful ones, such 
as Hilde Bruch’s article on anorexia nervosa and 
George Engel’s article on ulcerative colitis, can be 
found in broadly similar form elsewhere. Appropri- 
ately enough, the only article from this side of the 
Atlantic—a paper by Small and Cay on emotional 
aspects of peptic ulcer surgery—is also the only one 
to give a systematic treatment of numerical data. 

The attempt to make psychiatry comprehensive to 
dummkopf gastroenterologists often makes the book 
unintentionally funny. A single example from a 
psychiatrist at Temple University must suffice, in a 
passage which seeks to explain the psychological 
importance of defaecation: 
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‘The toilet is . . . much more private than the bedroom. 
It is the only door where a lock ıs permitted within the 
house, giving the okay for privacy and for the conducting 
of secret acts. The room is usually the most expensive, 
elaborately decorated, soundproofed and warmest in the 
house. It is a room to smoke, to read and to meditate’. 


Your reviewer found himself sharply carried back-* 
wards in time to a sabbatical spent at Temple Univer- 
sity five years ago. Ah, those Philadelphia lavatoriesl 
How can a European psychiatrist hope to understand 
constipation ? 

Davip GOLDBERG. 


The Joy of Sex. Edited by Arex Gomrort. London: 
Quartet Books. 1974 Pp. 237. Index 2 pp. 
Illustrated. Price £6.50. 

This is a book that challenges the serious reviewer 
to criticize it. In the first round I was completely 
defeated by the illustrations, which are numerous, 
and with very few exceptions, delightful. For a while 
I considered the general theme of a Gourmet’s Guide 
a little too flippant, but as I delved deeper I was 
reminded of the importance of maintaining the 
humorous side of sex. By the time I had finished the 
flippancy seemed well-judged—if it were not for 
sex man would be impossibly pompous. 

For the content, I found much good advice and 
reassurance, establishing normality as ^what's right 
for the pair of you” in a manner reminiscent of Dr. 
Spock. I wavered at the section on bondage but 
eventually conceded to the persuasiveness of the 
writing. 

This book claims to be a guide for the advanced 
love-maker. I would certainly hesitate to recommend 
it to the patient troubled by sexual dysfunction, 
except at a late stage in treatment. It does, however, 
have two important uses for the therapist. Firstly it is 
highly likely to improve the therapist’s own sex life, 
and this must benefit his therapy; secondly, with its 
illustrations, it could be a useful desensitizer for the 
inhibited if presented appropriately by the therapist. 

A tasteful and truly joyful book, strongly recom- 
mended. 

Jonn BANGROFT. 
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Books Received 


PSYCHIATRY, PSYCHOANALYSIS AND 
PSYCHOLOGY 


Genetics, Environment and Psychopathology. Edited 
by S. A. Мерміск, Е. Sonursmozn, J. Hicoms and 
S. Bert. North  Holland|American Elsevier. Price 
Df. 50.00. 

Modern Perspectives in Psycho-Obstetrics. Edited 
by Jonn С. Howe ts (No. 5 of ‘Modern Perspectives 
in Psychiatry’). Churchill Livingstone. Price £9.50. 

Homework in Counseling and Psychotherapy. By 
J. L. Smerton and J. M. Acwzrman. Charles С. 
Thomas. Price $16.75, $12.95 (paperback). 

The Psychologists, Vol. 2. Edited by T. S. KnAwrEG. 
Oxford University Press. Price £6.25, £4.00 (paper- 
back). 

Overcoming Depression. By P. Havok. Sheldon Press. 
Price’ £2.60, £1.20 (paperback). 


DRUGS AND DRUG ADDICTION 


À Guide to Addiction and its Treatment. By M. M. 
GLATT. Medical and Technical Publishing Co. Price 
£7.50. i 

Psychedelic Drugs, Psychological Medical and 
Social Issues. By В. Wzrrs. Jason Aronson. Price 
$10.00. 

Alternative Pursuits for America's grd Century. 
National Institute on Drug Abuse. Price $2.60. 

World Health Organization Expert Committee on 
Drug Dependence. aoth Report. WHO. No price 
stated. 


Advances in Cyclic Nucleotide Research, Vol. 4 
Edited by P. Greencarp and С. A. Rosison. 
Raven Press—North Holland Publishing Co. Price 
$33.10. 

The Biochemical Basis of Neuropharmacology. 
and edition. By J. К. Cooper, Е. E. Broom and 
К. Н. Rots. Oxford University Press. Price £2.50. 

Psychoactive Drugs including Combinations; Data 
Processing in Medicine, Vol 3. By Е. Wipzm. 
5. Karger. Price £17.50. 

Street Drug Analysis and its Social and Clinical 
Implications. Edited by Joan A. MARSHMAN. 
Alcoholism and Drug Addiction Research | Foundation. 
Price $8.00, $5.50 (paperback). 


CHILDREN AND ADOLESCENTS 


Care of the Child facing Death. Edited by Linpy 
Burton. Routledge and Kegan Paul. Price £4.95. 

New Perspectives in Child Development. Edited by 
Brian Foss. Penguin Books. Price £1.00. 

Mental Health Programs for Preschool Children: 
A Field Study. By R. Grasscore and М. E. FISHMAN. 
Joint Information Service of the American Psychiatric 
Association and the National Association for Mental Health. 
Price $7.00. 

Children's Experience with Death. By Rose 781108. 
Charles С. Thomas. Price $10.75. 

A Manual for Residential and Day Treatment of 
Children. By M. С. EvANGELAxzs, Charles C. Thomas. 
Price $14.50. 

Textbook of Adolescent Psychopathology and 
Treatment. By A. D. CopzrANpn. Charles C. Thomas. 


Price $9.75, $6.95 (paperback). 


BEHAVIOUR 


Biological Bases of Human Social Behaviour. By 
К. A. Hinne. McGraw Hill. Price £6.00, £4.35 (soft 
cover). 

Self-Starvation. By Mara SzLvimx Parazzou. LSP 
Books. Price £4.75. 

The Grammar of Living. By D. Cooper. Allen Lane. 
Price £1.95. 

The Psychology of Leisure. By J. NEULINGER. Charles С. 
Thomas. Price $9.75. 

Nonverbal Communication—Readings with Com- 
mentary. Edited by Sumrgv Wzrrz. Oxford Univer- 
sity Press. Price £5.75, £2.90 (paperback). 


COMMUNITY AND SOCIAL MEDICINE 
Common Neuroses in General Practice. By J. С. М. 
Wuxmson and К. Latur. John Wright. Price £2.95. 
Families and Family Therapy. By S. MiNUCHIN. 
Tavistock Publications. Price £4.35. 


FROM ABROAD 


Annales de Thérapeutique Psychiatrique. Tome V 
Etudes de psychopharmacologie, psychologie et 
psychothérapie clinique. By H. Barux. Presses 
Universitaires de France. No price stated. 

Manuel de Psychiatrie. By Н. Ev, P. BERNARD and 
Ch. BnrssgT. Masson et Cie. Price 160 Fr. 


Many of these books will be reviewed at a later date, 


IOI 


Brit. F. Psychiat. (1975), 126, 102-4 


Correspondence 


Letters for publication in the Correspondence columns should be addressed to: 
The Editor, British Journal of Psychiatry, 17 Belgrave Square, London, SW1X. 8PG 


THE COURT OF PROTECTION AND 
ALCOHOLICS 
DEAR Sr, 

Like many psychiatrists, I have frequently had 
recourse to the Court of Protection about the affairs 
of patients suffering from senile dementia. 

I thought my colleagues might be interested in 
recent correspondence I have had with the Court 
about taking over the affairs of an alcoholic {а middle- 
aged engineer with inveterate or ‘delta’ alcoholism. 

I wrote to the Court of Protection last June as 
follows: 

‘I wonder if you would be kind enough to express 
an opinion about the Court’s attitudes to compulsorily 
taking over the affairs of alcoholics? 

Мг: pev is typical of many alcoholics in that 
he is well enough to understand and manage his 
affairs when he is not drinking, but he suffer when 
sufficiently drunk from а transient toxic psychosis 
which seriously interferes with his reasoning and 
judgement. Alcoholics (unlike the rest of us) are in 
and out of this toxic state so frequently that their 
general ability to manage their affairs often shows a 
marked and obvious deficit. 

‘As a doctor I am most interest in treatment and I 
would look upon the Court of Protection Order as a 
possible means of salvation for this man. [ think he 
might well share this view with me and even welcome 
such control. 


‘Would you be kind enough to express an opinion: 

т. when such a person resists the Court taking over, 
and 

2. when such a person welcomes it.’ 


I received the following reply: 

‘Section 101 of the Mental Health Act 1959 pro- 
vides that the functions of the Court shall be exer- 
cisable where, having considered medical evidence, 
the Judge (in practice the Master concerned) is 
satisfied that a person is incapable by reason of mental 
disorder of managing and administering his property 
and affairs. Before consideration can be given to any 
order being made, it is therefore necessary that the 


medical evidence filed should refer to a mental 
disorder which renders the person incapable of 
managing his affairs. “Mental disorder” is defined in 
Section 4 of the Act as “mental illness, arrested or 
incomplete development of mind, psychopathic 
disorder and any other disorder or disability of 
mind". 

‘Having explained when the Court has power to 
make an order, I will endeavour to answer the 
question you raise. The fact that during drinking 
bouts a person becomes incapable of managing his 
affairs would not in itself justify the appointment of 
a Receiver. If, however, there is a continuing degree 
of impairment resulting from these bouts, or there is 
& pattern of irresponsible conduct arising out of his 
addiction, then it would be a case in which the 
doctor would appear to be able to furnish the 
required medical evidence. It may well be that опе 
or both of these facts will be present in cases where 
a patient has been admitted to hospital. 

*As to the last paragraph of your letter, there is 
basicaly no difference in the Court's approach 
whether a person welcomes or resists an application 
to the Court. It is the nature of the medical evidence 
which determines whether or not an order is made, 
assuming, of course, that there is property of some 
sort which requires to be dealt with. If a person does 
object to an application it is, of course, possible that 
he wil contest it, and he may be able to obtain 
conflicting medical evidence to the effect that he is 
capable of managing his own affairs. Whether or not 
an order is made in these circumstances rests with the 
Master concerned after he has considered all the 
evidence filed. 

*It is difficult to reply more specifically to your 
letter, but I hope this will be of some assistance to you.’ 


My colleague, Dr. H. M. McBryde, took the matter 
further, to enquire: 

. whether "income" as well as "property? may 
legally come under the control of the Co 
Protection, suggesting that a psychiatrist may need 
to control not only an out-patient alcoholic's assets 
but the amount of money he handles from week to 
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week. Dr. McBryde suggested that effective control 
might mean releasing only sufficient money as 
“pocket money” leaving all legitimate bills to be paid 
by a Receiver.’ 


The Chief Clerk replied: 

‘When an originating application, accompanied by 
"medical evidence of incapacity, is issued, it normally 
asks for the appointment of a Receiver, and such an 
order is usually made. The Receiver, when appointed, 
is authorized to receive all dividends, interest and 
income (including Social Security benefits, if any), 
and there follow maintenance directions appropriate 
to the particular circumstances of that case, e.g. 
allowing the patient’s net income for his maintenance. 
It is then for the Receiver to make suitable arrange- 
ments for the patient’s maintenance within the 
directions given. The Court itself does not receive 
income or capital. In the case of capital, express 
directions are, if necessary, given to the Receiver 
from time to time for dealing with any assets which 
require to be dealt with. 

‘If then а Receiver is appointed, he can normally 
prevent a patient from having access to large sums of 
money, and in many instances he can exercise a very 
tight control. There are cases where a Receiver does 
in fact do this. You will appreciate that the extent of 
the control depends on where the patient is living and 
what arrangements can be made in the circumstances 
of that case, and that it may be difficult for the 
Receiver to counter all the subterfuges to which an 
alcoholic may resort to obtain drink. However, the 
appointment of a Receiver, after medical evidence 
has been produced to the effect that the alcoholic is 
through mental disorder incapable of managing his 
affairs, is frequently found to be an effective method of 
restricting the patient’s consumption of alcohol.’ 


This is of course a controversial subject: many 
psychiatrists will not use the Mental Health Act for 
detaining an alcoholic unless he has a separate, fairly 
identifiable disease, like manic depression, as well. 
I take the view that, provided the alcoholic by virtue 
of alcoholism or other illness is clearly mentally ill, 
the Mental Health Act should be used in his interests. 
My justification has been the views of the alcoholic 
when he regains his liberty: to date the 6 patients I 
have been instrumental in detaining have not subse- 
quently felt that I acted incorrectly. Two of them were 
most grateful. 


j I. G. THOMSON. 
Whitecroft Hospital, 


Newport, 
Isle of Wight. 
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STUDENT HEALTH SERVICES 
Dear Sr, 


In his rejoinder to Dr. John Payne’s letter (Journal, 
September 1974, 125, 330-331), Dr. Myre Sim’s 
confusion of ‘psychotherapy’ with ‘medicine’ leads 
his argument to a biased and misleading conclusion. 
Anyone who has read a general textbook on com- 
munity psychiatry would appreciate the importance 
of the support given to the patients by ‘psychologists, 
social workers, welfare officers etc.’. Without their 
assistance, one would seriously doubt whether the 
psychiatrist alone could deliver care effectively and 
extensively. 

Secondly, Dr. Sim questions the psychiatrist’s 
participation in the training of lay therapists because 
once ‘trained’, ‘one has precious little control over 
them’. His fear gives us an impression that he is 
advocating a secret cult which most forward-looking 
professions would avoid adopting. Medically quali- 
fied practitioners have been involved in the training 
of speech therapists, occupational therapists, physio- 
therapists etc., and vice versa (I deliberately choose 
these paramedical professions called ‘therapists’, for 
illustration). I find it difficult to accept Dr. Sim’s 
singular exclusion of psychotherapists. In my opinion, 
it is only through joint consultation between pro- 
fessions that control could be judicially exercised. It 
is for this purpose that the Trethowan Committee was 
set up. 

Thirdly, as regards the recent psychopharmaco- 
logical advances, non-medically qualified pharmaco- 
logists, biochemists etc., have made an equally 
substantial contribution, although their involvement 
in the treatment of patients is indirect. 

Lastly, Dr. Sim has rightly pointed out that lay 
therapists are created out of the public’s demand. 
Does he imply that the psychiatric profession has 
failed the public, who therefore have to look else- 
where to seek consultations? If that is unfortunately 
the case, are these lay therapists fulfilling a role 
complementary to that of the psychiatrist? Perhaps, 
Dr. Sim, or other members of the psychiatric pro- 
fession should examine the modus operandi of their 
profession in order to make a valid diagnosis and 
treat the disorder accordingly. 

FRANKE LEUNG. 
Keble College, 


Oxford, OX1 3PG. 


Dear Sm, 

Mr. Leung's letter illustrates some of the difficulties 
facing the layman in his appreciation of psychiatry 
as a branch of medicine. The professions of speech 
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therapy, physiotherapy and occupational therapy 
have a long tradition in their association with the 
practice of medicine. They all have standards of 
training and a code of ethics which is acceptable to 
the medical profession and which permits them to 
function within a medical milieu to the advantage of 
patients. 

As with any branch of medical practice, their 
functions are under constant scrutiny, not only in 
their ethical and professional aspects, but in their 
efficacy. In pharmacotherapy, there are rigid stan- 
dards for clinical trials, and even when a ‘break- 
through’ in treatment is apparent, such as the use of 
lithium salts in manic-depressive psychosis, a report 
on its prophylactic value by Baastrup st al. (1967), 
which many would have regarded as reasonable, was 
severely attacked by Blackwell and Shepherd (1968) 
and Lader (1968) mainly on the methodology of the 
trial. The original authors came back with a more 
rigorous trial (Baastrup ef al., 1970; Angst et al., 
1970) and vindicated their earlier claims. 

Psychotherapy, which can mean anything from a 
friendly chat to a full-scale analysis, is also under 
scrutiny, and the recent work by Candy «t al. (1972) 
and Cawley et al. (1973), while not proving its in- 
effectiveness, has cast doubts on a generally held 
belief that there are very large numbers of people 
who would benefit from psychotherapy but do not 
receive it. These authors’ studies would suggest that, 
on the contrary, there are many people receiving 
psychotherapy who do not require it. As 1 have said 
in my previous letter, medicine does not accept the 
status quo, but questions, modifies and discards even 
the most sacred cults. 

I do not accept that what the public wants must 
necessarily be for the public good. There is too much 
evidence to the contrary; alcohol, drugs, gambling 
and promiscuity are obvious examples. Medicine 
does not cater for public demand; it is frequently its 
duty to resist such demands. 

One last point. I agree that at present there are а 
host of agencies which are used in community psychia- 
try, but the fact that they are used does not necessarily 
mean that they are essential or even of value. More 
and more psychiatrists support the view that the 
community nurse model is more relevant to the 
present needs of the patient in the community than 
the existing models. One day there will be a reckon- 
ing; the medical practitioner, if he is true to his 
profession, will anticipate that day. 

Myre бім. 
The Queen Elizabeth Hospital, 
Queen Elizabeth Medical Centre, 
Edgbaston, Birmingham, B15 2TH. 
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BURDEN RESEARCH MEDAL AND PRIZE 
Dear Sr, 

Entry for the Burden Research Medal and Prize is 
open to all registered medical practitioners who are 
working in the field of mental subnormality in the 
United Kingdom or Republic of Ireland. 

The award for 1975, total value £250, may be 
presented at Stoke Park Hospital on or about 
1 April 1975, far outstanding research work which 
has been published, accepted for publication or 
presented as a paper to a learned society during the 
three-year period ending 31 December 1974. 

Five copies of the paper or papers, with applica- 
tion form, should be submitted to the Secretary of 
of the Burden Trust by 10 January 1975. 

Further information and application forms are 
available from the Secretary, Burden Trust, 16 
Orchard Street, Bristol, BS1 5EA. 

W. А. HEgATON-WAXRD. 


A COMPILATION OF PAPERS FOR THE 
USE OF POSTGRADUATE STUDENTS OF 
PSYGHIATRY 

Dear Sm, 

The Clinical Tutors’ Sub-Committee, through the 
courtesy of John Wyeth and Brother, has prepared a 
fourth printing of the compilation of selected papers 
in psychiatry for postgraduate students, the previous 
printings now being exhausted. А limited number are 
available; those wanting copies should write to 
John Wyeth and Brother Ltd., Huntercombe Lane 
South, Taplow, Maidenhead, Berks, 1 

ВрІлм BARRACLOUGH. 
BERNARD HEINE. 
ANDREW SMITH. 
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T NOTICE TO CONTRIBUTORS 


The British Journal of. рема is published monthly under the auspices of the Royal College of Psychiatrists. 

‘The Journal publishes original work in all fields of psychiatry. Communications on general editorial matters, 

including manuscripts for publication, printed matter and books for review, should be sent to The Editor, 
* The Royal College of Psychiatrists, ту Belgrave Square, London, SW1X 8PG. { 

‘ıı Contributions are accepted for publication on condition that their substance has not been published or 

‘submitted for publication elsewhere. The Journal does not hold itself responsible for statements made by 


contributors. Unless so stated, material in the Journal does not песе ату reflect the views of the Editor or of 
the Royal College of Psychiatrists. 


Articles. published become the property of the Journal and can be published elsewhere in full or part only 
^ with the Editor's written permission. 


"Manuscripts. Three high quality copies (one of which should be the original typescript) should be submitted. 
Articles must be typed on one side of the paper om; with double spacing and wide margins, and the pages 
must be numbered. 


The title should be brief and to the point. A sub-title may be used to amplify the main title. The names of 
the authors should appear on the title page; their names, degrees and affiliations should be given at the end of 
the paper. 

А summary should be given at the beginning of the article. It should be brief and factual and not normally 
more than 120 words. 


References should be listed alphabetically at the end of the paper, the titles of journals being given in full. 
For the reference list, authors should follow the style of the Journal and study the illustrations set out below. 
Titles of books and of journals will be printed in italics and should therefore be underlined in the typescript. 


Kennet, К. E. (1974) The stability of psychiatric diagnoses. British Journal of Psychiatry, 124, 352-8. 
Rurrer, M., Tarn, J. & Мнітмове, К. (1970) Education, Health and Behaviour, p. 14. London: Longman. 


Scorr, P. D. (1964) Definition, classification, prognosis and treatment. In Pathology and Treatment of Sexual 
Deviation (edited by 1. Rosen). Oxford University Press. 


Dorxuems, E. (1897) Le Suicide. Paris. Translated 1952 as Suicide: A Study in Sociology, by J. A. Spaulding 
and C. Simpson, pp. 191-206. London: Routledge and Kegan Paul. 


In the text, references should be made by giving in brackets the name С the author and the year of 
publication, e.g. (Smith, 1971); or 'Smith (1971) showed that . 


Symbols and Abbreviations. Follow ‘Units, Symbols and d Айхезїшдош, a Guide for Biological and 
Medical Editors and Authors’.(1971, The Royal Society of Medicine, т Wimpole Street, London, W1M ВАЕ). 
Terms or abbreviations which might not be understood by the average reader should be explained. 


Tables and Figures. Each table and figure must be on a separate sheet and its desired position in the 
text should be indicated (Table II here). Figures should be original drawings or glossy photos (not photocopies) ; 
the author’s name and the title of the paper should be written in pencil on the back. ‘Tables and figures should 
be self-explanatory, with adequate headings and footnotes. Units of measure must always be clearly indicated. 


Editing. Manuscripts accepted for publication are subject to copy-editing and to editorial changes 
required for conformity with Journal style. 

Proofs. One proof will be sent to each author of an article. Corrections other than printer’s errors may 
be disallowed or charged to the authors. 


General advice to authors. In the assessment of papers submitied to the Journal, great importance is attached 
to conciseness and clarity, Authors should study ‘General Notes on the Preparation of Scientific Papers’, published 
by the Royal Society (6 Carlton House Terrace, London, SW1Y 5AG), 1974 edition. They should check the 
accuracy of all references in their  шашнени and ensure that dates and spellings correspond in the text and 
reference list. 
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calm, alert, competent 
with 


Anxiety poses special problems for 
those who work. 

It ruins accuracy, essential for work 
to be effective 

In fact, by blunting mental faculties, 
inducing psychosomatic symptoms, 
or both, anxiety always impairs the 
ability to work 

Performance deteriorates. 


References 


1 Curr. Ther Res, 14, 590, 1972 
2 J Am. Geriatr Soc., 7, 405, 1959 


Further information is available on request 
Stemetil' is a trade mark of May & Baker Ltd 
Dagenham Essex RM10 7XS for its preparations of 
prochlorperazine 


db TT] May & Baker 


A member of the Rnóne-Poulenc Group of Companies 
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the humane alternative 








Product Information 


Presentation 

Hach кашты, white, ч rien tablet i» 
йуу en ene side with BV ina 
t, apnd ih scored wn hw 
ains ko mg 
t échap Tbt 
талын» prega 
done acetate. 
















byporees 
the nale 





Androcur is unique 
Androcur (cyproterone acetate) is a radically new approach to the treatment of 
severe hypersexuality and sexual deviation in the male. 
Androcur, the first specific anti-androgen, is the 
result of ten vears of intensive research 
by Schering. 


Androcur is effective 
Androcur provides a uniquely effective method of controlling 
excessive and misdirected male libido 
by diminishing the production of androgens and 
blocking their sites of action. Clinical 
trials have demonstrated the strong 
anti-libidinous properties 
of Androcur. 








Tnbibbion of spers 





Precautions and special 


dassitusde аны] аз 
experienced, p 
flan few weeks of 





Androcur 


cyproterone acetate 


a new form of therapy 
for the male hypersexual. 


Androcur is virtually free from side-effects 
Since Androcur has very few side-effects, it is the 
preparation for male hypersexuality which 
combines high therapeutic effectiveness with 
acceptable side-effects. 


Androcur has a controllable effect : 
Sexual deviation is often associated with abnormally strong sexual 
e. Reduction of sexual drive without its total suppression 
will often permit the retention of normal conjugal —- 
sexual activity while controlling 
aberrant tendencies, 


Androcur and the Patient Profile 
Androcur has proved to be of value in treating men who 
have been guilty of sexual offences such as exhibitionism; 
paedophilia; indecent assault; rape; incest; 
voveurism ; bestiality and paederasty. 


Other types of aberrant behaviour that may be controlled 
are homosexual activities; fetishism; 
transvestism ; compulsive masturbation and 
sexual aggression in senile or mentally 
defective hospital patients. 
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Product Information 


Presentation 

White, scored tablets 
each containing 25 mg 
mesterolone. 


Andress defi 
ndrogen deficiency 
Male infertility. 
Pro-viron is an 
entirely new type of 
orally-active androgen 
with quite distinct 
properties from those 
of older products. It 
offers unusual 
therapeutic possibilities 


and the other side of the coin... 


. Androgen Deficiency 





Pro-viron adds to endogenous androgens 
unlike traditional androgen treatments which 
suppress the pituitary and merely replace 
endogenous androgens. 
Endogenous androgen levels are not suppressed. 
Testicular function is unimpaired. 
Liver tolerance is excellent. 


PRO-VIRON 


mesterolone 


the unique androgen 


because it can be given 
in high dosage over 
long periods. The 
presence of a methyl 
group at C-1 conters 
ру раа оп 
this steroid which, 
unlike testosterone, is 
not metabolised to 
oestrogen, This 
difference probably 
accounts for the 
observation that, 
during mesterolone 
(Pro-viron) therapy in 
normal men, pituitary 
gonadotrophin 
secretion is not 


inhibited and _ 
spermatogenesis 15 
unimpaired. 


Unlike testosterone 
derivatives, Pro-viron 
does not cause pituitary 
suppression at the 
recommended dosage 
and so endogenous 
androgen production is 
unaffected, 


Furthermore, in 
contrast to other orally 
active androgens, liver 
tolerance is excellent (а 
fact probably related to 


the absence of 17-alkyl 
substitution of the 
steroid nucleu 


Dosage and 
administration 
Androgen deficiency: 
Initially 1 tablet three 
or four times daily, i.e 
75-100 mg daily for 
several months. For 
continuous substitution 
1 tablet twice daily, i.e, 
so mg daily 

Male mfertilimy: 

too mg daily for several 
months. 


Contra-indications, 
warnings, etc. 

In common with other 
androgens, Pro-viron is 
contra-indicated in the 
presence of prostatic 
carcinoma. There are 
по reported side-effects. 


Pharmaceutical 
precautions 
Storage: Store in cool, 
dry conditions, away 
from strong sunlight. 
Shelf-life five years. 


pau category 
S4B. 


Package quantities 
Tubes of 50 tablets. 


Further information 
Nil 


Product licence 
number 
0053/0030. 
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Schering Chemicals Lumned, 
Pharmaceutical Division, 
Burgess Hill, Sussex 
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Marital and Family Therapy 
By IRA D. GLICK, M.D. and DAVID R. KESSLER, M.D. E 









> 

& Intended as an introductory textbook in marital and family therapy, this volume presents: 

% some of the core concepts relevant to an understanding of families; a frame of reference à 
% — for planning and carrying out family therapy strategies; a summary of current research on | 

^ family process and treatment. This is a comprehensive survey of the field with separate ^ 
% X sections devoted to: Seminal Ideas in Family Therapy; Seminal Theorists of Family % 






^ Therapy; and A Comparison of Theorists. 
November 1974, 176 pages, ISBN 0-8089-0854-5, abt. $10.00/£4.80 










* Ап Introduction to Family Therapy 
% By VINCENT D. FOLEY, PH.D. 
x Presenting a comprehensive view of the field, this book focuses on the similarities and 







М differences of major theorists. Present and future trends are examined, as well as "struc- “| 
% — tured family therapy" and the concept of the family as a “system.” р 


{ X October 1974, 224 pages, ISBN 0-8089-0846-4, $10.50/£5.05 







The Problem Oriented Record in 





$ Psychiatry and Mental Health Care 3 
* By RALPH S. RYBACK, M.D. X 






a 
à The first compilation of the problem oriented approach for the mental health field — this 
% — timely volume stresses the need for a more efficient restructured record system, given the 
$ — technologies currently available, and a standardized mental health language which will ў 
& — allow all mental health disciplines to easily communicate. А 


8 October 1974, 192 pages, ISBN 0-8089-0849-9, abt, $9.75/£4.70 











х Оп Behalf of Children 
* By WILLIAM HETZNECKER, M.D. and MARC A. FORMAN, M.D. 


$ A refreshingly candid and penetrating analysis of the daily problems of professional work 
* on a community level — this new monograph comprises the personal experience and the 
i 







continuing efforts of two clinicians on behalf of children and families who face over- 
whelming obstacles. 
August 1974, 216 pages, ISBN 0-8089-0844-8, $9.75/ £4.70 






GRUNE & STRATTON, INC. 
A Subsidiary of Harcourt Brace Jovanovich, Publishers 

Ф - 111 Fifth Avenue, New York, N.Y. 10003 

x 24-28 Oval Road, London, NW1 7DX 
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Anafranil is the most recen 
addition to the Geigy range 
of psychotropic drugs. 

In addition to its use in 
depression, where it has 
proved to be effective both 
by the oral route and by 
intravenous infusion (in thi 
more seriously depressed 
patient), Anafranil is 
becoming established as a 
leading drug treatment for 
obsessional and phobic 
disorders. 

We will be pleased to 
forward further informatio 
relating to the use of 
Anafranil in the treatment | 
depression and phobic and 
obsessional disorders on 
request. 


Anafranil is 3-chloro-5- (3-dimethylaminopropyl 
11-dihydro 5H dibenz fb, f] azepine 
(clomipramine) hydrochloride 


Detailed literature describing any Geigy Ж 
will be supplied on request. 


Geigy Pharmaceuticals, 
Macclesfield, Cheshire SK10 2LY 


[ыырдарын 
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Anafranil” 
n depression 


. 
——————— нене atest etn — 


Anafranil® in 
obsessional/phobic 
disorders 





‘The most striking finding however, 
vas the. number of patients who 
howetd spectacular improvement and 
yho had been ill for considerable 
‘eriods of time, By and large this group 
vere of a chronic grumbling type who 
ought much and constant medical 
itention and yet did not reward the 
woctor by getting better." 


ifomipramine (Anafranil) in the treatment of 





отме intractable depression, 
mper read at the Fifth Worki Congress of 





The difference between the proportion 
f patients in hospital who improved 
then treated with electroconvulsive 
terapy, conventional antidepressant 
гий therapy and intravenous infusion 
f clomipramine was statistically 
gnificant in favour of the fast 
ientioned treatment. Patients on 
omipramine as a group needed fewer 
eatments and returned to work more 
{ишу than did their counterparts 
aving electroconvulsive therapy.” 

new adjunct to the treatment and management 
‘depression | intravenous infusion of 
onipramine (Analranil), S. Afr. med, d, 45, 

18 (1977) 





72°, (of 57 patients) showed a very 
209 or good response and 96° made 
me improvement. This compares 

зу favourably with the response of 
milar groups of severely depressed 
itients to E.C.T,, and it is postulated 
at intravenous chlorimipramine can 

» offered as an alternative form of 
atment” 


Jal group: 78 per cent showed a 

Чу good or good response and 96 per 
int improved to some extent. This 

$0 compared favourably with the 
sults obtained with other 
itidepressant drugs in similar groups 
patients.” 

tenteral and oral chiorimipramine treatment of 


pressive states. Brit, J, Psychiat, 122, 189 
B3) 





been notorious for their resistance to 
treatment and phobic states, especially, 
when they are diffuse and 
polysymptomatic, do not respond always 
to deconditioning or flooding 
techniques . .. . A treatment which 
offers brevity with a 70% chance of 
disappearance or considerable reduction 
in symptoms is worth offering to 
patients as a first choice of therapies." 
Clomipramine (Anafranil) in the treatment of 


obsessional il/nesses and phobic anxiety states; 
J, Int. Med. Res, 1, 403 (1973) 


"it is our view that clomipramine not 
only gives good results in severe and 
moderate depressive states, but it is 
emerging as the treatment of choice in 
obsessive compulsive disorders and 
phobic states," 





Letter, Treating phobias. World Medicine, 7. 
11: 15 {1972} 





"immediate assessment: the response 
rate achieved in obsessional iliness is 
very striking... . АН patients in this 
group had been unable to work or look 
after the home for an average of at 
least 3 months, but following treatment 
all resumed their former responsibilities." 
Clinical impressions on treatment of obsessional 


states with intravenous clomipramine ( Anafranil), 
У Int. Med. Res, 7, 413, (1973) 
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release 
her 


from 
с phobic 
——————- anxiety 


э? 





се Noni 


can offer dramatic improve- 
ment in agoraphobia, social 
phobias and other phobic 
disorders. In one recent 

- controlled study! Nardil 
proved successful in 
a majority of patients with 
phobic anxiety. 


“The results confirm previous 
evidence that phenelzine 

t (Nardil) is an effective drug 
for the treatment of phobic 
anxiety."'! 
1. Psychopharmacologia (Berl.) 1973, 32, 237. 
Nardil tablets each contain 15 mg 
phenelzine (as Phenelzine Sulphate BP). 


Further information available on request. 
Nardil' is a registered trade mark Y 


Г] William В. Warner & Со. Ltd., 
z Eastleigh, Hants. 
Tel: Eastleigh 3131 
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Aged and agitated Such elderly patients, 
р confused, irritable and suspicious, are oftena ' 
real problem to those who care for them in home or hospital. 
By reducing agitation without causing over-sedation sPARINE' 
(promazine hydrochloride B.P.) will help to make them 
more co-operative, alert and active, easing the nursing 
problem, and reducing time- 


consuming supervision. she needs еўраппе 





John Wyeth & Brother Limited, Taplow, Berks. *trade таг 


Further information on request from 





BROCADOPA + DISIPAL 
STABILISES THE PARKINSON PATIENT 


A ie 





„both physically and mentally. 


Clinical Evidence! shows that the balanced therapy of Brocadopa +- Disipal has significant 
advantages over levodopa alone. 


BETTER OVERALL THERAPEUTIC CONTROL OF PARKINSONISM. 
REDUCTION IN NAUSEA AND VOMITING due to LEVODOPA ALONE. 


1R. K. Whyte, et al: ‘Levodopa & Orphenadrine in Parkinsonism’. Europ. J. clin. Pharmacol. 4, 18-21 (1971) 


Brocadopa 
^l ly 
Further information available on request : 


Brocades (Great Britain) Ltd., Brocades House, West Byfleet, Surrey, KT14 6RA Tel : Byfleet 45536 
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Once-a-day 
Tranxene 


is the one treatment 
for anxiety that helps 
your patient by keeping 
dosage simple, easy to 
remember, more likely 
to be followed 


Moreover, once-a-day 
Tranxene provides 
effective relief of 
anxiety and perhaps 
fewer side effect 
problems than you've 
come to expect. When 
it comes to choosing а 
treatment for anxiety 
once-a-day Tranxene 
is the one to remember 


The most unforgettabl 
treatment forcaxiety 


Full information on Tranxene (potassium clorazepate) 
is available on request from 
Boehringer Ingelheim Limited, Bracknell, Berkshire. 


® Boehringer P/645 
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CANADA 


Headquarters Hospital of International Grenfell Association, 
St. Anthony, Northern Newfoundland, Canada 


The above modern and well-equipped regional teaching hospital which is 

affiliated with two universities and which is responsible for an area of 50,000 

square miles with a mixed population of settlers, Eskimos and Indians requires 
the following: 


PSYCHIATRIST 


of at least Senior Registrar level. A good commencing salary is offered according 

to experience. Contract minimum of one year. Travelling expenses paid and 

attractive accommodation is provided at a very moderate rental, which includes 
central heating, lighting, etc. 


Please apply to the Secretary, with full particulars, 
Grenfell Association, Hope House, 45 Great Peter Street, 
London, SW1P 3LP 


Е CHURCHILL LIVINGSTONE 


MENTAL RETARDATION 
and Developmental Disabilities 


Edited by Joseph Wortis, M.D., Professor of Psychiatry, 
State University of New York 
1974 Volume VI 320 pages £7.50 


This book provides comprehensive coverage of the attitudes towards and the problems 
posed by the mentally handicapped. While the editors recognize the need for basic 
research into these problems, they stress that the public would benefit if academics were 
to involve themselves more actively in the services. 

Contents: Clinical Aspects / Genetics and Intelligence / Congenital Malformations: 
Hydrocephaly / Developmental Biochemistry / U.S. Federal Funds: A Policy Study / 
Sociology / Éducation / Sexual Behaviour / Physical Education and Sport / Employment / 
Language / The Voluntary Association on the International Scene. 


CHURCHILL LIVINGSTONE 
Medical Division of Longman Group Limited 
23 RAVELSTON TERRACE Edinburgh EH4 3TL 
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Why more doctors 
are prescribing less 
amitriptyline 


Because by prescribing Lentizol, sustained-release 
amitriptyline, the same antidepressant effect is 
produced at two-thirds the dosage of ordinary 


amitriptyline.!. 2.3 
As the dosage is simply reduced to one 50 mg capsule 
during the evening or at bedtime, there is less daytime 


drowsiness * and hence less chance of patient default 
This makes Lentizol the ideal form of amitriptyline for 


testing DOi amie chrodie daptession the simpler, safer amitriptyline 


and 25 mg Amitri ine Hydrochloride ВР in a sustained-release formulation. Lentizol is a registered trade m 
2),120:65, 2 8rit. J Psychiat. (1973), 123: 69. urr. med. Res. O (1972),1 4. Practitioner (19 
Further information able on request. William R arner & С ted, Eastleigh, Hampshire. Telephone Eastleigh 3131 


sustained release 
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. 3 1974 and 1975 issues of 
Bowden House Clinic The British Journal of Psychiatry 


Harrow-on-the-Hill, Middlesex are available from 


(Non-Profit Making: Registered as a Charity) 


HEADLEY BROTHERS LTD., 
Telephone: 01-864 0221 DEPT. BJP, 


ASHFORD, 
A private Clinic, outside the National Health KENT 


Service, for the treatment of patients suffering 

from the neuroses, early psychoses, psycho- 

somatic disorders, drug addiction and alcohol- Earlier back issues are available 

ism, Treatment is undertaken or supervised by from 

the experienced psychiatrists whose services і Р 

are inclusive іп the patients’ fees. А full Wm. Dawson & Sons Lrp., 
physical examination and pathological investi- CANNON HOUSE, 

gations are made in the first week. FOLKEST ONE, 
Apply: The Medical Director. KENT 



















NEW Mk.4 E.C.T. APPARATUS: 


DUOPULSE, ECTONUSTIM, 
ECTONUS & ECTRON 


Also 


SOMLEC 
ELECTRO SLEEP APPARATUS 


Send for full details 


ECTRON LTD. 


KNAP CLOSE, LETCHWORTH, HERTS. SG6 IAQ 
ENGLAND 
Telephone: LETCHWORTH 2124 — Cables: ECTRON LETCHWORTH 
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Neurocutaneous Disorder and Mental Functioning 


The Blake Marsh Lecture for 1974, delivered before the Royal College of 
Psychiatrists, 4 February 1974 


By J. JANCAR 


‘Por los cuerpos a las almas’ 
(Through the body to the soul) 
San Juan de Dios (St. John of God) (1495-1550) 


Disorders of the skin, either congenital or 
acquired, associated with nervous disorders 
and disturbance of normal mental functioning 
are numerous. The classification is very wide- 
ranging and includes: phakomatoses, hamar- 
toses, adenomatoses and neurocutaneous syn- 
dromes. In 1972, Liebaldt and Leiber collected 
40 titles of the syndromes, and since then many 
more reports of the new syndromes and their 
variants have appeared in the world literature. 

In an attempt to begin to understand this 
profusion and confusion of different classifica- 
tions and descriptions one must look back to 
foetal development and search for the nature, 
timing and severity of teratogenic agents 
affecting the various embryonic layers and 
their derivatives. The results of this search will 
eventually lead to better understanding, treat- 
ment and prevention of this group of disorders. 

Knowledge of the multipotentiality of the 
neural crest is very helpful in understanding 
the normal and abnormal functions of its 
derivatives, which include unipolar dorsal root 
ganglion cells (sensory), sympathetic neuro- 
blasts, which may differentiate into either 
sympathetic ganglion cells or chromaffin cells 
(adrenal medulla and paraganglia), Schwann 
cells, leptomeninges (pia and arachnoid), 
mesenchymal cells of the head, branchial 
cartilage cells, odontoblasts, and the epithelial 
and connective tissue pigment cells (melano- 
blasts). There is evidence that the neural crest 
arises from the walls of the optic vesicles in 
human development (Hamilton et al., 1972). 

The following is a very brief description of 
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patients at the Stoke Park Hospital Group in 
Bristol, which houses approximately 1,500 
mentally subnormal patients of both sexes and 
all ages, suffering from various congenital or 
acquired neurocutaneous anomalies and their 
mental disorders of known or unknown causa- 
tion. 


А. CONGENITAL Case REPORTS 
The findings in these cases are summarized 
in Table I overleaf. 


B. ACQUIRED DISORDERS 

т. Drugs. The commonest drugs to cause 
increased pigmentation are the tranquillizers. 
The ‘purple people’ were on large doses of 
chlorpromazine. Related phenothiazines may 
cause similar discoloration (Copeman, 1974). 
Neurological side effects are parkinsonism, 
oro-facial dyskinesia and other dyskinesias. 

2. Pellagra and pellagra-like reactions. True 
pellagra is nowadays rarely seen among the 
mentally disordered because of improved diet 
and care. However, we observed a case of a 
pellagra-like condition in-a 34-year-old male 
patient, IQ 50, who developed cutaneous 
lesions, gastro-intestinal disorder, peripheral 
neuropathy and psychotic episodes due to 
PAS and isoniazid anti-tuberculosis treatment. 
The disorder cleared on the withdrawal of 
the drugs and subsequent vitamin treatment 
(Jancar, 1969). 

3. Increased pigmentation of pigmented areas. Over 
fifteen years ago we noticed that some patients 
of both sexes developed increased pigmentation 
of the pigmented areas of the body (e.g. areolae, 
axillae, genitalia, linea nigra) associated with 
loss of weight, increased irritability and aggres- 
sion, and a few became psychotic. Ruling out 
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pellagra and Hartnup's disease we investigated 
various vitamin deficiencies. It came to light 
that a number of patients had low N*-methyl- 
nicotinamide excretion in urine. Some improved 
dramatically with a high dose of nicotinamide 
while others remained the same. 

Further investigation revealed that some of 
the patients on anticonvulsant therapy deve- 
loped folic acid deficiency. This deficiency and 
its side effects can be successfully treated with 
yeast (Eastham and Jancar, 1971). 

W.R. and Kahn tests were negative in all the 
cases referred to in this lecture. 

Dermatoglyphic studies of the patients re- 
vealed some interesting findings, but they аге 
not of statistical significance or pathognomonic 
importance except in Down's syndrome. 


MENTAL FUNCTIONING 

When analysing these cases suffering from 
neurocutaneous disorders one notices that there 
is, in all the patients, defective mental function- 
ing ranging from profound mental retardation 
to near normal intelligence. Some also suffer 
from a variety of neuroses or psychoses super- 
imposed on their mental defect. Autism and 
dyslexia are also observed. 

The degree of mental malfunctioning depends 
on the extent to which the congenital or acquired 
neurocutaneous lesions interfere with normal 
functioning of the brain—the sensory and 
locomotive systems on the one hand and normal 
functioning of other body systems, perceptive 
and emotive processes on the other. Genetic 
patterns and environmental influences play an 
important role in the development or arrest of 
normal mentality in these cases. Psychological 
disturbances, however, can cause a flare up of 
neurocutaneous disorders. 


RECENT ADVANCES IN THE DIAGNOSIS OF 
NEUROGUTANEOUS DISORDERS 

With the new techniques in chromosomal 
analysis, advance in the knowledge of bio- 
chemistry, paper chromatography, gas chroma- 
tography, virology and genetics, man has been 
given an opportunity to understand for the 
first time many secrets and mysteries of nature 
(Eastham and Jancar, 1968). 
. Electron microscopic studies of the lesions 
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are very helpful A recent report on a renal 
tumour in a case of tuberous sclerosis (Mori 
et al., 1971) demonstrated that the cells which 
have been histologically assumed to be smooth 
muscle in origin were not myogenic in ultra- 
structure but quite similar to blastic Schwann 
cells. This seems to support Inglis’s previous ' 
view that tuberous sclerosis is essentially the 
result of dissemination of immature Schwann 
cells throughout the body. Another electron 
microscopic study of a cerebral biopsy of a 
patient suffering from tuberous sclerosis (Arseni 
etal., 1972) revealed an unspecified degenerative 
alteration in the cells and their processes, 
suggesting a possible, but as yet unknown, 
metabolic ‘disturbance as the pathogenesis of 
the disease. 

Brain scan may clarify the pathophysiology, 
especially in Sturge-Weber syndrome, and help 
to localize major regions of hemisphere involve- 
ment even in the absence of calcification (Kuhl 
et al., 1972). 

Waldmann and McIntire (1972) reported 
increased serum-alpha-foetoprotein levels in 
ataxia-telangiectasia, and postulated a hypo- 
thesis that a primary abnormality in this disease 
is a defect in tissue differentiation and defective 
interaction between the entodermal and meso- 
dermal germ lines. They suggest that the liver 
is not fully developed and thus unable to 
synthetize foetal protein. 

Cleaver (1970) has recently shown that: the 
underlying abnormality in xeroderma pigmen- 
tosum is probably a deficiency in an endo- 
nuclease, the enzyme normally responsible for 
the replication repair of DNA, damaged by 
ultraviolet light. 

Early diagnosis of neurofibromatosis is greatly 
helped by the observation of Whitehouse (1966) 
that five of more café-au-lait spots under 5 years 
of age is of diagnostic value in the disease. 
Similarly, white spots at birth or soon after 
strongly suggest tuberous sclerosis (Hurwitz 
and Braverman, 1970). 

'The advent of antenatal diagnosis through 
amniocentesis represents the most important 
advance so far attained in the possibility of 
prevention of the birth of infants with irreparable 
genetic, mental, and physical defects. Genetic 
counselling in an increasing number of disorders, 
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especially chromosomal anomalies, can now be 
based upon actual diagnosis tn utero. 

Recently, a computer programme to estimate 
recurrence risk for. multi-factorial familial 
disease has been reported (Smith, 1972), and 
. computers may in the future help to provide 
better information for genetic counselling. They 
may also help in identifying high-risk groups, 
and with the indications for antenatal amnio- 
centesis and, in general, with prevention and 
treatment of genetic disorders. 

The development of eczema in an infant is 
often the first manifestation of allergy, which 
may also be characterized by asthma, urticaria, 
and allergic rhinitis. We know that individuals 
inherit a tendency to allergic disorders and a 
child with infantile eczema will usually have a 
family history of some of these allergic mani- 
festations. Little is known about the mecha- 
nisms involved, but recently an immunoglobulin 
IgE has been identifed which is present in 
increased amount in atopic individuals. 

About то per cent of atopic children tend to 
have the dominant type of ichthyosis which 
gives rise to dry scaling with follicular hyper- 
kerototis, mainly on the back and extensor 
aspect of the arms and legs. 

Smallpox vaccination is contraindicated in 
atopic individuals unless vaccinia immuno- 
globulin is given simultaneously to prevent 
severe systemic upset and the risk of encephalitis 
(Beveridge, 1974). 


‘TREATMENT 

In all but a few cases the only treatment is 
symptomatic by drugs and diet. However, 
selected cases are often successfully treated by 
neuro-surgery or plastic surgery. Occasionally 
X-ray or radio-therapy can be very helpful in 
the treatment of some disorders. Psycho- 
therapy and physiotherapy with occupational 
therapy have a beneficial effect. 


GENERAL OBSERVATIONS 
In the course of this survey many new obser- 
vations were made, and on the other hand 
many results of previous investigations and 
conclusions were confirmed. I shall mention 
here only a few salient points. 
(1) We know little or nothing about the causes 
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of neurocutaneous disorders in the majority of 
the cases in the sample. However, the know- 
ledge that quite a number of cases have been 
discovered during the past decade is most 
encouraging. 

It is important to note and follow up any 
skin disorders which may act as a marker of 
other physical or mental malfunctions. 

Excluding 144 mongols and patients with 
acquired skin disorders I observed 77 cases of 
congenital neurocutaneous disorders, which is 
5*1 per cent of the total hospital population. 
(2) In a great number of cases I noticed that . 
members of the family of the same generation 
or previous generations suffered from the same 
or like mental or physical disorders. I also 
observed that there is a likelihood of malignant 
changes of the lesions especially in the later life 
of patients. 

(3) When I studied the case notes of patients 
l.checked the attendance for diagnosis or 
treatment in various departments of hospital 
and community services. I noticed that all 
departments were used by one patient or 
another at some stage of their lives, which 
emphasizes the importance of close co-operation 
between psychiatry and other branches of 
medicine. 

(4) The importance of knowledge of general 
psychiatry while working in the field. of mental 
subnormality was revealed in the survey, when 
a number of patients required the diagnosis and 
treatment of neuroses and psychoses. Experience 
of child and family psychiatry and a working 
knowledge of forensic psychiatry is essential. 

(5) While recognizing various schools of thought 
and models in psychiatry and taking into 
account all recent advances in the care and 
treatment of the mentally disordered either in 
hospital or in the community by psychiatrists 
and other experts and members of these teams, 
I feel that ‘the species’ of old-fashioned 
physician-psychiatrist who sometimes even uses 
the stethoscope is still a necessity, and that he 
still plays an important role in mental illness 
and mental handicap in particular. He patiently 
monitors and treats mental and physical 
maldevelopment and malfunctions in man as 
a whole from childhood to senescence and 
feeds his findings to antenatal, natal and post- 
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natal clinicians in all branches of medicine. 
When the majority of cases of mental and 
physical disorders from our sample and others 
become diagnosable and preventable, then his 


role will be ended and ‘the species’ of physician/ | 


psychiatrist will become extinct. The sooner 
the better! 

Our generation has witnessed the extinction 

of the tuberculosis physician and the redundancy 
of his sanatoria. Vivant sequentes] 
(6) Lastly, our assessment unit, where full 
multidisciplinary assessment of all new cases 
and re-assessment of old take place, brought to 
light many cases and anomalies referred to in 
this review (Jancar, 1971). 


CONCLUSION 

I used as a motto for this lecture—‘Por los 
cuerpos a Jas almas’ (through the body to the 
soul)—a motto which St. John. of God, ‘a 
former mercenary soldier and later founder of 
a religious mental nursing order—placed in 
1540 above the doorway of his asylum in 
Granada and which today may be seen at the 
entrance to Lennox Castle Hospital (Mac- 
Gillivray, 1973); and I should like to conclude 
the Blake Marsh lecture with a dictum from 
Cicero—‘Dum tacent, clamant’—‘While silent, 
they cry aloud!’—while our patients silently 
suffer from their mental and physical diseases 
they cry aloud for your help and mine! 
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Dimensions of Behaviour in Infant School Children | 


By I. KOLVIN, S. WOLFF, L. М. BARBER, E. С. TWEDDLE, 
К. GARSIDE, D. Мої. SCOTT, and S. CHAMBERS 


Section A 


INTRODUCTION 

Much attention has been devoted to the 
classification of the behaviour disorders of 
childhood, and various authors have identified 
what they consider to be clinically homogeneous 
groups. The alternative to a clinical approach 
to classification is a multivariate approach in an 
attempt to identify more scientifically the main 
dimensions underlying the wide range of beha- 
viour disorders that occur in children. A model 
for a multivariate classification was pioneered 
by Hewitt and Jenkins (1946), who delineated 
three behaviour syndromes: 

(a) socialized delinquency; 

(b) unsocialized aggressive behaviour; 

(с) over-inhibited behaviour. 

The Hewitt and Jenkins research was under- 
taken on 500 cases of problem children referred 
to a child guidance clinic. Subsequently Field 
(1967) was able to identify only the unsocialized 
aggression and over-inhibited syndromes. This 
may reflect the population she studied (boys in 
a remand home). The research of Collins et al. 
(1962) was also carried out on a clinic popula- 
tion, as was the more recent Edinburgh study by 
Wolff (1967 and 1971) ofprimaryschool children. 
In the latter study the principal component 
analysis was limited to 34 symptoms which 
remained after the elimination of a number of 
rare items. Wolff identified four factors which 
she considered clinically sensible, and labelled 
them as follows: 

(i) aggressive, acting-out behaviour (14:8 
per cent variance); 

(i) manifest anxiety, versus antisocial beha- 
viour (9.2 per cent variance); 

(iii) inhibition and antisocial behaviour (6-8 

per cent); 

(iv) disturbances of toilet function (6:3 per 

cent). 


Peterson (1961) used 400 ‘representative’ 
child guidance cases to derive a 58-item teacher 
checklist, which was subsequently applied to 
891 infant and junior school children (U.K. 
equivalent). He identified two major clusters, 
consisting of ‘conduct problems’ (essentially 
aggression) and ‘personality problems’ (essen- 
tially withdrawal). One of the few factor-analytic 
studies of parent symptom ratings of samples of 
clinic attenders and of normal children has 
been that of Conners (1970). Conners found 
reasonable agreement between patients and 
controls in general factor content of the first 
five factors, and labelled these ‘agpressive 
conduct disorder’, ‘anxious inhibited’, ‘anti- 
social’, ‘enuresis’, ‘psychosomatic disorders’. 
However, his data suggest that the agreement 
holds mainly for his first factor. 


First aim of present research 

Our aim was to study the dimensions of 
behaviour, based on parents’ reports, that 
occurred in a random sample of infant school 
children aged 5 years. Parents of 209 children 
were interviewed, this constituting a random 
sample of the Newcastle infant school popula- 
tion. There were almost equal numbers of boys 
and girls (106 : 103). 


METHOD 

The research instrument developed to mea- 
sure these characteristics derives from a beha- 
vioural rating technique based on mothers’ 
reports of their children’s behaviour. The tech- 
nique was originally devised by McFarlane 
(1954), and was modified by Grant (1958) and 
later by Wolff (1967) into a series of five-point, 
rating scales which are consistently one-tailed 
ranging from absence of abnormality (1) to 
extreme abnormality (5) and which yield 
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reliable ratings based on mothers’ reports of 
their children’s current behaviour. Wolff used 
a focussed interviewing technique employing 
standard questions and probes in a set order to 
elicit immediately rateable descriptions of what 
children do in specific situations. 

' Questions concerning objective items of 
behaviour (e.g. bedwetting), concentrate on the 
frequency and severity of the behaviour, while 
questions into more subjective items of beha- 
viour (e.g. destructiveness) consist of a set of 
situation-specific probes into the likelihood of 
appearance of the particular item. For each 
item the Wolff inventory provides clear-cut 
definitions for every grading of severity from 
(1) to (5). The information upon which these 
items are based comes from answers to a set 
series of questions which are open-ended so as 
to allow the interviewer, if necessary, to explore 
the mother’s description further, until a 
satisfactory rating can be achieved. 

The choice of scales employed naturally 
depends on the age of the child, and at the 
examination at five years of age our behaviour 
instrument consisted of 38 items from Wolff 
plus two additional items. (Seven other items 
from the Wolff version were not used at this 
age range). 


Interviewing and scoring 

The probe questions have to be closely 
followed (administered in a standard and 
structured form). At the end of each probe 
additional free questioning is permitted (open- 
ended interview) until the interviewer feels 
confident about the rating. A five-point rating 
scale was used, with each point on the rating 
scale carefully defined so as to enable behaviour 
to be rated with an adequate degree of variation 
or scatter on each variable. The interview lasts 
three quarters to approximately one hour, the 
length being dependent, among other factors, 
on the experience of the interviewer and the 
presence of behavioural problems. 


Finpinas 
Table I contains the 40 items included in the 
first principal component analysis. Table II 
provides profiles of the first four components 


TABLE I 
Behaviour features—random sample, principal component 
analysis • 





. Absence of guilt 21. Frequency of tantrums 
Infantili 


ï 

2. tilism *22. Destructiveness 
* 3. Restless sleep 23. Truthfulness 
* 4. Dreams 24. Pilfering 
* 5. Night waking 25. Wandering 
* 6. Poor appetite *26. Solitariness 

7. Greedy eating *27. Relationships with sibs 
* B. Finickiness *98. Nail biting 
* g. Obsessionality 29. Finger sucking 
жто. Day wetting 30. Sucking, chewing 

11. Night wetting 31. Tics 

* 12. Day soiling *32. Modesty 
*13. Constipation 33. Headache 
*14. Cautiousness 34. Abdominal pain 
*15. Recklessness *35. Vomiting 
* 16. Sensitivity 36. Psychosomatic disorder 
*17. Anxiety ` *37. Social isolation 
*18. Phobias 38. Stammer 
*19. School resistance 39. Enunciation 
*20. Tantrums *40. Imagination 





* These features are subsequently selected as 
constituting the abbreviated behavioural interview 
scale. See text. 


which proved sensible clinically (items with 
very low loadings have been left out of the table). 
The first three account for 20 per cent of the 
variance, which is slightly more than in the 
Maudsley Study (Collins et al., 1962), of 18 per 
cent, but less than in the Edinburgh Study 
where the corresponding figure was 30-8 per 
cent. 

The first component extracted was bipolar 
and was labelled ‘neurotic introversion versus 
recklessness’. One pole had positive loadings on 
such items as anxiety, sensitivity, social isolation, 
food finickiness and school resistance, and 
therefore resembles the manifest anxiety pole of 
component II of the Edinburgh analyses (Table 
III). The other pole, which contains the single 
item of recklessness, has no analogy in the other 
studies. 

The second component was also bipolar. The 
first pole was an acting-out dimension com- 
pounded of sleep and bowel and bladder dis- 
orders and aggressive conduct and has been 
labelled ‘externalizing vegetative’. This bears 
a slight resemblance to Wolff's Factor I in that 
it includes items of destructiveness, recklessness 
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Taste П 
Principal component analysis 
Variables Component I Component П Component III Component IV 
Anxiety +337 озү —'13 + +04 
Sensitivity 1:92 —'01ї — :20 +-22 | 
Cautiousness +°31 —*20 — +22 —*21 
Finickiness +29 +-09 + +20 +03 
Solitariness +27 —*07 — :02 —'12 
Social isolation 24 — :05 + :0 +10 
Obsessionality + :22 —*16 +:0 —'04 
. School resistance +:19 — :03 + .22 + .23 
Recklessness — +25 + +24 +18 +98 
Night waking to + +30 — .08 + 08 
Day wetting +: + +29 + 01 —:22 
Night wetting +02 +715 —*05 —*20 
Destructiveness —+06 4:27 —*02 4-:18 
Vomiting . T1 + 26 —'*09 —*IO 
Restless sleep ‘ + +08 +-23 —21 +:08 
Relationships with sibs —'oR + +22 —-16 —'01ї 
Nightmares — :02 + :20 +00 +14 
Constipation + :07 + 20 + +25 —'24 
Tantrums .. +-12 + :20 — :09 +33 
Poor appetite + +21 +-03 4+ :35 +03 
Stammer .. + +04 + +03 +99 + -0o 
Articulation + :02 + :20 + :10 +00 
Greedy cating —17 +:08 —-28 —*093 
Nail biting +-o1 4:06 — +29 —-08 
Phobias , .. +16 + :08 —:17 -00 
Modesty .. um +12 — :06 — +23 *00 
Frequency of temper tantrums е T7 + :08 + 01 + :34 
Lying . ++оз +09 —'14 +90 
Pilfering + :08 T +-o1 —:08 
Sucking, chewing +-06 +:18 — :05 —'97 
Finger sucking *00 +19 —-06 —*2ї 
Day soiling + 09 + 07 +16 —*17 
ination -F-or + +04 +17 + :06 
% Variance 8% 7% 5% 4% 
Type of component Bipolar Bipolar Bipolar Bipolar 


Interpretation: 


Component IV 
cautiousness 


and tantrums. However, the other pole of 
cautiousness has no analogy in the Барин 
analysis. 

The third component appears to represent 
manifestations of neuroticism associated either 
with over-eating or under-eating, and was 
labelled ‘neurosis with anorexia or bulimia’. 

The fourth component was also bipolar. The 
one pole was labelled ‘antisocial school resist- 
ance’ and has loadings on such items as tan- 


D 


Neurotic introversion v. recklessness 
Externalizing vegetative р. cautiousness 


Neurosis with anorexia or b 
Antisocial school resistance р. oral/anal bladder disturbance and 


trums, lying and recklessness, but also sensitivity 
and school resistance. This closely resembles 
Wolff's third factor and would appear to 
validate her inference that in primary (here 
infant) children antisocial behaviour is asso- 
ciated with overinhibited behaviour. The other 
pole called *cautiousness and oral/anal bladder 
disturbance’ again resembles Wolff’s fourth 
component. 

To summarize, four components were deli- 
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ТАВІЕ III 
Comparison ee dimensions—between two studies 














Edinburgh maladjusted Newcastle normative study 
Component Label Component Label 
I Aggressive acting out Па Externalizing vegetative 
Па Manifest anxiety Ja Neurotic withdrawal 
IIb Antisocial 
III Inhibited and antisocial IVa Sensitive, antisocial, school resistance 
IV Inhibited and elimination disorder ‘IVb Oral/anal bladder disorder 
Е (excretory) 
lila Neurotic anorexic 
IIIb Modesty and bulimia 
Ib Recklessness 
Hb Cautiousness 


neated. Each of these was bipolar; there were 
therefore eight poles, four of which overlapped 
with the poles described in the Edinburgh 
rescarch (Table IIT). 


Second ЯЯ: analysts 

The next strategy consisted of reducing the 
number of variables used in the first component 
analysis. The rationale for this is twofold— 
firstly, some pairs of variables mean much the 
same, such as solitariness or social isolation; 
and secondly, summating scores on similar 
items to produce general features provides a 
better definition of the feature and reduces the 
small variance within single items (Conners, 
1970). Further, this technique substantially 
increases the variance taken up by each com- 
ponent. The following combinations were used: 


Sleep = addition of each child’s scores on items of 
restless sleep, dreams and night waking. 

Neurotic inhibition = cautiousness, sensitivity, 
anxiety, phobias and school resistance. 

Excretory disorders = day and night wetting, soil- 
ing and constipation. 

Antisocial behaviour = recklessness, destructive- 


ness, lying, pilfering, wandering. 

Bodily mannerisms = nail-biting, finger-sucking, 
sucking and chewing and tics. 

Psychosomatic symptoms = headache, abdominal 
pain and vomiting. 

Temper = tantrums, severity and frequency of. 

Social isolation = solitariness, social isolation. 


In the second principal component analysis 
seven variables were added to the above eight 
sets of summated scores. The first three com- 
ponents accounted for 37 per cent of the 
variance. In labelling the components only 
loadings above :30 were considered. The first 
component extracted was general and was 
labelled as ‘neurotic introversion'. The second 
component was labelled ‘conduct disorder versus 
obsessional neuroticism’, with the first pole 
resembling one of those of the first components 
analysis (second component). The third com- 
ponent again is bipolar and is more difficult to 
interpret, but the variables of poor appetite and 
modesty (associated with neuroticism) appear 
to be at the opposite poles and so,again it bears 
a slight resemblance to the third component of 
the first analysis (Table IV). 


` 
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TABLE 


IV 


Behaviour dimensions — Newcastle infants 


First component analysis 


Neurotic introvert 


Second component analysis 


Neurotic introvert 


Third component analysis 


Neurotic introvert 





Recklessness y 
Externalizing vegetative Conduct disorder Conduct disorder 
i Cautiousness 
Neurotic/anorexic Imaginative anorexic 
Neurotic bulimic Bulimic neurotic 
Antisocial school resistance Antisocial anorexic 
Vegetative disturbance 
(oral /anal/bladder) 
Neuroticism and: modesty Modesty 
Inhibited obsessional 
Greedy eating 
Tante V Third component analysis 
Second. principal пика analysis In the third component analysis (Table VI) 


nent I. nent II nent III 
Isolation ©... e 0:939 +4 —ат 
Obsessionality +:36 +:29 +:2 
Neurotic inhibition +:35 +°28  —:22 
Poor appetite .. +34 +716 +35 
Solitarines  .. +:33 +116 —21 
Antisocial 2g +06 —:52 +:24 
‘Tantrums e +25 — 41 —*04 
Sibling rivalry +112 ~*30 —'3I 
Sleep disorder +:28 | —:29 +-I10 
Imagination .. —:02 +°14 +°57 
Modesty +02 +116 —-36 
Excretory disorder +16 —'i4 —*09 
Bodily mannerisms +:18 —:14 — —:07 
Psychosomatic disorder --:29  —:12 +:19 
Speech problems +:10 —'18 —-0g 
% variance .. 15% 13% 9% 
Type of component .. General Bipolar Bipolar 
Interpretation 
Component I Neurotic introvert 


Component II Obsessional neurotic v. conduct 
disorder 


Component III Imaginativeness and poor appetite 
v. neuroticism and modesty 


the composition of the data set was again 
changed, and additionally the variable sex was 
included. The first three components take up 
34 per cent of the variance. The first component 
was bipolar and was labelled ‘neurotic introvert 
versus bulimia’. It is likely that the bulimia pole 
arises as an artefact of the procedure of in- 
cluding in a component analysis symptoms 
which are the direct inverse of each other. 
This component again resembles the first 
component of the first factor analysis. The 
second component is interesting in that it 
contains at the one pole conduct disorder 
features while at the other there are minor 
loadings on excess modesty and female gender. 
It would appear reasonable to hypothesize that 
such aggressive antisocial features are basic to 
this second component and to males, and the 
inclusion of the sex variable has better defined 
the poles. Such hypotheses can only be tested 
by undertaking sex-specific analyses. It is to be 
noted that excretory disorders appear on the 
conduct disorder pole. The third component is 
bipolar and again broadly resembles the third 
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Taste VI 
Behaviour 
Third component analysis 





Compo- Compo- Compo- 


nent I nent II nent ITI 
· Obsessionality {+47 +5 — 19 
Poor appetite .. +44 +704 —"42 
Neurotic inhibition +37 bur o +743 
Social isolation 4:38 +r 4-19 
Speech disorder +:02  —-:22 +:00 
Greedy eating —'gI —‘I3g +40 
Мз J^ е +:17 +°15 +20 
о +04 ceo +30 
Antisocial —'IO —'50 —:32 
Sleep .. E ee; —'45 4.08 
Psychosomatic disorder +05 +09 | —:03 
Excretory is 0 +:18 —+95 +15 
Imagination +05 +011 21 
Bodily mannerisms +:12 —'27 +27 
Temper tantrums зип —:38  —-02 
Bodily symptoms +:25  —:29  —-:08 
% variance .. .. 14% 11% 9% 
Type of component .. Bipolar Bipolar Bipolar 
Interpretation 
Component I 


Neurotic introvert v. greedy eating 
bulimia 


Component II Conduct disorder v. modesty 
Component III Neurotic bulimic д. antisocial 
anorexic 


component of the first component analysis, with 
poor appetite and over-eating at opposite poles. 
While an association of over-eating and neuro- 
ticism again emerges, the other pole now 
becomes more clearly a poor appetite-cum- 
antisocial one. 


DISQUSSION— PRINCIPAL COMPONENT ANALYSES 

There are two ways of describing children. 
The first consists of using a classificatory 
approach and the allocation of children to 
mutually exclusive categories. The second 
consists of the use of a dimensional model where 
the dimension consists of a number of symptoms 
which have been summated. Such quantification 
also provides a measure of the intensity of the 
disorder (Quay, 1972), and the child can be 
located on any number of meaningful dimen- 
sions. It is of importance to demonstrate that 
such patterns can, with reasonable regularity, 
be identified in different populations of children. 


Certain researchers have confined themselves 
to ‘normal’ populations, while others have 
turned their attentions to abnormal populations. 
It is therefore to be expected that multivariate 
analysis of data deriving from research with 
different basic methods, sets of behavioural 
items collected with different techniques on 
different populations, will lead to the emergence 
of different factors or components and hence 
dimensions. | 

The two major behaviour patterns which 
have emerged from principal component or 
factor-analytic studies have been given different 
labels, but tend to be broadly similar in feature 
content: | 


Hewitt and Overinhibited  Unsocialized 
` Jenkins, 1946 neurotic aggressive 
Peterson, 1961 Personality Conduct 
Quay, 1964 Disturbed Unsocialized 
neurotic psychopathic 
Jenkins, 1966 Inhibited Aggressive 
Achenbach, 
1966 Internalizers Externalizers 
Wolff, 1967 Anxiety versus Aggressive 
anti-social acting out 
behaviour 
Conners, 1970 Anxious Aggressive 
inhibited conduct 


The features most consistently represented in 
the neurotic pattern are solitariness, anxiety, 
sensitivity and shyness, self consciousness and the 
like. Those in the conduct disorder pattern are: 
aggressive assertiveness, tantrums, destructive- 
ness, recklessness, disobedience and the like. 
The universality of these two patterns is borne 
out by the fact that they emerge in delinquent 
research (Field, 1967) ; child psychiatry research 
(Hewitt and Jenkins, 1946; Collins et al., 1962; 
Wolff, 1967; Conners, 1970) and children in 
ordinary schools (Peterson, 1961; and Conners, 
1970). 

A further pattern has emerged from factorial 
research, though not consistently, which has 
been described as immaturity (Patterson, 1964; 
Quay and Quay, 1965; Dreger et al., 1964). 
Since many of these features are appropriate to 
earlier ages or stages of development they could 
quite easily be described as a ‘developmental’ 
behaviour pattern. The features most frequently 
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described are immaturity/passivity ; restlessness; 
day-dreaming, and preference for younger 
playmates and activities (Quay, 1972). : 

The current research into behaviour of 
normal infant school children uncovers two 
dimensions (neurotic and conduct) which are 
broadly similar to those of the authors quoted 
above. However, Table II reveals four meaning- 
ful components, and if one views the poles as 
separate dimensions there are at least eight 
groups of features or dimensions. Four of the 
Newcastle eight overlap with four of the five 
groups extracted by Wolff. This consistency 
between different childhood populations suggests 
the possibility that these four are fundamental 
poles. The other Newcastle four may be more 
specific for the infant range. It is interesting that 
two of these consist of isolated items at a pole 
(recklessness and cautiousness) in the first two 
components of the first principal component 
analysis. The other two which may also be 
specific to this age range indicate that extremes 
of appetite in each direction (hyper and hypo) 
are both associated with evidence of neuroticism. 
© The other ‘explanation for the difference 
between our findings and those of the Edin- 
burgh Study is the fact that the Newcastle 
cohort consists of ‘ordinary’ and not psychiatric- 
ally referred children, and hence the variance of 
disturbance may be insufficient for the appear- 
ance of certain factors or components, particu- 
larly since abnormal extremes occur only 
rarely in a normal population. Abnormal 
populations are more likely to facilitate the 
emergence of dimensions with abnormal ex- 
tremes. It is of interest to note that in our 
normal population the first factor analysis 
yielded four bipolar factors, while in the Edin- 
burgh Study of psychiatrically referred children 
only one of the four factors was bipolar, the rest 
having items clustering at a single pole. 

The Iowa Research (Peterson, 1961), like the 
Newcastle research, was of normal childhood. 
'The Iowa researchers, however, used teachers 
reports, and they describe two factors of ‘con- 
duct problems’ and ‘personality problems. It 
is likely that such factors are partly determined 
both by the source of information and the items 
included in the study. The large number of 
dimensions or components described in the 
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present study attests to the heterogeneity of the 
behaviour disorders of childhood (Collins et al., 
1962). However, since ours was a ‘normal’ 
population it is perhaps preferable to describe 
the behaviours recorded as behavioural patterns 
which in their extreme form may represent 
disorders. Further, we have no evidence about ' 
the stability of the dimensions found, and some 
may well be developmental variations which 
remit spontaneously with maturation (Lapouse 
and Monk, 1958). Thus the obvious interim 
explanation for the smallness of overlap between 
the two studies (Edinburgh and Newcastle) is 
that one study was based on a clinic sample 
(Edinburgh) and.that some of the emergent 
dimensions in the other may be specific for the 
infant school age. 

Our conclusions from the present study are 
that infant school children can be described in 
terms of the following main dimensions: 


(a) neurotic introvert type. behaviour 
(anxiety) 

(b) acting-out behaviour with positive sym- 
ptomatology; 


(c) 


antisocial school resistance; 
(d) bowel/bladder/oral behaviour; 
(е) eating behaviour; 

(f) ‘modesty; 

(g) recklessness-cautiousness. 


Except for the major dimensions there does 
not seem to be a congruence of factors or 
components between Newcastle five-year-olds 
and Edinburgh primary school children. One 
researcher (Conners, 1970) has described such 
a congruence of factor structure across age 
especially for conduct disorders and anxiety. 
However, in the present study a clear-cut con- 
duct disorder dimension does not emerge from 
the first component analysis and appears only 
in the second and third analyses where beha- 
vioural items have been summated. Only then 
does the relationship of the externalizing vege- 
tative pattern of the first component analysis 
with the conduct disorder pattern of the second 
and third component analyses become apparent. 
Hence, though there appear to be advantages 
in adding variable scores as outlined above in 
terms of reducing the variance within single 
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- items and clarifying some patterns, there is the 
distinct disadvantage that other patterns may 
be submerged. For instance, when using the 
reduced set of variables in the second compo- 
nent analysis, antisocial and excretory items fall 
into the same pole of the second component; 
* whereas in the first component analysis, while 
the externalizing vegetative pole of the second 
component contains excretory features, the 
fourth component has two dimensions which 
demonstrate a polarization of antisocial beha- 
viour and excretory behaviour. In other words, 
the summation of feature scores means that such 
features cannot exert an independent action in 
‘the correlation matrix. 

Finally, there is no evidence of an immaturity 


component in our principal component analysis 
of infant school children’s behavioural data. 

The only evidence of a developmental com- 
ponent in our principal component analysis of 
infant school children’s behavioural data is 
found in the negative pole of the fourth com- 
ponent in the first component analysis. It has 
loadings of oral features (sucking and chewing) 
and eliminative features (wetting, constipation 
and soiling). However, the features described in 
the maturity pattern by previous researchers 
(Patterson, 1964; Quay and Quay, 1965; 
Dreger et al., 1964) are not similar to those we 
have found. Such an immaturity pattern 
may, of course, emerge only in an older age 
group of children. 


Section B 


INTRODUCTION 

There now exist standard ways of measuring 
and studying behaviour using checklists raied 
by either parents or teachers (Rutter, 1967 and 
1970). The greatest merits of such checklists are 
that they are simple and easy to complete. 
Criticisms in terms of weaknesses in that they 
are dependent on differing sets of standards and 
interpretations of each individual parent and 
teacher may be countered by reports of adequate 
levels of reliability (test-retest—r = 0°89 and 
inter-rater = 0:72 for the teacher scale but 
reduces to r = 0-64 for scales completed inde- 
pendently by mothers and fathers). But ques- 
tions about social response and acquiescence set 
have so far not been adequately answered. 
Nevertheless, such questionnaires provide a 
simple and rapid way of rating a large number 
of children and thus constitute a convenient 
and simple screen. 

However, Rutter et al. (1970) report that 
‘though questionnaire responses from teachers 
and parents were of similar value in the screen- 
ing procedure, when it came to more intensive 
study, parents wefe able to provide the most 
useful information’. Indeed, they conclude that 
parental interview was the 'single most useful 
method of gathering evidence for the final 
diagnosis of psychiatric disorder. Systematic 


interviewing is therefore the most sensitive way 
of eliciting information either for measuring 
change or for making a contribution towards a 
diagnostic formulation. Such interviewing can 
vary through a range from total structure and 
standardization to their complete absence and 
arguments have been advanced in favour of 
both extremes. For research purposes it is 
particularly important to gather information 
systematically using a reasonably structured and 
standard interview. 

While depth interviewing is considered im- 
portant in clinical practice, many practitioners 
would question the need for interviewing to be 
undertaken as a standard semi-structured open- 
ended technique (as used in the current research). 
Nevertheless, such an instrument may prove 
useful for those practitioners who are seeking 
a reliable and standard way of describing 
behaviour. 


Second aim of the present research 
In looking at the range of instruments avail- 


‘able we considered that the greatest gap was a 


behavioural inventory geared towards infant 
school children which would combine intensive 
interviewing with reliable and valid ratings of 
childrens’ behaviour. We were particularly 
interested in seeking ways to identify and 
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measure subcomponents of behaviour in addi- 
tion to rating behaviour disturbance globally. 
Although one shoüld ideally try to obtain a 
comprehensive picture of all possible areas of 
behavioural deviance, this is often precluded 
by limited resources. We therefore aimed at 
developing a research i instrument of manageable 
proportions. 


METHODS AND FINDINGS 
Reliability and validity 

The questionnaire was administered by two 
interviewers (L.M.B. and E.G.T.) to parents of 
children with a mean age of 5 years 8 months 
and with a range of three months on either side 
of the mean. The two interviewers came from 
different disciplines and their professional 
training had been different (psychiatry and 
health visiting). Both were given rigorous 
theoretical and practical training in social 
interviewing. Forty-three cases were rated 
independently by both the above interviewers 
(Reliability A). In another fifteen cases test- 
retest reliability was undertaken by a single 
- rater seeing the same cases more than one 
month later for re-interview (Reliability B). In 
ten cases the second interviewer rated the 
interview using a tape recording made by the 
first. (Reliability C). Overall reliability was 
obtained by converting product moment correla- 
tion coefficients into z scores, which were then 
summated and transformed back to a correla- 
tion. Those items in which there was no scatter 
were excluded. The mean transformed correla- 
tions were 0-89, 0:91 and 0:95 respectively. 
In the first instance there was a 95 per cent 
confidence limit that the obtained correlation 
lay between 0-81 and 0:94; in the second 
instance between 0:75 and 0:97 and in the 
third instance between 0:79 and 0:97. We 
consider, therefore, that there is substantial 
evidence that our questionnaire has significant 
reliability. 

In all three methods of reliability testing only 
about 10 per cent of cases had reliabilities below 
0-7, and these showed’ no systematic pattern. 

The reliability levels obtained are high. 
This can probably be attributed to the semi- 
structured nature of the interviews and the 
definitions of each point on the rating scales. 
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Whatever the explanation it gives rise to cautious 
optimism. Although the behaviour inventory 
has 'construct validity', at this point in time 
we had no way of assessing its clinical validity. 
'This will be possible when the questionnaire is 
used again when the children are 7 years old, 
at which time independent psychiatric examina- ' 
tions of the children will be undertaken. Com- 
parisons between a random sample of children 
and children ‘administratively’ identified as 
maladjusted (i.e. children attending institutions 
for the maladjusted) are also planned. The 
results will be reported in due course. 


Principles of reduction of items in the behaviour 
questionnaire 

We decided that we would seek йене 

techniques for selecting items for inclusion in an 
abbreviated behaviour questionnaire for more 
rapid administration. The principles of selection 
were as follows: 

(i) We used the first principal component 
analysis already described. Only the first 
three components were taken into 
account, because they seemed clinically 
meaningful and important. 

(ii) The most important variables in each 
component were: selected according to 
their weight. We left out negative load- 
ings where these were small and variables 
which were really the reverse of the 
other variables. In this way the first two 
components become unipolar, but the 
third component remains bipolar. Suffi- 
cient variables were chosen so that they 
accounted for about 60 per cent of the 
variance of each component. 

(iti) No variable was included in more than 
one component. One of the variables was 
excluded from component 3 because of 
the relatively small number of children 
demonstrating this feature. Overall, the 
24 variables then accounted for not less 
than 66 per cent of the total information. 
For ease of identification these 24 
variables have been indicated with an 
asterisk on Table I. 


RESULTS 
The three components of behaviour are 
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summarized in Table VII. Components 1 and 
2 may now be estimated by summing the raw 
score of the variables, as they are unipolar; 
but not component III, which is bipolar. The 
first component becomes a neuroticism dimen- 
sion; the second an acting-out, bowel and 
* bladder behaviour disorder (anti-social beha- 
viour disorder) type of dimension. As far as 
component ITI is concerned, it is best regarded 
as consisting of two unipolar dimensions. They 
seem to be dimensions of, firstly, psychosomatic 
‘symptoms (mainly anorexia) and, secondly, 
phobic disorders with modesty. 

By the above method, we have reduced more 
than 40 behavioural items to 26 without losing 
more than a third of the total information. 
Furthermore, we now have a logical way of 
summating the information so as to provide us 
with a global score of either the entire question- 
naire or sub-component scores in terms of 
dimensions. 

Table VIII gives the inter-correlation be- 
tween each of the four scales, together and their 
correlation with the global scores. The average 


TABLE 


correlations of the constituent items of each of 
the four scales with their respective scale scores 
are also given. In the bottom row of the table 
are given the average item scale correlations 
with the global score. It can be seen that the 
item correlations with their own scales are 
greater than their correlations with the global 
scores. This suggests that the differentiation 
between scales is meaningful. Further evidence 
in support of this notion is provided by the 
low intercorrelation between scales. Our scales 
are not component scores because they consist 
of unweighted sums of items, but if they had 
been true component scores the correlations 
would have been minimal. 

The next table (Table IX) provides means 
and standard deviations by sex for each of the 
dimensions and for global behaviour. These 
constitute sex-specific provisional norms which 
are, of course, very rough, being based on only 
тоо cases. Elsewhere (Garside ei al., 1973) we 
discuss the prevalence of behaviour disorders. 
In brief, we point out that while Brandon found 
a rate of 17:9 per cent in Newcastle, a 
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Items selected for inclusion in abbreviated behaviour questionnaire and dimensions 

















Component I Component IT Component III 
7 variables 9 variables 5+3 variables 
"Anxiety Night wakening -FPoor appetite 
Sensitivity Day wetting -F Constipation 
Cautiousness Destructiveness -FFinickiness Psycho- 
Solitariness Vomiting + Imagination somatic 
Social isolation Recklessness -+ Day soiling 
Obsession Restless sleep — Phobias Phobia 
School resistance Poor relationship with — Modestry plus 
siblings — Nail biting modesty 
Nightmares 
Tantrums 
Interpretation Interpretation Interpretation 
Neuroticism and withdrawal Externalizing vegetative Psychosomatic symptoms 


(acting-out behaviour 


(mainly anorexia) versus 





disorder) phobias and modesty 
, Estimated reliability of Estimated reliability of Estimated reliability of 
seven variables nine variables eight variables 
0:95 0°97 0:98 





Note: 
first author (I.K.), on request. 


The reliability of individual items, their means, standard deviations and weights, are available from the 
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Tase VIII 
Intercorrelations of items, dimensions (scales) and global scores 
Neurotic Antisocial Psychosomatic Phobic Global 
scale scale : scale scale score 
Neurotic scale —19 18 21 -45 
Antisocial scale "07 "II *66 
Psychosomatic scale — :08 "45 
Phobic scale D *5I 
Global score 
Average of item 
correlations with . 
respective scale score 0-58 0:460 0°52 0:61 
Average of item 
correlations with 
global scores 0:27 0-31 0:25 0°33 
' Taare IX 
Sex-specific norms of behaviour—5-year-old infant 2 
Boys and girls Boys Girls 
Feature — 
Mean S.D. Mean S.D. Mean S.D. 
Neuroticism and withdrawal +1 SD 14:29 13°89 14°60 t = 2°97 
M 11:7 2:57 11:19 2:70 12°27 2°33 p< о 
Antisocial acting out +150 20°44 20:80 20°07 
M 16-58 3:86 16:64 4°16 16-52 3°55 N.S. 
Psychosomatic symptoms +150 9:38 9:48 9:27 
M 7°35 2-09 7:29 2:19 7:42 1:85 N.S. 
Modesty and phobia +1SD 8-61 7 8115 9:04 t = 2°35 
M 6-40 2:21 6-04 2-11 6-78 2:26 р < +05 
Global behaviour deviance +1 SD 47:95 47°51 48:25  . t = 2:05 
M 4206 5:89 41:16 6:35 42:99 526 — p < :05 





lesser rate was reported by Atkins and Kolvin 
(1973) with a circumscribed younger age range. 
It would not be unreasonable to suggest that 
IO per cent of infant school children are clearly 
disturbed and another 5 to 6 per cent are at 
least marginally disturbed. When looking for 
practical guides this percentage (16 per cent) 
constitutes a particularly convenient cut-off 
point, as it constitutes а point above one 
standard deviation from the mean of a normal 
distribution. ` 

Such cut-offs may prove to be rough but 
useful guides as to which children require 
further diagnostic investigation. The abbre- 


viated questionnaire, therefore, could identify 
children who merit investigation and could also , 
provide clues as to the type of disorder from 
which the child is suffering. Subsequent clinical 
evaluations of the children will indicate whether 
this is so. 

Table IX reveals that at the infant stage girls 
show significantly more neuroticism and with- 
drawal, more modesty and fears, and рау 
more evidenes af ‘deviant behaviour’. 7 

DISCUSSION 

The usual procedure of trying to place 

patients clinically into a small number of 
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mutually exclusive diagnostic categories cannot 
cope with borderline cases or with certain 
unusual disorders. Further, this classificatory 
approach to disorders is not intended to provide 
a full and adequate descriptive account of the 
patients’ symptomatology. Some authors have 
“used multivariate techniques in an attempt to 
identify diagnostic categories more scientifically, 
but this too has not proved very successful. For 
instance, less than two-fifths of Hewitt and 
Jenkins’ (1946) 500 cases could be so classified. 
On the other hand, the greatest strength of the 
multivariate approach is that the components or 
factors which are derived can be used to 
describe children’s behaviour along dimensions, 
and these allow a more accurate representation 
of the clinical picture. The decision whether to 
employ categorical breakdown or a dimensional 
description will be determined by the purpose 
of the clinical or research exercise. In certain 
circumstances there may be good reasons for 
using both. 

Two of our four dimensions, namely neurotic 
withdrawal and externalizing vegetative (which 
resembles the aggressive acting-out or antisocial 
factors of other studies), are similar in form, 
but not in content, to those found in all factor or 
principal component analyses of child behaviour 
symptoms. The third dimension relates to a 
whole series of symptoms centred around poor 
appetite (anorexia) which is not unexpected in 
an infant school population. The final dimension 
is less clearly identifiable, but suggests that 
modesty is an important component of beha- 
viour at this age range. Finally we have to pose 
the question of whether behavioural dimensions 
derived from a normal population can be 
usefully applied to abnormal populations of 
children. Evidence from Conner’s (1970) re- 
search suggests that this technique is valid, since 
the factors he derived from clinic and non-clinic 
samples differed only quantitatively. Quay 
(1972) too has stated that ‘the normal and the 
abnormal only differ in degree’. Additional 
suppqrt derives from Rutter et al. (1970), who 
argue that, with certain exceptions, 'disorders 
of emotions and behaviour in childhood do not 
constitute "disease" or “illness” which are 
qualitatively different from the normal’. 


SUMMARY 

1. The behaviour of infant school children 
can be described along two dimensions: conduct 
disorder and neurotic disorder, which are 
universally recognizable in other multivariate 
studies. The additional dimensions which have 
emerged in this study may be more specific to 
younger children. The content of these first 
two dimensions and the form and structure of 
other dimensions described in various studies 
are determined by the source of information 
about the children’s behaviour (parents, tea- 
chers, etc.), the method of eliciting descrip- 
tions of behaviour (checklists, interviews, etc.), 
the population studied, і.е. age (this study), sex 
(Collins e£ al., 1962) type of sample (normal, 
clinic, etc.), items included in the behaviour 
scales, and whether item scores are summated 
(Conners, 1970 and this paper). The first two 
dimensions appear ubiquitous in form though 
not in content. 

2. A brief questionnaire has been developed 
for quantifying behaviour in infant school 
children. It consists of 24 questions with appro- 
priate probes which relate to four dimensions. 
Tentative norms are provided for the above 
four dimensions. 

3. Probes and definitions of scales arc avail- 
able on request (to J.K.). 


ACKNOWLEDGEMENTS 
'This research was supported by a grant from the 
Newcastle Regional Hospital Board. Three of the authors 
аге currently research staff on a Department of Education 
and Science research programme. We wish to thank 
Mr. A. McNay and Mr. P. Clarke for help with the 
computerization of the data. We are all grateful to Dr. G. 
Neligan, as the research is an off-shoot of his Newcastle 
Child Development Study. Finally one of us (I.K.) is 
grateful to Mrs. D. Muckle, Mrs. L. Mein, Mrs. M. Evans 
and Mrs. M. Blackburn for much valuable assistance and 
secretarial help. 
REFERENCES 
Аанемвлон, T. М. (1966) The classification of children’s 
psychiatric symptoms: a factor analytic study. 
Psychological Monographs, 80, 6. 
ATKINS, M. & Korvm, I. In Вот Too Soon or Too Small 
(ed. Kolvin, Scott & Neligan). In preparation. 
Bros, G., Korvis, I., Слвяре, R. F., Scorr, D. 
TWEDDLE, E. G., RICHARDSON, L. & CHAMBERS, S. 
(1974) Dimensions of temperament in infant school 
children. (For publication.) 

Couns, L. Е. MaxwzLL, А. E. & Cameron, К. (1962). 
A factor analysis of some childhood psychiatric clinic 
data. Journal of Mental Science, 108, 274-85. 


126 


‚ Conners, С. K. (1970) Age patterns in children’s psychia- 
tric symptoms. Child Development, 41(3), 667-82. 
Dreger, К. M., Lewis, P. M., Кан, T. A., Murr, K. S., 
Rew, M. P. Overrape, D. С. TAFFEL, С. & 
Еткммтно, E. L. (1964) Behavioural classification 
project. Journal of Consulting Psychology, 28, 1-13. 

Fep, Н. (1967) A Validation Study of Hewitt and Jenkins 
Hypothesis. Home Office Research Unit Report No. то. 
H.M.S.O. 


Garawez, R. F., Нотверт, C. M., Korvin, I., VAN DER 
Srur, Н. I. J., Моізтачноіме, F. & Weare, К. M. 
1973). Evaluation of Psychiatric Services for Children 
in England and Wales. In Roots of Evaluation (eds. 
Wing and Hafner) O.U.P. 

Grant, Q. A. F. R. (1958) Age and sex trends in the 
symptomatology of disturbed children. D.P.M. 
Dissertation, Univ. of London. 

Hrwrr, І. E. & Jenxins, E. L. (1946) Fundamental 
Patterns of Maladjustment: The Dynamics of Their 
Origin. Michigan Child Guidance Institute, Spring- 
field, Illinois: Charles C. Thomas. 

Jexus, R. L. (1966) Psychiatric syndromes in children 
and their relation to family background. American 
Journal of Orthopsychiatry, 36, 450-57. 

LaPouss, К. & Monx, M. А. (1958) An epidemiological 
study of behaviour characteristics in children. 

.- American Journal of Public Health, 48, 1134-44. 


Н 


1. Kolvin, B.A., M.D., F.R.G.Psych. 

1S. Wolff, M.A., F.R.C.P., F.R.C.Psych. 

*L. M. Barber, M.R.G.Psych. 

*E, G. Tweddle, R.G.N., 6.0.M., H.V.GERT. 

*R. F. Garside, B.8c., Ph.D., F.B.Ps.5. 

*D. McI. Scott., B.A., Dip. Psych., Dip.Ed., А.В.Раь.8. 
*S. Chambers, B.Sc., A.R.C.S. 


DIMENSIONS OF BEHAVIOUR IN INFANT SCHOOL CHILDREN 


McFARLANE, J. W., ALLEN, L. & Honzm, M. P. (1954) 
A Developmental Study of Behaviour Problems of Normal 
Children Between 21 Months and 14 Years. Berkeley and 
Los Angeles: Univ. of Calif. Press. 

PATTERSON, С. К. (1964) An empirical approach to the 
classification of disturbed children. Journal of Clinical 
Psychology, 20, 326-37. 

Pgrerson, D. R. (1961) Behaviour problems in middle: 
childhood. Journal of Consulting Psychology, 25, 205-9. 

Орлү, Н. C. (1964). Personality dimensions in delinquent 
males as inferred from a factor analysis of behaviour 
ratings. Journal of Research into Crime and Delinquency, 
Vol. 1. 33-7. 

— (1972) Patterns of aggression, withdrawal, and 
immaturity. In Psychopathological Disorders of Childhood 
(eds. Quay, Н. C. & Werry, J. 5.). New York: 
John Wiley and Sons. . 

& Quav, L. C. (1965) Behaviour problems in early 

adolescence. Child Development, 36, 215-20. 

Rourrer, M. (1967) A children's behaviour questionnaire 
for completion by teachers: preliminary findings. 
Journal of Child Psychology and Psychiatry, 8, 1-11. 

— Tarp, J. & УҮнттмовЕ, К. (1970) Education, Health 
and Behamour. London: Longmans. 

Wo rr, S. (1967) Behavioural characteristics of primary 
school children referred to a psychiatric department. 
British Journal of Psychiatry, 113, 885-93. 

(1971) Dimensions and clusters of symptoms in 

disturbed children. British Journal of Psychiatry, 118, 

421-7. 








* Currently and previously staff of Nuffield Psychiatric Unit and Department of Psychological Medicine, 
Queen Victoria Infirmary, University of Newcastle upon Tyne, NE: 4LP 
t Royal Hospital for Sick Children, Edinburgh, EHg 1LF 


(Received 21 November 1973) 


BRITISH JOURNAL OF PSYCHIATRY, FEBRUARY 1975 





Lacy Trent 


Lucy Trent - secretary 
needs one Prothiaden 
capsule three times daily 







Joan Smith — housewife 
home most of day. 
Finds 2 capsules of 
Prothiaden 3 times daily, 
as prescribed, very 
convenient 


Ron White 

bus conductor — out all day. 

Finds the prescription of 

a single night-time dosage of 
Prothiaden preferable to 
three times daily dosage. 


Whatever the dosage regime 
Prothiaden patients get better and quicker relief from 
depression, anxiety, tension and disturbed sleep | а i 


P rothiaden the flexible antidepressant 
el Full; nf iim ion s n die nai ^r a: --- 
[ The Crookes Laboratories Ltd., Basingstoke, Hants 


FENTAZIN 


(perphenazine BP) 


The major tranquilliser 
"with little hypotensive 
or sedative effect” 


Fentazin in Schizophrenia 


has a significant salutary effect on a wide 
range of symptoms, including thought 
disturbance, paranoid symptoms, delu- 
sions, social withdrawal, loss of self-care, 
anxiety and agitation. 


Fentazin in Senile 
Psychoses 


diminishes hyperactivity and also reduces 
the expression of delusions and 18 
reactions to hallucinations e para- 
doxicai hyperactive reactions to other 
types of sedation are not observed with 
Fentazin Therapy.” 


Fentazin Injection in Acute 
Psychiatric Episodes 

In a double-blind comparative trial of 
Fentazin and haloperidol, both given in 
the same dosage of 5 mg by intra- 
muscular injection, to 44 acutely disturbed 
patients, both drugs proved equa! 

effective. Although side effects were less 
frequent and less severe with Fentazin 
there was no statistically significant 
difference between the two treatments 
in any parameter.® 





FENTAZIN тутт without sedation- 
lowers tension without hypotension | 


wrup contains perphenazine BP 
er ampoute of 1 ml, 


en & Hanburys Ltd London E2 6LA, 


Fentazin Tablet nazine BP 2 


3r 
Full prescribing infort 







nation is available on red 


Brit. J. Psychiat. (1975), 126, 127-45 


A Comparative Study of Infantile Autism and Specific 
Developmental Receptive Language Disorder: 


I. The Children 


By LAWRENCE BARTAK, MICHAEL RUTTER and ANTONY COX 


I. INTRODUGTION 


There is now extensive evidence that autistic 
children manifest a specific cognitive defect 
involving language impairment (Rutter, 1974). 
'The presence of such a deficit is demonstrated 
by the pattern of clinical findings (Rutter, 1968; 
Rutter, Bartak and Newman, 1971), the long 
term course of the disorder (Rutter, 1970), and 
the results of systematic experimental studies 
(Hermelin and O'Connor, 1970). Nevertheless, 
basic questions remain concerning the meaning 
of this deficit for theories on the nature and 
causation of infantile autism. First, what are the 
boundaries of the cognitive deficit and in par- 
ticular does it extend outside language? Second, 
does it constitute the primary handicap which 
gives rise to other symptoms? Thirdly, if it does, 
does the cognitive deficit lead directly to the 
behavioural syndrome or must there be an inter- 
action with a particular set of environmental or 
other circumstances for the syndrome to develop ? 

With respect to the first question, Ornitz and 
Ritvo (Ornitz and Ritvo, 1968; Ornitz, 1971) 
have suggested that language is not the basic 
deficit but rather that perceptual disturbances 
due to a failure in homeostasis are fundamental 
to autism, and Weber (1970) and Wing (Wing 
and Wing, 1971) have argued that autism is 
the result of multiple cognitive impairments 
including defects in visual perception. Various 
types of perceptual disability have also been 
noted by other workers (Bryson, 1970, 1972). 
Accordingly, it should be accepted that autistic 
children may have a wide range of cognitive 
handicaps involving perceptuo-motor as well as 
verba? skills. On the other hand, most of these 
handicaps have been found in autistic children 
who were also mentally retarded, so that it is 
possible that the handicaps may have been due 
as much to the associated retardation as to the 


autism as such. In looking for a pattern of 
cognitive skills which might be specific to 
autism it is essential to control for the level of 
cognitive development. Unfortunately, most 
studies (see Hingtgen and Bryson, 1972) have 
failed to meet this basic requirement and hence 
are of little if any value in determining the 
boundaries of the cognitive deficit. 

On the other hand, in studies which controlled 
for cognitive level, Hermelin and O'Connor 
(1970) have shown that in low IQ, autistic 
children the cognitive deficit extends beyond 
verbal skills to include difficulties in sequencing 
and feature extraction. The findings suggest 
that these difficulties may increase the likelihood 
of autism developing. Nevertheless, as the same 
findings did not apply to higher IQ autistic 
children, the results are also consistent with the 
hypothesis that the essential defect may be 
rather narrower. In considering the boundaries 
of the deficit, it is important to recognize that 
the key question is not ‘what cognitive deficits 
may be present in autistic children?’ (for these 
are many and various), but rather *what deficits 
have to be present in order for autism to deve- 
lop?’ In short, what is the necessary cognitive 
defect which must be present if autism is to 
occur? To answer this question, there are many 
advantages in studying autistic children of 
normal (non-verbal) intelligence. Although they 
constitute only a minority of autistic children it 
is this subgroup which is most likely to demon- 
strate a specific cognitive deficit, if there is one 
which is associated with autism. 

In order to test the hypothesis that a specific 
language deficit may underlie the development 
of infantile autism, it is necessary to study a 
representative group of children with such a 
deficit. In this way it should be possible to 
determine if autism is a common consequence 
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of this deficit, and by comparing within such a 
group the children with and those without 
autism, to determine if the development of 
autism is dependent either upon the existence of a 
broader cognitive deficit or upon the presence of 
particular environmental or other circumstances. 

In this connection it is necessary to specify 
more precisely what type of language disability 
is postulated as a possible basic handicap in 
autism. Clearly it is not just a question of speech 
delay. In the first place, marked speech delay 
is a common occurrence (MacKeith and 
Rutter, 1972; Butler, Peckham and Sheridan, 
1973), апа only a tiny minority of speech- 
delayed children show autism, which is a 
much rarer condition (Lotter, 1966; Brask, 
1967; Treffert, 1970). Secondly, in autism it is 
not just that speech is slow to develop but also 
that the understanding of language is seriously 
impaired and that once speech develops it is 
deviant in several respects (Cunningham, 1968; 
Kanner, 1946; Rutter, 1965, 1966; Wolff and 
Chess, 1965). 

It appears that a minimal requirement is a 
severe defect in receptive language arising early 
in life. Following the careful studies of Ingram 
(1959, 1969) it has become clear that among the 
larger population presenting with speech delay 
there is a group of children of normal intelligence 
and without overt neurological disorder who 
have been retarded in speech development from 
the outset. The speech disorders in this group do 
not arise as the result of any acquired lesion, nor 
are they explicable in terms of any local abnor- 
mality of the speech apparatus, of any demon- 
strable neurological disorder, of mental defect, 


or of any deficiency or distortion in the child's: 


psycho-social environment. In short, they consist 
of developmental disorders of speech and/or 
languege arising in the absence of any broader 
disease or defect. T'he disorders range from pure 
articulation problems without language deficit 
to a severe and pervasive retardation of 
language with impaired comprehension of 
language and of other auditory stimuli. Most 
research and clinical papers have concentrated 
on the children with executive speech delay 
(Ingram, 1959, 1969), and much less is known 
about the tiny minority who show a develop- 
mental disorder of receptive language. However, 


' Stark et al., 


it is only this group which is relevant with 
respect to autism. 

Its relevance is also emphasized by the 
observations that children with developmental 
disorders of receptive language may show, at 
least for a while, some of the social апа beha- 
vioural abnormalities associated with autism 
(de Ajuriaguerra, 1966; Myklebust, 1954; 
Ingram, 1959, 1969; Wing, 1971). Furthermore, 
there are several case reports of children who 
appeared autistic at one age yet later showed 
only a receptive language defect, and also of 
children with a rather mixed clinical picture 
(Bender, 1959; Berg, 1961; Chess, 1944; 
Jackson, 1950, 1958; Rutter, 1965). As a 
consequence there is some ambiguity con- 
cerning the crucial features which differentiate 
autism from developmental receptive language 
disorders (Churchill, 1972; de Hirsch, 1967; 
Eisenson, 1971; Sahlmann, 1969). 

Since Worster-Drought and Allen (1929) first 
described a particularly severe variety of deve- 
lopmental receptive language disorder under the 
heading of ‘congenital auditory imperception’ 
there have been a number of clinical accounts 
and studies of the condition (Allen, 1952; 
Benton, 1964; Eisenson, 1968; Gordon and 
T aylor, 1964; Ingram, 1964; Morley, Court, 
Miller' and Garside, 1955; Morley, 1965; 
Myklebust, 1954; Sievers, 1964). Although the 
testing of hearing in these children is often 
difficult and sometimes inconsistent in its 
findings, it has been found that in skilled hands 
reliable results can usually be obtained, and 
these show that some degree of hearing impair- 
ment is often present (Brisset, 1952; Gordon 
and Taylor, 1964; Myklebust, 1956; Reich- 
stein, 1964; Rosen, 1956; Worster-Drought, 
1968) and that even among those with normal 
hearing the discrimination of sounds in a 
phonetic environment may be impeded (McRey- 
nolds, 1966). There is also some suggestion that 
vestibular responses may sometimes be de- 
pressed (Goldstein, Landau and Kleffner, 1958). 
Several studies have shown the children to have 
difficulty in ordering or sequencing material 
(Furth, 1964; Lowe and Campbell, 1965; 
1967; Poppen st al., 1969; Weiner, 
1972). There may be difficulties in motor co- 
ordination (Jansky, 1960) but in general 
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visuo-spatial skills are usually relatively intact 
(Weiner, 1969, 1972). Controlled EEG studies are 
lacking, but abnormalities are frequently reported 
(Eisenson, 1968; Forrest, Eisenson and Stark, 1967). 

In brief, it is well established that within the 
large group of children with speech delay 
‘there is a tiny subgroup who show a severe 
developmental defect in the understanding of 
language. The exact nature of the language or 
cognitive deficit in this group is not known 
(Orton, 1937; Ingram, 1969; Eisenson, 1968; 
Griffiths, 1972) and in any case seems to vary 
to some extent from child to child. Socially and 
behaviourally, children with this disorder are 
mostly said to be rather different from autistic 
children, but it is also clear that some show 
autistic features at least in early childhood. 
Accordingly, in order to define the necessary 
and sufficient cognitive basis for the develop- 
ment of infantile autism it seemed appropriate 
to take a representative group of children with 
a developmental disorder of receptive language 
and within that group to compare those with 
and those without the behavioural syndrome of 
infantile autism. The present paper reports such 
a study. A companion paper (Cox, Rutter, 
Newman and Bartak, 1974) takes the same 
group of children and examines various family 
and environmental circumstances in order to 
determine whether these can account for the 
development of autism, given the presence of a 
defect in the understanding of language. 


II. DESCRIPTION or STUDY 

Sample 

In order to obtain a sample of children with 
a severe developmental disorder of receptive 
language, a search was made for boys between 
the ages of 4 years 6 months and 9 years 11 
months with a non-verbal IQ of at least 70, 
who had a current disorder of language com- 
prehension which had been present from 
infancy and which was not due to overt neuro- 
logical disorder or peripheral deafness. The last 
item was defined operationally by excluding all 
children with a bilateral hearing loss exceeding 
40 dB. Girls were excluded, as the probability of 
finding more than one or two autistic girls of 
normal intelligence was low (Lotter, 1966; 
Rutter, Greenfeld and Lockyer, 1969; Treffert, 
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1970), and rather than attempt to control for 
possible sex differences it seemed preferable to 
restrict the study to boys. ' 

Where it is necessary to obtain a герге 
sentative sample, screening of the general 
population is the method of choice (Rutter, 
Tizard and Whitmore, 1970). However, with 
very rare disorders (the incidence of develop- 
mental disorders of receptive language, other 
than those associated with autism, is probably 
about 1 in 10,000 children—MacKeith and 
Rutter, 1972) this is scarcely practical. More- 
over, with severe handicapping disorders (such 
as a serious retardation in language compre- 
hension) it is unlikely that more than a very 
few children would escape notice in areas of 
the country with good service provision. On the 
other hand, vagaries of local referral practice 
might well lead to children attending quite 
varied service agencies. It was therefore 
necessary to use a wide range of clinical and 
education facilities in order to obtain a repre- 
sentative sample. À particular attempt was made 
to include paediatric, neurological, audiological, 
speech and psychiatric clinics, and to cover 
special schools taking either autistic children or 
children with uncomplicated language disorders. 
Major units within the United Kingdom known 
to the authors as serving areas with general good 
facilities for speech-delayed children and dealing 
with substantial numbers of children with severe 
language disorders were asked for details of 
cases which might meet the above criteria. On 
the basis of data available from case notes in 
cach unit parents of suitable cases were con- 
tacted for permission to include them in the 
study, and the sample was eventually made up 
of children attending six hospital units and six 
special schools.* A number of children were 
rejected following commencement of psycho- 

* Departments of Child Life and Health, of Psycho- 
logical Medicine and of Speech Therapy, Royal Hospital 
for Sick Children, Edinburgh; Nuffield Child Psychiatry 
Unit, Fleming Memorial Hospital, Newcastle upon Tyne; 
Nuffield Centre for Speech and Hearing, London; 
Children’s Department, Maudsley Hospital, London; 
Jobn Horniman School, Worthing; The Society’s School 
for Autistic Children, London; Helen Allison School for 
Autistic Children, Gravesend; Gade Valley Infant 
School, Hemel Hempstead; Ewing School for the Deaf, 
ee Percy Hedley Centre for Spastics, Newcastle 
upon 
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logical testing because they did not meet the 
criteria outlined above, and the final sample 
consisted of 47 children. In no case was per- 
mission refused for the children to be seen. 

Within the group of children selected on the 
basis of a severe developmental receptive lan- 
guage disorder a subdivision was made accord- 
ing to,the available clinical and school records. 
Nineteen children were classified as showing 
the syndrome of infantile autism, using the 
criteria outlined by Rutter (1971), and these 
are referred to hereafter as the ‘autistic’ group. 
In order to be classed as autistic there had to 
be a profound and general failure to develop 
social relationships and also ritualistic or 
compulsive phenomena (in addition to lan- 
guage delay). There were 23 children without 
clearly autistic features who were diagnosed as 
showing uncomplicated developmental language 
disorder which included an impairment in 
comprehension as well as in the production of 
language. There is no satisfactory short term 
for this type of disorder, so for the sake of 
brevity this will be termed the 'dysphasic 
group from now on. It is appreciated that 
developmental language disorders are quite 
different from acquired aphasia, and our use 
‘of the term 'dysphasia ір no way implies 
otherwise. In addition, there were 5 children 
who showed some autistic features but whose 
disorder was regarded as atypical or partial in 
its manifestations; they are referred to hereafter 
as the ‘mixed’ group. 

The mean age at testing of the children 
diagnosed as autistic was 7 years o months, and 
was 8 years 2 months for those diagnosed as 
‘dysphasic’. This difference is significant (t = 
2-6; d.f. = 40; p < 0:05) and was therefore 
taken into account where necessary in the data 
analysis described below. 


METHODS OF ÁSSESSMENT 
1. Psychometric assessment of the child 
A variety of psychological tests were used to 
assess verbal and non-verbal cognitive ability, 
receptive and expressive language, reading and 
social competence. 


(a) Intelligence 
Non-verbal intelligence was determined with 
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the WISC Performance Scale (Wechsler, 1949) 
where possible, or the Merrill-Palmer Scale of 
Mental Tests (Stutsman, 1948). Strictly speak- 
ing, the legitimate combination of WISC 
Performance and Merrill-Palmer Scales аз 
done in this study depends upon the degree to 
which they ‘are equivalent for the particular’ 
population. This has been examined in detail 
elsewhere for autistic children (Rutter and 
Bartak, 1973), and results have generally 
indicated that scores on the two tests are closely 
comparable for this group of children. (None of 
the children diagnosed as ‘dysphasic’ in the 
present study were tested on the Merrill-Palmer 
Scale). The Coloured Progressive Matrices 
(Raven, 1965) and the Columbia Mental 
Maturity Scale (Burgemeister, Blum and Lorge, 
1954) were also given to allow examination of 
possible patterns of non-verbal ability using 
tests including varying amounts of verbal and 
social loadings on basically non-verbal material. 
Where possible the WISC Verbal Scale was 
also given to provide an estimate of verbal 
intelligence. This was supplemented by the 
Peabody Picture Vocabulary Test (Dunn, 1959). 


(b) Language 

This was primarily assessed with the Reynell 
Developmental Language Scales (Reynell, 1969) 
supplemented by a tape-recording of the child’s 
spontaneous speech in a free play situation with 
the tester. These provided measures of the child’s 
understanding and expression of spoken lan- 
guage. In order to determine the child’s ability 
to communicate in other ways a test of under- 
standing and expression of gesture was included. 
There was no standardized test available, so one 
was constructed. Three kinds of material were 
used: objects (e.g. sock, ball, spoon), pictures of 
objects, and words (e.g. washing, crying, eating). 
It was considered that the three kinds of 
material were in increasing order of abstraction. 
To test understanding of gesture the child was 
presented with the array of objects or pictures 
and told to point to the thing belonging to the 
tester’s gesture. For each stimulus (6 objects, 
5 pictures, 5 activities described) a standardized 
mimed sequence of gestures had been devised 
(e.g. throwing and catching arm and body 
movements for ‘ball’). The tester mimed each 
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sequence, and the child pointed to the 
appropriate object or picture or said the word 
describing the activity. To test gestural ex- 
pression the child was presented with each 
stimulus and asked to show what one did with it. 
He was not allowed to use the object, but had to 
‘mime its use without touching it. With the 
words, the child was asked to show the activity 
(e.g. ‘show me washing’). On both sections of 
this test scores were sums of items right; how- 
ever, on expression of gesture each item was 
scored 2 if the gesture was complex and accu- 
rately mimed, and 1 if the gesture was a cruder 
approximation to the action. 


(с) Reading 

Tests of reading were included to provide 
measures of educational attainment and to 
further supplement the language assessment. 
The Graded Word Reading Test R.1. provided 
a measure of word recognition, and the Silent 
Reading Test A (Schonell and Schonell, 1960) 
tested ability to comprehend verbal material 
which had been read. 


(d) Social behaviour 

Autistic aspects of social behaviour in the 
test situation were assessed with a checklist of 
autistic behaviours which was scored immedi- 
ately following a standardized ten-minute free 
play period with the tester. Items included: gaze 
aversion, taking the adult’s hand to objects, 
solemnity of facial expression, temper tantrum, 
self-injury, physical withdrawal from the tester, 
smelling the tester or toys, facial grimaces, hand 
and finger stereotypies, absence of spontaneous 
creative imaginative play, and touching the 
tester. Each item was scored 2 (marked), 
1 (slight) or о (absent), high score indicating 
greater deviance (Rutter and Bartak, 1973). 

In addition, social adaptation was examined 
with the Vineland Social Maturity Scale (Doll, 
1947) administered to the mother at interview. 


2. Parental interview 

Both parents were interviewed separately in 
order to obtain a detailed history of the child’s 
language and social development, an account 


of current patterns of communication between 
the child and his family, a family history of 
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speech delay, and a description of the child’s 
current social behaviour. A structured inter- 
view was used to produce standardized infor- 
mation in each case. In addition, the interview 
was used to assess various aspects of family 
interaction, social responsiveness and leisure 
activities (see Cox, Rutter, Newman and 
Bartak, 1974). Both parents were also given the 
Leyton Obsessional Inventory (Cooper, 1970) 
including the psychiatric section of the Cornell 
Medical Index (Culpan, Davies and си 
heim, 1960). 


III. RESULTS 


1. Effects of selection 


As we have noted earlier (Rutter, Bartak and 
Newman, 1971), the process of selection revealed 
two differences between autistic and ‘dysphasic’ 
children. There was a higher rate of hearing 
impairment amongst ‘dysphasic’ children, 
several cases having to be excluded from the 
study for this reason. No autistic children were 
excluded in this way. Secondly, whereas autism 
was more common in boys, ‘dysphasia’ occurred. 
with approximately equal frequencies in both 
sexes. At the John Horniman and Moor House 
schools (the two largest schools catering specific- 
ally for such children) there were 18 boys and 
18 girls with a developmental disorder of 
language comprehension. At the more recently 
opened Ewing school in Manchester there was 
actually a slight preponderance of girls (Petrie, 
1970). Similar findings were reported by 
Morley (1965). There is no doubt that the 
executive developmental speech and language 
disorders are very much commoner in boys 
(Ingram, 1959, 1969), as is autism (Rutter, 
1967), but it seems that the severer non-autistic 
disorders involving a comprehension defect 
occur with about the same frequency in the 
two sexes. The clinical significance of this sex 
difference is uncertain. 

2. Cognitive and linguistic similarities 

Both groups were of average intelligence, with 
similar mean non-verbal IQ of 93:0 and 92:3 
for autistic and ‘dysphasic’ children respectively 
(t = 0:21; 40 d.f.; n.s.). The tests confirmed 
that a receptive language disorder was present 
in both .groups, although the ‘dysphasic’ 


o 


132 


children tended to show a lesser comprehension 
defect, with a mean language age on the Reynell 
Comprehension Scale A of 4 years 8 months 
compared with 3 years 8 months for the autistic 
children. Analysis of covariance with age as 
covariate showed that this difference in language 
age was not accounted for by the chronological 
age difference between the groups (F = 5:96; 
1°33 d.f.; p < 0-025). Both groups had similar 
mean utterance length of 4 to 5 words (x? = 
2:12; 2 d.f.; n.s.) and did not differ in the gram- 
matrical complexity of their speech ( x* = 3°74; 
2 d; п.з.), 52 per cent of children using 
primitive syntax or none at all when speaking. 
'There were no differences between the groups 
on acquisition of single words (x? = 0°03; 


1 df; n.) or phrase speech (x? = 0-04; 


1 d.f; n.s.), although both showed develop- 
mental delay. Sixty-two per cent of children 
had not acquired single word speech by age 2 
years, and 89 per cent were not using phrase 
speech to communicate by age 24 years. 
Fifty-five per cent of children had shown 
abnormal or diminished babble in early child- 
hood. Apart from language, certain other 
milestones showed delay in both groups. For 
example, nearly half the children were not yet 
dry at night by 5 years of age, nor during the 
day by 4 years of age. Over a third had not 
achieved bowel control by 4 years of age, and a 
quarter were not sitting unaided by 11 months. 
Other motor milestones, such as crawling by 
15 months and standing up ‘holding on to 
suppor: by 15 months, were delayed in only a 
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few children in each group. A further similarity 
between the groups was in family history of 
language and speech disorders. In both groups 
over one quarter of the children had parents or 
siblings with a history of language or speech 
disorder. While similar in both groups, this 
figure is higher than that for the general’ 
population (Morley, 1965). These findings are 
summarized in Table I. 


3. Behavioural differences between groups 

Although these findings suggest that both 
groups had a broadly similar level of develop- 
mental delay, there were considerable social 
differences between the groups as would be 
expected from the method of selection. While the 
‘dysphasic’ children were as socially mature as 
they were intellectually, with a mean Vineland 
social quotient of 91 : 3, the autistic children were 
much less socially developed, with a mean social 
quotient of 69:2 (analysis of covariance with 
chronological age as covariate yielded F = 
6-36; 1-39 df.; p < 0:025). This difference 
was accompanied by a number of other findings, 
indicating markedly greater behavioural dis- 
turbance in the autistic group. For example, 14 
of the 19 autistic children had shown difficulty 
in adapting to new situations, compared to only 
т of the 23 ‘dysphasic’ children (x? = 18:9; 
1 d£; p < ооо). Where many autistic 
children had shown marked disturbance in a 
number of public situations,* so that family 

* Visiting and being visited by friends and relatives, 
shopping, visiting hotels, cinemas and restaurants. 








TABLE І 
Language and developmental similarities 
Autistic ‘Dysphasic’ х?* р 
No single words by 2 years II 15 0°03 пз. 
No phrase speech by 2} years z. 17 19 0.04 n.3. 
Diminished or abnormal babble .. 8 15 I'4I n.8. 
Not dry at night by 5 years 9 II 0-08 n.3 
Not dry during day by 4 years II 9 о'81 0.3 
Not clean by 4 years te E 9 6 1°23 0.3 
Not sitting (unaided) by 11 months 3 9 1.75 n.s 
Not crawling by 15 months = a 1 3 — — 
Not standing holding support by 15 months 5 7 2:92 n.3 
Family history of speech disorder .. sa 5 6 0-06 n.s 


Total .. 


* Each comparison includes Yates’ correction and has 1 d.f. 
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activities were limited, scarcely any ‘dysphasic’ 
children had done so. Conversely, very few 
autistic children had their own friends or 
engaged in co-operative play with other 
children, in contrast tothe majority of 'dysphasic? 
children. A history of gaze aversion was also 
very common in the autistic group but un- 
common in the other. These findings are 
summarized in Table IT. 

Further differences between the groups were 
found during testing. Mann-Whitney U tests 
(Siegel, 1956, incorporating corrections for tied 
scores) carried out on ratings of social responsive- 
ness and disturbance during free play in the test 
situation showed that autistic children more 
often failed to engage in eye to eye gaze (U = 
123°5, Z = 3:03, p < о-о), had less variation 
in facial expression (О = 102:5, 2 = 3:39, 
р < 0:001), tended to touch the tester or test 
materials more often (U = 172°5, z = 2°28, 
р « 0:05) and were less able to play imagina- 
tively with the tester’s encouragement (U = 
85:0, z = 3°65, р < 0-001). Further, they 
tended to have more temper tantrums (U = 
152°0, Z = 4:35, р < 0:05) and displayed 
more hand and finger stereotypies (U = 168-0, 
Z = 2:10, p « 0°05). 

In addition, more autistic children showed 
marked quasi-obsessional and ritualistic features, 
and more had found it difficult to adapt to new 
situations. These findings are shown in Table ITI. 
It is of interest that, nevertheless, the groups did 
not differ in attachment to odd objects or in 


ТАвІЕ II 
Social characteristics of autistic and ‘dysphasic’ children 


Autistic *Dyspbasic — x? 


Gaze aversion (ever) 17 I 27:1 
Group play .. 2s о 19 25:4 
Disturbance while 

shopping .. sar (ATA 2 16-0 
Disturbance while 

friends visit "Z^: о 15:2 
Disturbance іп 

restaurants ‚14 2 16:0 
Has friends .. A 3 21 21:2 
"Total children . I9 23 


Each comparison includes Yates’ correction and has 
р < 0:0005 with 1 d.f. 
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Tase III 
Obsessional and ritualistic characteristics (ever) 


Autistic ‘Dysphasic’ 2 
Difficult adaptation to 








new situations  .. 14 I 18-9* 
Quasi-obsessional 
activities .. .. 16 6 II:9* 

. Ritualistic activities .. 13 3 11:9* 
Resistance to change 8 3 3:903. 
Attachment to odd 

objects 9 .. IO 5 g'i 1.8. 
Total children .. I9 23 


* p < 0:001 (x° with Yates’ correction; 1 d.£). 


resistance to changes in home environment, two 
features previously found common in autistic 
children (Rutter, 1966). This finding may be 
due to the normal IQ, of the children in the 
present study, in contrast to the lower IQ, of 
children in previous studies (Rutter and Bartak, 
in preparation). 

The findings show that the case-note diagnoses 
of autistic and ‘dysphasic’ were valid in that 
they were associated with quite marked social 
and behavioural differences between the groups, 
and also that a representative group of normally 
intelligent children with a severe developmental 
disorder of receptive language includes some 
who are typically autistic and some who show 
no autistic features. It is necessary next to 
consider whether these socio-behavioural differ- 
ences are explicable in terms of a different level 
or different type of cognitive deficit. 


4. Patterns of cognitive disability 

The groups differed in terms of the patterns . 
of scores on non-verbal intelligence tests, verbal 
skills, and of social maturity. The relations 
between non-verbal IQ, Peabody IQ, and 
Vineland SQ were tested by analysis of variance 
(see Table IV). For this purpose all children 
testable on all three tests were included (17 
autistic and 22 ‘dysphasic’ children). There was 
very little difference between the mean non- 
verbal IQ and the mean' SQ for the ‘dysphasic’ 
group, but their Peabody IQ was lower. How- 
ever, in the autistic group the mean Peabody 
IQ was lowest, the Vineland SQ was next and 
the mean non-verbal IO was highest. The 
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analysis of variance showed not only a significant 
difference between the groups and between the 
tests but also a significant interaction between 
groups and tests. 

Secondly, although the groups were matched 
on non-verbal IQ, fewer of the autistic children 
were testable on the WISC. The testable autistic 
children showed a strikingly different pattern of 
. sub-test scores to that shown by the ‘dysphasic’ 
children. Analysis of variance on scaled scores 
was carried out for all children who were 


testable on all sub-tests on the WISC (9 autistic 
and 18 ‘dysphasic’ children). This was done 
separately for the Verbal Scale and the Per- 
formance Scale (Table V). Results showed that 
there was a highly significant interaction 
between groups and tests on the Verbal scale, as 
well as a significant main effect of tests overall.’ 
This implies, as a comparison of sub-test means 
makes clear, that the autistic and ‘dysphasic’ 
children were performing differently on the 
Verbal scale (see Table VI.) 


ТАВІЕ IV 





The relation between non-verbal IQ , Vineland SQ and Peabody ІО, 
































Non-verbal IQ Vineland SQ, Peabody IO. 
n —— ——————————— ——— 

Mean S.D. Mean S.D. Mean S.D. 
Autistic т m ae war ED] 99:59 11.29 69-82 17:10 51*71 16:78 
*Dysphasic! .. De e .. 22 91:77 10:37 92:64 22-29 71:36 · 19-12 

ANALYSIS OF VARIANCE 
Source .. р.в M.S. F р 
Between groups ER x is I 5298: 72 5298,72 16:56 0:001 
Between tests = Se 2% 2 17907:97 8953°98 33:55 о-оо 
Groups X tests E 2 8427: 1713°68 6-42 0:005 
Between subjects within groups oa 37 11838-94 319:98 
Residual ss 74 19747°35 266-86 
Total .. 116 58220°34 
Taste V 
Analyses of variance on Wechsler sub-tests 
Source .. D.F. S.S. M.S. F Pc 
Verbal subtests 
Between groups I 89-20 89:20 3:84 n.$ 
Between tests 5 67:22 13°44 3:85 0*005 
Groups X tests Sis С 2s 5 e 15:97 , 4°57 о,оог 
Between subjects within groups е ss 25 -89 26-68 
Residual a Us I25 436-45 3:40 
Total . 161 1339°60 
Performance subtests 

Between groups I 26:18 26:13 1°93 ns. 
Between tests 4 240*98 60-23 8:94 0:001 
Groups X tests : oe es 4 20°20 5°05 — 8. 
Between җе 55 within groups ae Ee 25 338-00 19°52 
Residual m ds 100 . 67:67 6-74 
Total .. “+ sec wg E 194 1298:93 
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Taste VI 
WISC subtest scale scores for autistic and ‘dysphasic’ children 
Autistic ‘Dysphasic? Е* p 
N=9 (N= 18) 
Verbal scale 
Information 4:8 5'I 
Comprehension 2:7 6-2 11:48 0*005 
Arithmetic 5:6 6-8 2:94 пз. 
Similarities 3°8 6-6 12:71 0:005 
Vocabulary 471 6:4. 7:50 0:025 
Digit span 72 6:4 
Performance scale ' 
Picture completion 9-8 9:4 
Picture arrangement .. 758 T4 
Block designa . 12:4 9:9 3:98 n.s. 
Object assembly 10'0 9:3 . 
Coding .. НЕ T 7'0 


* F values <1 omitted; all p values are for 1:24 d.f. 


Analyses of covariance with age as covariate 
were carried out for each of the 11 sub-tests of 
the WISC so as to compare the groups on each 
sub-test with age controlled. These results are 
included in Table VI and indicate that the 
‘dysphasic’ children had markedly higher mean 
scale scores on- Comprehension, Similarities 
and Vocabulary. (The higher mean score of 
the autistic children on Block Design fell just 
short of the 5 per cent level of significance.) 

Ranking the mean verbal sub-test scores for 
the autistic children in order of magnitude and 
testing for a significant gap by means of the 
Newman-Keuls test (Kirk, 1968) showed that 
the mean for Digit Span was significantly 
higher than each of the others-(p < 0-01 except 
for Information where p « 0-05) and that the 
mean for Arithmetic was higher than that for 
Comprehension (p < 0-01). Applying the same 
test to the ‘dysphasic’ group showed that only 
between Information and Arithmetic was there 
a significant gap (p < 0-05). 

On the Performance Scale, analysis of 
variance revealed a highly significant main 
effect between tests. This result, as shown by 
sub-test means in Table VI, indicates that the 
two groups performed similarly but displayed 
differences in ability from one sub-test to 
another. Ranking the mean performance sub- 
test scores for both groups combined and testing 
for a significant gap with the Newman-Keuls 


test showed that the means for Coding and 
Picture Arrangement were each significantly 
lower (p < o-or) than the other tests, Block 
Design, Object Assembly and Picture Com- 
pletion. Although the groups by tests inter- 
action in the analysis of variance was -not 
significant, the means in Table VI suggested 
that the autistic children performed relatively 
better on Block Design than did the other group. 
Accordingly, the Newman-Keuls test was 
applied to the sub-test means for each group 
separately. In the case of the ‘dysphasic’ 
children, the test showed a similar result to that 
obtained for the total group, i.e. that there was 
a significant gap between the mean scores for 
Coding and Picture Arrangement and those 
of the other three sub-tests (p < 0-05 for Picture 
Completion and Object Assembly). However, 
application of the test to the means for the 
autistic group showed that the significant gap 
lay between the mean score for Block Design 
and all the other sub-tests (р < о.о: for Coding 
and Picture Arrangement, p < 0-05 for Picture 
Completion and Object Assembly). 

А third difference between the children 
testable on the Wechsler scales lay in the 
relationship between scores on the Verbal and 
Performance Scales. Table VII shows the mean 
IQ for each group on these scales. - 

These results show that for both the auitistic 
children (t = 8-0; 8 d.f.; p < 0-001) and for the 
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‘dysphasic’ children (t = 4:3; 17 d£; 
р < 0:001) who were testable on the WISC, 
scores were much lower on the Verbal Scale 
than upon the Performance Scale. However, the 
Verbal-Performance discrépancy appeared more 
marked in the autistic group and analysis of 
covariance was carried out on the differences 
between Verbal IQ and Performance IQ 
with age as covariate for the two groups. This 
analysis showed that the mean difference 
between Verbal and Performance IQ was 
significantly greater for the autistic children 
than for the ‘dysphasic’ children apart from 
any effect due to age differences (F = 9-71; 
1:24 d.f.; p < 0:005). 

Other qualitative cognitive differences be- 
tween the groups are shown (for those children 
who could do both tests) by the mean IQ scores 
on the Columbia scale and the coloured pro- 
gressive matrices. (IQ scores were calculated 
for these tests by dividing MA scores by CA). 
Table VIII shows these results. Although the 
groups did not differ significantly on either test, 
the autistic children had a higher mean IQ on 
matrices and a lower mean IQ on the Columbia 
scale. 

In order to explore this difference further, 
analysis of covariance was done on the mean 


Taste VII 
Mean scores on Wechsler scales 


Verbal Performance 

scale IQ scale IQ. 
Peu oH ee ам БА 

Mean S.D. Mean S.D. 

Autistic 66:56 17:59 96-67 13:47 
*Dysphasic 18 76-50 10°82 90:81 10:47 

Taste VIII 
Mean scores on other cognitive tests 

Columbia Coloured 

scale IQ. matrices IQ. 
Ree ee ыш: 

Mean S.D. Mean S.D. 

Autistic 13 93:23 24-91 115:85 gr:41i 
*Dysphasic' 29 105:23 25:26 104-09 20:08 





differences between mental age scores from the 
two tests for the two groups with age as co- 
variate. This analysis indicated that there was 
a significantly larger mean -difference between 
mental age scores on the two tests for the autistic 
group than for the ‘dysphasic’ group and that 
the effect was not due to age differences between 


the groups (Е = 5:25; 1:32 d.f.; p < 0-05). 


5. Differences in language and communication 


As indicated earlier, the autistic children 
showed a more severe developmental delay of 
understanding of speech as measured by the 
Reynell Comprehension Scale A. A similar but 
more marked difference was found for voca- 
bulary comprehension as, indicated by the 
Peabody Picture Vocabulary Test.. On this test 
the autistic children (N = 17) had a mean ІО, 
of 51:71 (S.D. = 16-78), while the ‘dysphasic’ 
group (N = 22) had a mean IQ of 71:36 
(S.D. = 19-12). This difference was statistically 
significant (t = 3:37; 37 d.£; p < o-or). 

The two groups differed in their scores on the 
test of understanding and production of gesture, 
the autistic children scoring at a lower level on 
all parts of the test. This difference was not 
wholly due to age, as analysis of covariance 
between the groups for each section of the test 
with age as covariate yielded a number of 
significant results (see Table IX). The autistic 
children were significantly less able (after 
controlling for age) to use gesture to describe 
the use of objects or to mime actions named by 
the tester and were less able to comprehend the 
tester’s gestures so as to name his mimed actions. 
However, although the autistic children scored 
at a generally lower level, the majority were 
able to comprehend and produce gesture on 
demand to some extent, as could the ‘dysphasic’ 
children. 

This finding contrasts with the report that 
whereas 57 per cent of the ‘dysphasic’ children 
had used complex gesture to communicate at 
home only 11 per cent (2 cases) of the autistic 
children had ever done so (see Table X). 
This suggests that although the autistic ohild is 
capable of some gestural communication he does 
not use it adequately in a free situation. Whether 
this is because his gestural skills are too limited 
or whether the problem involves something 
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TABLE ІХ ` 
Comprehension and expression of gesture 
Autistic (N = 16) ‘Dysphasic’ (N = 22) 
‚ Е* р 
Меап S. D. Mean S. D. 
"Expression 
Objects ss x ЗЕ 4°56 2:42 6°55 1:76 5°53 0:05 
Pictures js "s i 3:88 1:89 5:23 1:88 2:71 п.8 
Words Ba ds E 2-81 2°37 5:00 2:09 5:82 0°05 
Comprehension a es 4:68 2:42 5:95 0:20 3:98 n.s 
Pictures si т is 3°81 2:04 4'55 1:41 0:50 n.s. 
Words $5 Js 2°44 2°53 4°55 I'41 7°63 0-01 
* Each comparison has 1:35 d.f. 
TABLE X 
Language and language-related functions 
Autistic ‘Dysphasic? 2% р 
(а) Pre-speech 
Babble abnormal or diminished (even) 8 15 1°40 n.s. 
Ever thought deaf .. 16 15 1°09 n.s. 
Unduly sensitive to noise (ever) 17 5 16:52 оо! 
(b) Speech and spoken language 
Defects of articulation iu 10 2I 6:17 0*025 
Pronoun reversal (you-I) (ever) тї 4 5°77 0-025 
Echolalia (ever) "E 19 6 20:62 0-001 
Stereotyped utterances (ever) 12 2 11'55 0:001 
Metaphorical language (ever) 7 о 7°69 0-01 
Inappropriate remarks... 6 o 6-09 0:025 
(c) Use ees 
a regularly .. zi 5(1N.K.) 17 6-88 0-01 
сис. gives account of activities in answer to ‘questions 7 18 5°79 0:05 
(d) Language modalities other than speech 
Imaginative play .. 4 17 9:61 0*005 
Use of gesture, other than pointing (ever) 2 19 7:70 0:01 
Total children 19 23 





* All comparisons have 1 d.f. and include Yates’ correction. 


other than a lack of capacity is not known. But 
it does seem that in autism the disability 
extends beyond spoken language into gesture 
and ‘inner language’ more often than in ‘dys- 
phasia’. Most ‘dysphasic’ children had shown 
imaginative or pretend play, whereas only 4 
autistic children had done so. 

In the pre-verbal stage, both groups had often 
been thought deaf as a result of their very limited 
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and inconsistent response to sounds, and in 
both about half the children had shown abnor- 
mal babble or obviously diminished babble. 
However, the autistic children were differen- 
tiated by the fact that more of them had also 
shown undue sensitivity to noise. Their parents 
reported distress at certain noises and a placing 
of the hands over the ears as if to shut out 
sounds. The meaning of this phenomenon 


+ 
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remains uncertain, and although it was much 
more common in the autistic group it should be 
noted that it occurred in nearly a quarter of 
the *dysphasic children. 

As with gesture, there was a marked difference 
between the groups in the extent to which they 
used spoken language for social communication. 
Although the groups did not differ in their level 
of spoken language production, as assessed by 
either mean utterance length of syntactical 
complexity (see above), they did differ in 
language usage. Few autistic children ‘chattered’ 
spontaneously as often as twice a week, or were 
able to continue a conversation in which their 
speech productions were responsive to what was 
said to them. Also, few autistic children as often 
as twice a week gave, in answer to questions, an 

| account of their activities at some previous time 
or place; in contrast, most ‘dysphasic’ children 
did so. 

The qualities of speech also differentiated the 
two groups. Árticulation problems were much 
more often present in ‘dysphasic’ children than 
in autistic children. This is the one aspect of 
speech in which the ‘dysphasic’ group showed 
more abnormality. In the qualities of spoken 
language, however, the autistic children showed 
more features which were inconsistent with their 
level of language maturity. Thus, more autistic 
children had shown pronominal reversal with 
‘you’ and ‘I’, more had exhibited echolalia (in 
fact all the autistic children had done so, in 
comparison with a quarter of the ‘dysphasic’ 
children), more had used stereotyped utterances, 
and more had used metaphorical language or 
made inappropriate remarks. All of these 
features were assessed from parental report. 

In line with these findings are those from the 
Schonell reading tests. On the test of word 
recognition (R1) the autistic children (N = 13) 
performed better than did the ‘dysphasic’ 
children (N = 20). The mean reading quotient 
for the autistic group was 86-92, against 74:30 
for the ‘dysphasic’ group (t = 2:58; 31 df; 
p « 0:05). This test involves a predominantly 
mechanical verbal skill. However, the R3 test, 
which involves silent reading and understanding 
(the child has to write answers to questions he 
reads about the text he has just read), was 
beyond most of the autistic children (4 children 


could do it). In no case was failure due to the 
child's inability to write. Very few autistic 
children could comprehend the questions, and 
some did not understand the task. In contrast, 
9 ‘dysphasic’ children completed this test, with 
a mean quotient of 80-11, which is comparable 
to their mechanical reading ability. 


6. Mixed group 

There were 5 children selected because of a 
developmental disorder of language compre- 
hension whose characteristics were clinically 
assessed as showing only some feature of autism. 
They were studied separately as a ‘mixed’ 
group. Their language was delayed to a similar 
extent to that in the other two groups and their 
performance IQ was closely comparable (mean 
IQ, — 89-60). Behaviourally, the mixed group 
were intermediate between the ‘dysphasic’ and 
autistic samples; some children showed one 
feature, some another. Although the quality of 
their relationships with peers was abnormal, 4 of 
the 5 had friends, and they approached other 
children and joined in group play to an extent 
more like *dysphasic than autistic children. 

Their linguistic characteristics were also 
intermediate between those of the autistic and 
the ‘dysphasic’ groups, although only one child 
in the mixed group used stereotyped or repetitive 
phrases. Three of the five children had a history 
of language delay in parents or sibs. Four of the 
five fathers held professional ог managerial posts. 

Our findings showéd a very clear differentia- 
tion between the autistic and ‘dysphasic’ group. 
This mixed group is important in demonstrating 
that there is also an important area of overlap in 
which children show some features of both 


groups. 


IV. Discussion 


The finding that half the children with a 
severe developmental disorder of language com- 
prehension were not autistic clearly demonstrates 
that such a defect is not a sufficient cause of 
autism, although it may constitute a necessary 
feature for such a behavioural syndrome to 
develop. While both the autistic and ‘dysphasic’ 
groups showed a severe and persisting receptive 
language disorder, the ‘dysphasic’ children were 
much less behaviourally disturbed and were far 
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more socially mature and responsive. The find- 
ings are in broad agreement with the majority of 
studies, referred to in the Introduction, which 
have delineated a rare but distinctive syndrome* 
involving language delay associated with im- 
paired language comprehension, but with 
relatively benign social and behavioural 
abnormalities (Morley, 1965). This contrasts 
sharply with the picture in infantile autism, 
where gross social and behavioural abnormali- 
ties accompany the language defect. Although 
the autistic children in the present study were of 
normal non-verbal intelligence, they showed 
severe and extensive socio-behavioural abnor- 
malities of the kind associated with autism at any 
level of intelligence (Rutter, 1966). The failure 
in social development differed markedly in both 
kind and degree from the shyness or social with- 
drawal seen in many children with physical or 
language handicaps. There was a basic failure 
to develop normal social attachments. Further- 
more, the ritualistic and compulsive activities 
were both rigid and more severe than those seen 
in many young children with psychiatric dis- 
orders. Їп short, there is every reason to believe 
that the autistic syndrome in these intellectually 
brighter autistic children is directly comparable 
with that seen in mentally retarded youngsters. 
On the other hand, there are some differences in 
behaviour from that exhibited by severely re- 
tarded autistic children, and these require fur- 
ther study (Rutter and Bartak, in preparation). 

Of course, it followed from the way that the 
‘autistic’ and ‘dysphasic’ groups were defined 
that there should be behavioural differences 
between them. The points of this preliminary 
part of the study were twofold: first to confirm 
the validity of the original diagnostic distinction 
(which it did), and secondly to determine the 
degree of behavioural overlap between the 
groups. In fact, it was found that there was 
surprisingly little behavioural overlap between 
the two groups, although there was some (as 

* Although tbe syndrome of a developmental disorder 
of receptive language is distinctive in the extreme form, 
it should be appreciated that many developmental 
language disorders involve some impairment of language 
comprehension. The distinction is probably one of degree 
rather than of type (Ingram, 1969). Moreover the 
presence of a ‘mixed’ group in the present study emphasizes 
that the distinction from autism is by no means complete. 
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shown by the behavioural findings as well as 
by the mixed group). The oyerall group of 
children with a severe developmental disorder 
of receptive language could be divided on 
social/behavioural grounds into ‘autistic’ and 
‘non-autistic’. i 

The next issue was whether this social/ 
behavioural difference was explicable in terms of 
either the type of language abnormality or the 
pattern of cognitive deficit. As neither the 
qualities of language nor the cognitive pattern 
were used to define autism, no differences were 
to be expected on the basis of the diagnostic 
criteria themselves. In fact, clear differences 
were found, showing that there was a strong 
association between the behavioural features 
and the language/cognitive features. The autistic 
children differed markedly from the ‘dysphasic’ 
children in terms of the frequency of occurrence 
of undue sensitivity to sounds, echolalia, pro- 
nominal reversal, metaphorical language and 
inappropriate remarks. Thus, when language 
developed, it appeared strongly deviant as well as 
delayed, whereas this was less often the case 
with the ‘dysphasic’ children. Secondly, the 
defect in the understanding of language was 
more severe in the autistic group, as shown by a 
language age of 12 months less on the Reynell 
comprehension scale and a Peabody Vocabulary 
Test IQ some 20 points lower. This difference 
in the severity of the receptive language deficit 
is the more impressive because the Reynell test 
and the Peabody test assess language under- 
standing in quite different ways. Thirdly, ‘the 
language defect was more extensive among 
autistic children in that compared with the 
*dysphasic group, an impairment of ‘inner 
language’ (as reflected in imaginative play) 
was much more common, poor skills in using 
and understanding gesture were somewhat more 
frequent, and an impaired understanding of 
written language was more characteristic. 
Thus, among autistic children the defect was 
more likely to extend across several language 
modalities, whereas in ‘dysphasia’ the disability 
was more often restricted to spoken language. 
Fourthly, even when comparable speech was 
available, the autistic children were less likely 
to use it in a social context. In particular, they 
were less likely to speak spontaneously to some- 
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one else, to hold a conversation in which what 
they said was responsive to what had been said 
by the other person, or to be able to give an 
account of what they had done in another place 
or another time. А similar difference applied to 
gesture, where the difference in usage was 
much greater than that shown on tests of the 
child's ability to copy or understand gesture in 
a standard situation. In summary, the language 
deficit in autism was more severe, was more 
extensive and involved deviance as well as 
delay in language development. However, it 
was not just a question of the severity of the 
defect, in that articulation skills were actually 
more impaired in the ‘dysphasic’ group. This 
result is in keeping with Hermelin and 
O'Connor's finding (1970) that in autism it is 
the semantic and syntactical aspects of language 
(rather than the phonological components) 
which are impaired. To this extent the language 
disability in autism appeared different to that 
in 'dysphasia', as well.as more severe. 

On the other hand, there were two findings 
which suggested links between the conditions. 
First, in both disorders, babble was often 
deficient or deviant. Our data on this were based 
on parental report and hence.are open to 
serious questions regarding validity. However, 
at least for autistic children, the results have 
been confirmed by Ricks (1972) in a carefully 
' controlled study of tape recordings of children's 
babble. А similar study of babble in children 
with uncomplicated developmental language 
disorders would be most rewarding. The role 
of babble in language- development remains 
rather obscure (Rees, 1972), but our findings 
suggest that itis a phenomenon worthy of further 
study. Secondly, in both disorders there was a 
history of speech delay in the parents or sibs 
of about a quarter of the children. As other 
family members were not studied directly, we 
could not determine whether the speech delay 
in the two groups of families was similar or 
different in type. However, the occurrence of 
families in which both autism and 'dysphasia' 
occur in the children (Rutter, Bartak and 
Newman, 1971) suggests that, at least in some 
cases, the language disorder may be similar. 
Whether this implies a genetic, biological, or 
psycho-social aetiology cannot be determined 


INFANTILE AUTISM AND SPECIFIC DEVELOPMENTAL RECEPTIVE LANGUAGE DISORDER: I. 


from our data, but more detailed family studies 
should be informative. 

The meaning of the autistic child's relative 
failure to use his language skills for social com- 
munication remains obscure. It could be that 
this is simply a consequence of the greater 
severity or greater breadth of the language: 
deficit in autistic as compared with 'dysphasic' 
children. Alternatively, it could imply a separate 
deficit in addition to that involving language. 
At present there are no adequate data which 
might allow a resolution of the issue. Since there 
are virtually no non-autistic children with a 
severe receptive language deficit extending 
across several modalities, the question must be 
tested within a group of autistic children. If the 
non-use of speech is due to the breadth and 
depth of the language deficit it should co-vary 
with the severity of the language disability. 
This could be tested either within a group 
varying in the degree of language impairment 
or in individual children over time. Both forms 
of testing have yet to be undertaken. 

On the face of it, the non-use of gesture is less 
easy to explain in terms of a language deficit in 
that the impairment in gestural skills, as assessed 
by test, was not great in most children. How- 
ever, the testing of competence in gesture is in 
its infancy, and it is unknown as yet whether 
the method of testing used was the most appro- 
priate, whether the ceiling of the test was too 
low for children of this language age, or whether 
the testing of language 'signs' is an appropriate 
method of assessing competence in the use of 
gesture for communication. The testing did not 
(and could not) assess competence in gestural 
language, as the children had not learned any 
symbolic gestural code. Clinical experience with 
attempts to teach a few autistic children a code 
of gestures for communication suggests that 
autistic children often have considerable diffi- 
culty in this, especially when any kind of 
symbolic code is involved. 'The issue must 
remain open until a more thorough study of 
gesture in autistic and non-autistic children has 
been undertaken. . 

The question of the boundaries of the 
necessary and sufficient cognitive deficit in 
autism, and the particular issue of whether or 
not it extends beyond language, are best 
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considered in relation to the results of the 
psychometric test findings. Both the autistic 
and ‘dysphasic’ groups showed a near-average 
non-verbal IQ on the Wechsler and/or Merrill- 
Palmer scales, and the groups did not differ in 
this respect. Furthermore, on the sub-tests with 
the lowest verbal factor loading and the highest 
visuo-spatial factor loading (namely block design 
and object assembly) the autistic children got 
normal scores. The pattern of sub-test scores in 
the autistic group, as in previous studies 
(Lockyer and Rutter, 1970), strongly suggested 
the influence of a severe inner language deficit. 
Interestingly, this was not so apparent in the 
‘dysphasic’ group, which showed a lower verbal 
scale IQ than performance scale IQ, but no 
significant variation within the performance or 
within the verbal scale sub-tests. This is some- 
what different from the findings of de 
Ajuriaguerra (1966), who reported higher scores 
on the comprehension and similarities sub-tests 
than on the other verbal scale tests in a ‘dysphasic’ 
group. However, his sample was older and of 
higher intelligence than ours, and this might 
account for the lack of agreement between the 
two studies. Moreover, the pattern he reported 


was quite different to that found in autism . 


and is not easily explicable in terms of language 
skills. 


The normal scores of these autistic children . 


оп the block design and object assembly sub- 
tests of the Wechsler scales argues against the 
existence of a visual ‘perceptual defect, both 
because of the factor loadings (Cohen, 1959; 
Maxwell, 1959) and because these are the sub- 
tests most effected in cases of children with 
a perceptuo-motor disability (Gubbay, Ellis, 
Walton and Court, 1965). However, the 
matrices offer a more stringent test of visual 
perceptual skills in that they provide a more 
varied range of stimuli and require both 
patterning and sequencing. On this test the 
autistic children obtained a mean IQ score of 
116, which is inconsistent with the presence of a 
visuo-spatial defect of any generality and 
severity. The mean score of the autistic group. 
on the Columbia scale was lower, an IQ 
equivalent of 93, but still within the normal 
range. The pattern of scores on these two tests 
differed significantly between the autistic and 
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‘dysphasic’ groups, but the interpretation of this 
finding is hampered by a lack of knowledge of 
exactly what each is measuring: 

So far as they go, the results show no signi- 
ficant cognitive deficit among autistic children 
in the field of visual perception, and it seems ' 
rather unlikely that the presence of any visuo- 
spatial defect is necessary for the development 
of autism. It is possible that there is some more 
subtle perceptual defect outside the area of 
language, or some defect not reflected in any of 
the tests used. But the evidence from other 
studies offers no very good clue as to what such 
a defect might be. 

That is not to say, of course, that the presence 


of non-linguistic cognitive deficits play no part 


in the development of autism. Indeed, the 
universal finding that autism is much commoner. 
in children of low IQ than in those of normal 
intelligence strongly suggests that the wider the 
perceptual or cognitive defect the greater the 
likelihood of autism. However, what the findings 
also show is that the presence of visual perceptual 
defects is not necessary for the development of 
autism. Autism can and commonly does develop 
in children whose cognitive defect is confined to 
language functions and to whatever faculties. 
control the social usage of such functions. 

. Whether or not,a language disability is the. 
only type of cognitive deficit which on its own, 
can be associated with autism cannot be deter- 
mined from the present study findings. What is. 
necessary is a comparable study based on a 
representative sample of children with a visuo-. 
spatial or some other type of cognitive deficit. 
Autistic children without a serious impairment 
in language comprehension are quite rare, but 
clinical experience suggests that the syndrome 
of a seriously impaired development of social 
relationships, ritualistic or compulsive activities, 
and speech delay may rarely occur in children, 
whose language disability is relatively mild and 
transitory. A systematic study of such children, 
would be most worthwhile. 

A further approach to the patterns of cognitive 
deficit necessary for the development of autism 
is afforded by the observation (yet to be con- 
firmed by systematic study) that, within groups 
of severely retarded children, autism is quite 
rare with some disorders (for example, Down’s, 
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syndrome) but relatively common with others 
(e.g. phenylketqnuria or the disorders associated 
with ‘hypsarrhythmia’). A comparison of the 
cognitive patterns between conditions with a 
high rate and those with a low rate of autism 
would be instructive. Another variation of this 
approach is the study, within a condition with 
varying patterns of disability, of the particular 
patterns associated with autism. Congenital 
rubella is such a condition, and the findings of 
Chess and her colleagues (1971) indicated that 
autism was commoner when low IQ was 
associated. with deafness, but that the presence 
of a visual defect did not add to the risk of 
autism. Аз with the results of the present study, 
the finding pointed to the greater importance of 
auditory, rather than of visual, deficits. 

The question whether a lenguage disability is 

a sufficient, as well as a necessary, condition for 
the development of autism can be examined in 
two ways. First, one may search for non- 


linguistic variables which increase tbe risk of 


autism in a group of children with a language 
disability. This paper considered certain non- 
linguistic perceptual functions in this connec- 
tion, and a companion paper examines a number 
of familial and experiential variables in the same 
group for the same purpose (Cox, Rutter, 
Newman and Bartak, 1974). Secondly, one may 
determine if a complete discrimination between 
autistic and non-autistic children (within a 
language retarded group) may be made on the 
basis of cognitive linguistic variables above. 
That is, one may determine if all autistic children 
have the necessary cognitive deficit and if all 
children with the cognitive deficit show the 
autistic syndrome. Such an analysis, using data 
from the present study, is being undertaken 
using clustering and discriminant function 
techniques, and the findings will be reported 
elsewhere. 


V. CONCLUSIONS 


In the meanwhile, it may be concluded that | 


the development of autism is associated with a 
distinctive type of language disability which is 
characterized by its severity, its extent across 
different language modalities, the presence of 
deviant language features and the relative non- 
use of speech for social communication. The 
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exact boundaries of this deficit remain un- 
certain, but it seems unlikely that any type of 
general visuo-spatial deficit forms a necessary 
part of the pattern. In several important respects 
the language disability seems qualitatively, as 
well as quantitatively, different from that 
associated with an uncomplicated developmental 
disorder of receptive language, but the two con-- 
ditions also show certain common features. 


SUMMARY . 


A sample of boys aged from 5 to ro years 
with no demonstrable neurological dysfunction, 
hearing loss or mental retardation, who had a 
current severe developmental disorder of the 
understanding of spoken language were 
examined using standard psychological tests 
of cognitive, linguistic and social behaviour, 
together with a standardized interview admini- 
stered to the parents. Results showed that within 
this group children diagnosed as autistic had a 
more deviant language development than non- 
autistic children, had a more severe comp- 
rehension defect, had a more extensive 
language disability (in that it involved 
several different modalities), and also showed a 
defect in the social usage of the language they 
possessed. There were very few differences in the 
pattern of non-linguistic skills, and it is con- 
cluded that a language disability is probably 
necessary for the development of the behavioural 
syndrome of autism. 
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A Comparative Study of Infantile Autism and Specific 


Developmental Receptive Language Disorder: 


II. Parental Characteristics 


№ 


Ву ANTONY СОХ, MICHAEL RUTTER, STEVEN NEWMAN 
and LAWRENCE BARTAK 


INTRODUCTION 

In his original description of children with 
early infantile autism, Kanner (1943) com- 
mented that the parents were usually highly 
intelligent and that many were rather obsessive 
individuals who lacked real warmth. Subse- 
quently he elaborated on these parental features 
(Kanner, 1949), and together with Eisenberg 
went on to suggest that autism was the result of 
an interaction between an innate ‘organic’ 
defect and a particular family environment 
(Eisenberg and Kanner, 1956; Eisenberg, 
I З 

а then, other writers have gone further in 
postulating that at least some cases of autism 
might largely arise through the influence of 
psychodynamic mechanisms. However, the 
mechanisms suggested have been many and 
various. First, following Kanner, several authors 
have thought of autism as a response to general 
qualities in the personalities of the parents 
(e.g. Rank, 1949; Meyers and Goldfarb, 1961; 
Bosch, 1970). Other writers have also observed 
personality anomalies in the parents but have 
considered that the mode of transmission is 
genetic (van Krevelen, 1963 and 1971; Ounsted, 
1970). The traits most emphasized have in- 
cluded emotional coldness, obsessiveness, intro- 
version, intellectuality, and schizophrenic fea- 
tures. Secondly, it has been suggested that 
autism arises as a result of deviant parent-child 
interaction. Thus, it has been thought that the 
child becomes involved in parental psycho- 
pathology (Szurek 1956; Fraknoi and Rutten- 
berg, 1971; Tustin, 1972); that there is too much 
or too little stimulation (Anthony, 1958; 
Zaslowand Breger, 1969 ; Ward, 1970; Tinbergen 


gpm- 


and Tinbergen, 1972); poor maternal communi- 
cation (Clerk, 1961; Goldfarb et al., 1966); or 
inappropriate structuring of the child’s environ- 
ment (Behrens and Goldfarb, 1958; Meyers and 
Goldfarb, 1961; Ferster, 1966). Thirdly, it has 
been hypothesized that autism arises as a 
consequence of some severe early stress such as 
parental rejection, separation or depression 
(Despert, 1951; Bettelheim, 1967; O’Gorman, 
1970; Tustin, 1972). 

The evidence regarding these hypotheses is 
far from satisfactory. Findings held to support a 
psychogenic viewpoint have come from pro- 
jective tests (Singer and Wynne, 1963; Meyer 
and Karon, 1967; Ogdon «i al., 1968) and from 
selected family observations (Meyers and Gold 
farb, 1961; Goldfarb et al., 1966), but similar 
techniques have also produced largely negative 
findings (Anthony, 1958; Bene, 1958; Donnelly, 
1960; Block, 1969). Clinical, questionnaire and 
interview studies have also failed to confirm any 
of the sterotypes concerning deviant parental 
characteristics or parent-child interaction 
(Klebanoff, 1959; Creak and Ini, 1960; Pitfield 
and Oppenheim, 1964; Allen et aL, 1971; 
Kolvin et al., 1971a; De Myer et al., 1972). 
Schopler and Loftin (1969a and b) found that 
the parents of autistic children showed more 
thought disorder (as measured on the object- 
sorting test) than did the parents of normal 
children, but this appeared to be due to circum- 
scribed test anxiety. The only consistentiy 
positive finding (with one exception—Ritvo 
et al, 1971) is that the parents of autistic 
children include a disproportionate number of 
middle-class individuals of above average 
intelligence (Lotter, 1967; Treffert, 1970). 
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There are several reasons why the findings so 
‘far has been mainly inconclusive. First, many of 
the studies have béen based on heterogeneous 
‚ and poorly defined groups of children, only 
some of whom were autistic. In particular, there 


_ has been a failure to differentiate infantile 


“sautism from other varieties of child psychosis 
(Rutter, 1972). Second, the studies with positive 
findings have usually lacked adequate controls. 
Third, the negative studies have frequently 
used techniques not well suited to test the 


—psychogenic hypotheses. Fourth, most of the 


studies have pooled autistic children regardless 
of organic pathology or level of IQ. There is now 
good evidence that infantile autism can arise as 
the result of organic brain disease (Rutter et al., 
1967; Rutter, 1968), and the frequent develop- 
ment of epileptic fits in adolescence (Rutter, 
1970) suggests that most cases of autism 
associated with severe mental retardation have 
an organic pathology. Fifth, even in autistic 
children of normal intelligence it seems highly 
improbable that the aetiology is entirely psycho- 
genic. There is good evidence for the exist- 
ence of a basic cognitive defect (Bartak, 
Rutter and Cox, 1974), and if psychogenic 
influences are operative they are likely to 
act as a contributory factor, rather than a sole 
cause of the condition. Sixth, those deviant 
patterns of parental behaviour that have been 
reported could have arisen as a result of the 
child’s handicap, rather than the other way 
round (Escalona, 1948; Bell, 1968 and 1971). 
The present study was designed with these 
methodological considerations in mind, to test 
the possibility that infantile autism might arise 
in part as the result of environmental determi- 
nants. To give the maximum opportunity to 
demonstrate psychogenic influences, the sample 
was chosen to include only autistic children of 
normal non-verbal intelligence who were free of 
overt neurological disease or disorder. Measures 
were specifically devised to assess those parental 
or familial characteristics which have been 
thought to play a part in the genesis of infantile 
autism. This paper reports the findings with 
respect to parental warmth, emotional respon- 
siveness, sociability and obsessiveness, and also 
to early stress events. А companion paper 
(Bartak, Rutter and Cox, 1974) describes the 
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study design in detail and givef the results with 
respect to the behavio and cognitive 
characteristics of the childrén. Further papers 
will report the findings on observed parent-child 
interactions in the home, patterns of parental 
communication, parental ‘perplexity’, and in- 
troversion/neuroticism. 


RESEARCH DESIGN AND METHODOLOGY 

(a) Sample 

Most previous studies have utilized control 
groups of normal children. This seemed in- 
appropriate, both because the fact of being a 
parent of a child patient may influence findings 
(Schopler and Loftin, 19692 and b), and 
because the child’s handicap may alter parental 
behaviour (Bell, 1968 and 1971). It was thought 
desirable to have a control group of children as 
similar as possible to autistic children in all 
respects except for the emotional, behavioural 
and social characteristics of autism. Children 
with a severe developmental receptive language 
disorder but without autistic features were 
considered the most appropriate in this con- 
nection (Bartak, Rutter and Cox, 1974).* 

Major units within the United Kingdom con- 
cerned with either autistic children or children 
with uncomplicated language disorders were 
contacted to obtain boys between the age of 
4 years 6 months and g years 11 months, with a 
non-verbal IQ of at least 70, who had a current 
disorder of language comprehension which had 
been present from infancy and which was not 
due to overt neurological disorder or peripheral 
deafness. The final sample consisted of 47 
children, made up of 19 with the syndrome of 
infantile autism, 23 with an uncomplicated 
developmental language disorder (hereafter 
referred to as ‘dysphasia’ for the sake of brevity), 
and 5 children with atypical autistic disorder. 
The behaviour of the children is described in 
Bartak et al. (1974), showing that the features of 
the autistic group followed the criteria outlined 
by Rutter (1971). 

The groups were closely matched with respect 
to non-verbal intelligence (with a mean IQ of 


* Although this group of language disorders has been 
shown to be different from autism (Bartak, Rutter, Cox, 
1974), it is not suggested that it constitutes a distinct or 
homogeneous disease entity. 






92- 93), and both groups showed a severe impair- 
‚ ment in the comprehension of spoken language. 
However, the ‘dy8phasic’ group were slightly 
older and had a somewhat less severe language 
deficit (Bartak, Rutter and Cox, 1974). 


(b) Methods of investigation 

The aim was to obtain measures of certain 

current parental characteristics, including ex- 
. pressed warmth, emotional responsiveness, soci- 
ability, obsessionality and mental health. In 
addition, information was sought concerning 
potentially stressful events in the child’s early 
life. Parental interviews based on those deve- 
loped by Rutter and Brown (Rutter and Brown, 
1966; Brown and Rutter, 1966) were used for 
this purpose. These were conducted by inter- 
viewers (AC and SN) who had received specific 
training and supervision in the techniques 
employed. 

Both parents were interviewed separately in 
order to obtain information about the child and 
the family, A detailed and searching structured 
interview was used to produce standardized 
information. The mother’s interview covered 
family structure and circumstances, a develop- 
mental history, family history of psychiatric and 
language disturbances, parental social contacts, 
emotional ‘warmth’ and responsiveness. The 
father’s interview included the same measures of 
warmth and responsiveness, as well as family 
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history, patterns of leisure activities, and inter- 
actions with friends and relatives. The details 
of each of the measures are given in the appro- 
priate parts of the Results section. 

Both parents were given the Leyton 
Obsesssional Inventory (Cooper, 1970) at the_ 
conclusion of the interview, and this included-” 
the psychiatric section of the Cornell Medical 
Index as a measure of neurotic disposition 
(Brodman et al, 1949; Culpan, Davies and 
Oppenheim, 1960). 

All mothers were interviewed, but seysm-- 
fathers were not seen. One was dead, practical 
difficulties prevented an interview with another 
father who had agreed to be seen, and in five 
cases they were not seen because the parents 
had separated. 


RESULTS 

1. Social characteristics 

Three-quarters of the fathers of autistic 
children held professional or managerial posts 
(defined according to the Registrar-General’s | 
criteria), compared with only a third of the 
fathers of ‘dysphasic’ children (p < 0-05). 
In keeping with this social difference, more of 
the autistic families owned their home, had a 
car, had had resident help with the children, ` 
and enjoyed spacious living accommodation. 
Also, fewer of the mothers of autistic children | 
had held a job outside the home during the 








TABLE І 
Social characteristics of families 
Autistic  Dyspbasic x! р 

Social class 

Professional/managerial 14 8 4°85 05 

Cleri : 2 2 

Manual .. 3 13 5:69 05 
оона гу 3 12 4°52 *05 
Home owners 1 IO 5°59 *05 
Resident help with children (even II 2 9:59 от 
No car | T o IO 8-58 “OL 
Less than six living rooms = Ba «x 4 14 5:21 y 
Person/room ratio 51:0 .. А 2 ' 14 9-15 . 
Mean number of children born to mother 2:01 3-13* 
Total families 19 23 


* t = 2:53; 40 Ё; p < 0:02 
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month preceding the interview. The families of 

the ‘dysphasic’ children were significantly larger 

(р < 0-02), and more of them were living in 

overcrowded circumstances (defined as more 

than one person per room used for living, eating, 
„апа sleeping). 

An attempt was made to rate the extent to 
which the job involved withdrawal from per- 
sonal interactions, but this proved to be rather 
unreliable. Most of the professional jobs in the 
autistic group clearly involved interpersonal 

—,.dateraction (e.g. hotelier, nursing officer, teacher, 
and liaison officer), and only one father had an 
essentially solitary job. The same applied to the 
fathers in the 'dysphasic group, although 
possibly a few more could have avoided contact 
had they wished to do so. 


2. Parental psychiatric disorder 

The parents were asked systematically about 
their contact with either family doctors or 
psychiatrists for any kind of mental disorder, 
during the last year or at any previous time. 
Some half of the mothers in both groups had 
attended their GP at some time for a psychiatric 
condition, but far fewer of the fathers had done 
so. Five mothers and six fathers had attended 
a psychiatric clinic or hospital at some time. 


Т'АвгЕ II 
Parental psychiatric disorder 





Autistic Dysphasic 





. Fathers 
Attended psychiatric hospital 


(ever) X 2s КЕ 
Attended GP for psychiatric 

reasons (ever) ve s% I 
On sedatives for 1 week or 

longer in last year .. zs I 





Total fathers 





Mothers 

Attended psychiatric hospital 
(ever) 2 s ws 

Attended GP for psychiatric 

“seasons (ever) me E 

ON edatives/stimülanits for 


1 week or more in last year 


7 








Total mothers .. 19 


No differences significant 
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There was a tendency for a hjgher proportion 
of the parents of ‘dysphasic’ children to have 
had some psychiatric disorder; but the difference 
fell short of the 5 per cent level of statistical 
significance. None of the parents had shown 
schizophrenia. 

Special attention was paid to the parents’ 
mental state during the first two years of the 
child’s life. Five mothers of autistic children 
and seven mothers of ‘dysphasic’ children had 
been depressed at that time; the difference was 


not significant. 


3. Family stress 
Taste III 
Family stresses 





Autistic Dysphasic 


Mother, widowed, divorced or 








separated .. e : I 5 
Child living with both natural 

parents avs is .. 18 18 
Separated from mother for 

four weeks or longer (ever) .. 2 
Admission to hospital for a 

week or longer (ever) 6 8 
Family stress during child’s 

first 2 years .. A 9 
Total children .. 19 23 





No differences significant 


Systematic enquiry was made about a variety 
of potentially stressful experiences during the 
child’s life. Particular attention was paid to 
those said to be characteristic of the early 
experiences of autistic children. In no case did 
the groups differ significantly. There were more 
‘broken homes’ in the ‘dysphasic’ group, but the 
difference was not significant. With one excep- 
tion all the autistic children were living with . 
both their natural parents, and only two had 
been separated from their mother for as long 
as four consecutive weeks. In both groups about 
a third of the children had been in hospital for 
a week or longer. 

Twelve of the autistic boys were only or 
youngest children, whereas this was so for only 
6 of the ‘dysphasic’ boys (p < 0:05). This meant 
that fewer of the autistic children had experi- 
enced the potential stress of the birth of a sib. 


D 


I50 — AUTISM AND SPECIFIC DEVELOPMENTAL RECEPTIVE LANGUAGE DISORDER: II. 


However, this difference was a reflection of the 
larger family sizeyin the ‘dysphasic’ group, and 
when this was taken into account there was no 
difference between the groups in birth order. 

In order to delineate other possible stress 
factors, the parents were asked about any 
stresses (such as those arising from housing, 
parental illness, finance, or interpersonal rela- 
tionships) experienced during the first two years 
of the child's life, but not caused by the child's 
handicaps. Such stresses had been present in 
nearly half the families, but again the groups 
did not differ. 


4. Parental obsessionality and neuroticism 


Taste IV 
Leyton inventory obsessional trait scores 
Mothers/women — Fathers/men 
Mean S.D. Mean S.D. 
Autistic | 6-7 4'0 6-3 3:7 
Dysphasic 8-6 4°3 8-5 4:8 
Normals* 5'I 3:5 5*I 3-8 
Obsessional 
patients* 11:0 3:2 — — 
Cornell score (M-R) 
Mothers/women Fathers/men 
Mean S.D. Mean S.D. 
Autistic e TA 4:8- 42 3:7 
Dysphasic .. 10:8 8:1 6-5 6-2 
Normals* e 49 5'I 1:8 2-1 
Obsessional 
patients* 20-0 10:5 — — 





No differences between autistic and dysphasic 


groups significant 
* Figures taken from Cooper (1970)—no separate 
figures given for male and female obsessional patients. 


In assessing parental personality charac- 
teristics care was taken to ensure that the 
measures accurately reflected those features said 
to be typical of the parents of autistic children. 
Kanner (1949) described the parents as obses- 
sive, perfectionist, dedicated to their work, 
and preoccupied with detail and adherence to 
set rules. The Leyton Obsessional Inventory 
(Cooper, 1970) seemed to be the most appro- 
priate measure in this connection. It is a well 


Й 


developed scale which has been shown to 
differentiate obsessional patients from the 
general population. There were no significant 
differences between the groups on the Inventory ' 
scores, although there was a tendency for the 
parents of the ‘dysphasic’ children to show 
greater obsessionality. The scores for the parents `- 
of the autistic children were within the normal 
range. 

The psychiatric section of the Cornell Medical 
Index also did not differentiate the groups, 


although there was a trend towards morg. __ 


neurotic features in the parents of the ‘dysphasic’ 
children. 


` 5. Parental warmth 


The parents of autistic children have also 
been described as undemonstrative, lacking in 
warmth, not showing affection, and unable to 
derive enjoyment from the children as they are 
(Kanner, 1949). The warmth scale developed 
and tested in a previous study by Rutter and 
Brown (Brown and Rutter, 1966; Rutter and 
Brown, 1966) aimed to measure just these 
qualities. The scale assessed emotional warmth 
by means of an interview rating which was based 
on tone of voice, the words used, facial expression 
and gesture. The rating proved to have high 
inter-rater reliability and also was a good 
predictor of the warmth shown in a different 
setting (and rated by an independent investi- 
gator). The rating was person-specific so that it 
was possible to assess warmth towards both the 
index child and the sib nearest in age. In none 
of these comparisons did the groups differ 
significantly, and most parents showed a lot of 
warmth to all their children. The only difference 


TABLE V 
Parental warmth to children 


Autistic  Dysphasic 
(mean (mean 
score) score) 
Mother's warmth to index 
child ез .. 358 4°04 777 
Mother’s warmth to sib 4°36 3:94 
Father's warmth to index 
child 944, 4:00 
Father’s warmth to sib 4:08 4°39 


No differences significant 
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between the groups was that the mothers of the 
autistic children differed significantly (t = 
3:015) in the warmth shown to their autistic 
and non-autistic offspring, where this was not 
so for the fathers. Both parents in the ‘dysphasic’ 
group showed similar warmth to each of their 
-children. However, it should be noted that this 
differential response by the mothers of the 
autistic children was quite small and occurred 
in the upper half of the warmth scale (which had 
a range from o to 5). Half the mothers were 
_ rated as very warm to the autistic child, and 
only one was rated as cold. 

The parents were also asked in what ways the 
index child annoyed them or got on their 
nerves. The answers were scored according to 
whether annoyance was expressed. The groups 
did not differ in this respect with either parent. 


6. Emotional demonstrativeness and responsiveness 
Kanner (1949) described the parents of 
autistic children as undemonstrative, serious, 
disdainful of frivolity, not showing their feelings, 
formal in their closest relationships, and un- 
emotionally objective in their responses to 


. people. To assess these features it was necessary - 


to obtain information about the parents’ ex- 
pression of emotions on occasions which would 
be expected to provide the opportunity for 
emotional display. For this purpose each mother 
' was asked how her husband responded last 
time in five different situations: (a) when she 
(the informant) was physically unwell; (b) when 
she was miserable or upset; (c) when the 
husband was angry or felt cross; (d) when the 
husband was part of a group becoming excited 
(e.g. their team winning a football match, a very 
lively party or something exciting on TV); and 


(е) when the spouse experienced some кр: 
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treat (e.g. receiving a present of just what he 
wanted or when one of the children had made 
something special for him)..The fathers were 
asked identical questions about their wives’ 
responses in similar situations. Every effort was 
made to establish the last time the ‘situation 
occurred, using probes to indicate examples 
(e.g. the children being exceptionally irritating 
as a possible stimulus to anger). There was 


‘detailed questioning about what the spouse 


said and did and how emotions were expressed. 
A rating was then made on a four-point scale 
for verbal expressions of emotions and on a 
parallel scale for physical expressions of emo- 
tions. It was found that for each of the five 
situations the verbal and. physical scales inter- 
correlated at about the -++0-7 level. 

In planning the measures, it was uncertain 
how far emotional demonstrativeness would 
turn out to be a unitary trait. In short, it was 
not known how far people who were very 
responsive in showing concern and empathy 
when their spouse was ill would also show a 
great deal of enthusiasm and excitement on a 
pleasurable occasion. Accordingly, the scores оп. 
each of the scales were inter-correlated. Table 
VI shows the findings for the mothers’ report 
of their husbands’ verbal responses, but the 
findings for physical responses and for fathers' 
reports were closely similar. It is evident that 
the expression of negative feelings (i.e. anger) 
does not relate to the expression of positive 
feelings, but that there 15 a moderate positive 
inter-correlation between the four scales of 
positive feelings. 

As a result of these findings it was decided 
to summate the parallel scales on verbal and 
physical expression of emotions and to combine 
the four scales on positive emotions to make 


Taste VI 
Inter-correlations between five scales on physical expression of emotions 


(Mother's report of husband's responses) 





Sympathy (physical disorder — 


‘Sympathy шына ире). 64 — . 
Pleasure Р 49 41 — 
Enthusiasm .. - su 31 22 34 — 
Negative emotions .. we —14 — 35 —05 12 = 
| бушр. P.D. Symp. E.U. Pleasure Enthusiasm Negative 
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an overall scale with a range of o-24,* а low 
score indicating high demonstrativeness and 
vice-versa. The two parallel scales on the ex- 
pression of anger were combined to provide a 
scale with a range from o-6. 

In addition to these interview ratings based on 
a detailed account of parental behaviour, the 
informant was also asked how he perceived his 
spouse's emotional responsiveness in each of 
‘these situations (but without any differentiation 
between verbal and physical expression of 
emotions). Finally he was asked to describe 
himself in terms of demonstrativeness with 
respect to the same situations. Each of these 
ratings was dealt with in the same way as the 
interview ratings. 

The findings are summarized. in Table VII. 
With all types of emotional expression, with 
both parents, and with all measures, the C parents 





Taste УП 
Emotional demonstratweness and responsiveness 
Autistic  Dysphasic 
(mean (mean 
score) score) , 
Expressiveness score of 3 
: mother (positive emotions) 9-89 10.95 

-Expressiveness score of 

father (positive emotions) 8-44 11:27 
Father’s perception of 

mother’s expressiveness 5:78, 6-42 
-Mother's perception of 

father's expressiveness .. 4-94 6:44 
Mother's self-perception of 

Own expressiveness Ё 1-89 3°35* 
Father's self perception of 

own expressiveness 3°44 3:28 
-Mother's expression of 

negative emotions 2:61 2:47 
Tather's expression of : . 

negative emotions 2:71 2:67 


* t = 2:55; 40 d.f.; p < 0-02 
N.B. Low scores indicate high expressiveness 


of autistic children were found to be just as 
demonstrative and emotionally responsive as 
the parents of ‘dysphasic’ children. The only 
significant difference between the groups wás 
that the mothers of autistic children saw 

* Each of the individual scales was also analysed 


separately. As the results are closely similar they are not 
reported here. 


themselves as more emotionally expressive than 
did the mothers of ‘dysphasic’ children. 


7. Parental socialility 

Kanner (1949) gave an account of the 
parents of autistic children as unsociable, not 
comfortable in the company of people, and: 
preferring solitary pursuits (such as reading or 
painting). In order to assess these features, 
measures were obtained on the frequency of 
social contacts, the nature of leisure activities 
and on some aspects of the quality of friend- . 
ships. Measures of these kinds were available 
from those developed and tested in a previous 
study (Brown and Rutter, 1966; Rutter and 
Brown, 1966) and were taken over unmodified. 


(a) Kin contacts 

Parents were systematically questioned on 
the frequency of their personal contacts with 
relatives during the month preceding the 
interview. To be included contacts’ had to 
occur outside the work situation and had to 


"Тавін УШ 
Parental contact with kin 
Autistic Dysphasic 
(mean (mean 


frequency) frequency) 
Father’s contact with own 





kin .. n $i .. 6:89 13:67 
Father's contact with wife's 

kin .. or ex .. 15:39 8:17 
Mother's contact with own 

kin .. «s 25 16:26 15:52 
Mother’s contact with 

husband’s kin 5:00 6-61 

(mean (mean 
range) range) 

Father's contact with own 

kin .. 55 Р e 2144 2-89 
Father's contact with wife's 

kin .. ve ar .. 2:22 2:17 
Mother's contact with own 

kin.. - i2 2°47 2°61 
Mother’s contact with 

husband's kin .. 2214 1-89 
Potential range of father’s 

close kin .. . 2:06 5:rif 
Potential range of mother's f 

close kin е 2°00 3:87* 

* t = 2:42; 40 d.f.; p < 0°05 
t t = 3:30; 34 d.£; p < o-o1 
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include conversations involving more than 
mere conventional greetings. Counts were made 
separately of the frequency of such kin contacts 
and the range of different kin seen during the 
same time period. The findings are sum- 
marized in Table VIII. The groups did not 

*.differ significantly on any of the measures of 
either the frequency or range of kin contacts. 
However, there was a difference between the 
groups in the number of close kin (the parents, 
sibs and children living away from home of 
the index child’s mother or father) living in 
the British Isles. The ‘dysphasic’ children’s 
parents had a considerably greater range of 
close kin. This reflected a larger family size in 
the parental generation, just as there was a 
larger sibship in the child’s generation. 


(b) Leisure events and contacts with friends 

A similar enquiry was made concerning the 
parent’s contact with friends outside work. 
As shown in Table IX, there was no difference 


TABLE IX 
Parental contact with friends 
Autistic Dysphasic 

Father’s frequency of contact 

(Total)  .. .. 62°28 57:22 
Father's range of contacts 

(individual) 16:28 9:22 
Father's friends who share - 

leisure events ; 12-06 8-44 
Mother’s кеу of contact 

(Total) .. - 59°32 56:30 
Mother's range of contacts 

(individual) 10-00 10°17 
Mother's friends who share - 

leisure events a 9°42 9°65 
Joint leisure events with 

friends a 5:79 2:65* 


* t = 2:07; 40 А.Ё; p < 0°05 
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between the groups in either the frequency of 
contact with friends or the range 'of friends 
seen during the previous month. In order to 
obtain some measure of the type of contact 
with friends, a separate count was made of 
friends with whom the parents had shared 
some leisure event, that is to say there was a 
planned activity together, such as going to a 
theatre, to a club, to a sports match, or for a 
walk. Again the groups did not differ in this 
respect. Only 2 fathers and 4 mothers in the 
autistic group and 7 fathers and 10 mothers in 
the ‘dysphasic’ group had not shared leisure 
events with friends during the preceding month. 
A distinction was made between activities 
undertaken separately by the husband or wife 
and those undertaken jointly as a married 
couple. The only significant difference was that 
the parents of autistic children had more joint 
leisure events with friends (р < 0-05). 


(c) Some qualities of friendship 

In order to assess some of the qualities of the 
parents’ friendships, measures were taken of the 
duration of friendships and of the confidences 
exchanged. The parents of the autistic children 
were more likely to have seen at least seven 
friends in the last month whom they had known 
for two years or more. The difference reached 
the 5 per cent level of significance in the case of 
the fathers. Sixteen out of 18 fathers in the 
autistic group had contact with seven or more 
friends of at least two years standing compared 
with 8 out of 18 fathers in the ‘dysphasic’ group. 
The parents in the two groups were generally 
similar in the extent to which they confided in. 
others, but more of the mothers of the autistic 
children reported that at least two friends 
confided in them (17/19 vs. 12/23; p « 0-05). 


. TABLE X 
Duration of friendships and exchange of confidences 


At least 7 friends known 2+ years seen by father 


At least 7 friends known 2+ years seen E mother 


Father confides in at least 1 friend 
Mother confides in at least 1 friend 


Confidences to father by more than one Es : | 


Confidence to mother by more than one friend . 


Autistic *Dysphasic' х р 
16/18 8/18 6-13 *05 
12/19 11/28 0:47 N.S. 

5/18 2/18 0:85 N.S. 
9/19 11/23 0-08 N.S. 
10/18 11/18 0°00 N.S. 
17/19 12/23 5°14 *05 
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8. Impact of child's disorder on the parents 

Autistic children present far more problems of 
behaviour than dò ‘dysphasic’ children, and 
their behaviour much more often interferes with 
family activities (Bartak, Rutter and Cox, 
1974). An attempt was made to assess how far 
` the child’s disorder had had an impact on the 
parents’ emotional state and social life. In view 
of the inevitable lack of contemporaneous 
information on the families prior to the birth 
of the index child, this assessment necessarily 
had to be in terms of the parents’ perception. 
Because of this, considerable caution is needed 
in interpreting the findings. 


TABLE XI 
Depression in mothers because of index child 


Autistic  Dysphasic- jx? p 
Mother's account 14/19 19/270 0-06 N.S. 
Father's account 13/18 6/18 4:01 -05 


In both groups about two-thirds of the 
mothers reported that-they had been depressed 
as a result of the child's difficulties. The findings 
from the father's account in the autistic group 








were similar, but significantly fewer of the 
fathers of ‘dysphasic’ children reported that their. . 
wives had been depressed. It is not possible to 
say whether this implies that the mothers of 
autistic children were more seriously depressed 
or whether the fathers of ‘dysphasic’ children 
were less perceptive. С 
The fathers їп the autistic group more often 
thought that the difficulties with the autistic 
child had altered their wives’ general behaviour 
in the home. In comparison with the mothers 
of the ‘dysphasic’ children more mothers of 
autistic children considered that their own 
manner of expressing feelings had changed 
since the index child was born. This difference 
was not evident in the paternal accounts. 
Similar proportions of mothers in the two 
groups thought that their husbands’ general 
behaviour at home had been affected by the 
difficulties with the index child. However, fewer 
of the mothers of the ‘dysphasic’ children 
thought that there had been a change in the 
manner in which their husbands expressed 
feelings. This difference was again not evident 
in-the paternal accounts. There was no differ- 
ence between the groups in the proportion of 





























Taste XII 
Impact on the family 
Autistic *Dysphasic' x? p 
Father's account 
Some impact on contact with friends Y 25 13 І 14,14 -001 
More contact with friends before birth of index child |. IO I 8-83 O1 
Effect of index child on mother's behaviour in home  .. 13 3 9-11 *OI 
Number of families .. 18 18 
Mother's cccount 
Change in father's emotional expressiveness since index 
child's birth : ss i 5% a 5 o 3:96 05 
Number of fathers 18 19 
Change in mother's emotional Spic since index 
child's birth . oe II 4 5:78 05 
Number of mothers . . 19 29 
Difficulties with sibs because of difficulties with index child 5 6 0-03 N.S. 





Number of children with sibs 
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mothers who reported difficulties with their 
other children because of the problems with the 
index child. 


Discussion 


In the two decades after infantile autism was 
' . first described the parents came in for an extra- 
ordinary amount of blame and criticism. Often 
on quite inadequate evidence they were held 
responsible for causing their child's disorder, 
making professional counselling ineffective and 
distress-provoking (Eberhardy, 1967). Not sur- 
prisingly this led to a counter-reaction which was 
sometimes equally extreme. Thus, Rimland 
(1964) wrote of psychogenesis as a ‘pernicious 
hypothesis', as if the very idea was harmful. 
However, what was needed was not polemic but 
evidence, and that is what has been strikingly 
lacking. It now seems clear that autistic children 
have a basic cognitive defect and it is most 
unlikely that the condition is primarily psycho- 
genic (Rutter, 1974). Nevertheless, there is still 
the possibility that environmental influences 
consitutute a necessary contributory factor. The 
present investigation was designed to test this 
hypothesis, and this paper reports the findings 
concerning certain parental characteristics com- 
monly held to be important in the genesis of 
autism. Other papers will give the findings on 
other aspects of parent-child interactions and 
family life. ` 

In order to provide an adequate test of partly 
environmental causation, study was made of a 
representative group of autistic children in 
whom there was no evidence of either mental 
retardation or neurological disorder. Measures 
were specifically devised to tap those features of 
parental functioning which have been hypo- 
thesized, as important in the development of 
autism. The autistic children were compared 
with a well matched control group of children 
with a severe developmental disorder of 
receptive language (‘dysphasia’). 

The one marked difference between the two 
groups of parents concerned their social class. 
A majority of the fathers of autistic children 
held professional or managerial posts, the 
proportion being significantly different from 
that in the ‘dysphasic’ group. The family living 
conditions in the two groups were in keeping 
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with this occupational difference. The finding is 
consonant with a wide range of other clinical 
investigations (Rutter, 1967). The proportion of 
middle-class families has ranged from two-fifths 
(Kolvin et al., 1971b) to go per cent (Kanner, 
1954), but it has almost always exceeded that in 
the general population. The one important 
exception is the series from Los Angeles (Ritvo 
et al., 1971) in which there was no excess of 
middle-class parents. The different results in 
that study may be due to diagnostic differences, 
and in particular to differences in the proportion 
of children with severe mental retardation or 
overt neurological disorder. It appears that the 
excess of professional parents is most marked in 
samples, such as that in the present study, which 
exclude autistic children with evidence of brain 
damage (Kanner, 1954; Treffert, 1970; Kolvin, 
1971). 

It has often been supposed that the high 
proportion of middle-class parents is a referral 
artefact. This is unlikely to constitute a sufficient 
explanation. In the present study, the control 
group consisted of children with a comparably 
rare and severe disorder attending similar 
clinics, yet the social class difference was still 
evident. Furthermore, the social class findings 
have been confirmed by total population surveys 
(Lotter, 1967; Treffert, 1970). It must be 
accepted as a valid observation, but its signi- 
ficance and meaning so far remain quite 
obscure. 

The claim that the parents of autistic children 
are obsessive, cold, emotionally unresponsibe, 
socially withdrawn individuals receives no 
support from the present findings. Considerable 
care was taken in devising measures to assess 
these characteristics and yet there was no 
evidence that the autistic group parents showed 
these personality features any more frequently 
than did the ‘dysphasic’ group parents. No 
group differences were found with respect to 
parental warmth to the children, emotional 
demonstrativeness or responsiveness, or sociabi- 
lity. In view of the searching character of the 
measures used, it is most unlikely that there are 
important differences regarding these per- 
sonality attributes which escaped measurement. 
It must be concluded that this particular 
stereotype of the parents of autistic children is 
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wrong, particularly as the findings from other 
studies using different techniques have been 
equally negative (Allen et al., 1971; DeMyer 
et al., 1972; Creak and Ini, 1960; Pitfield and 
Oppenheim, 1964). 

The only significant finding in this aspect of 
parental functioning is that the mothers of 
autistic children showed somewhat less warmth 
to their autistic children than to the normal 
sibs. It could be argued that this means that the 
autistic child was specifically rejected or at 
least specifically deprived of parental warmth. 
However, the findings do no? support such an 
argument. In the first place, although the 
autistic children on average reccived relatively 
less maternal warmth, most received a good 
deal of warmth and the mean rating was over 
3$ on a scale with maximum of only 5. Secondly, 
the autistic children received a similar amount of 
warmth to that received by the ‘dysphasic’ 
children. Thirdly, the difference was due as 
much to the sibs receiving more warmth as to the 
autistic children receiving less. If the small 
difference found is more than just a chance 
finding, it probably reflects the fact it is more 
difficult to show warmth to an unresponsive 
(autistic) child than to a lively, demonstrative, 
responsive youngster (Escalona, 1948; Robson, 
1967; Bell, 1968, 1971). 

Particular attention was paid to the possi- 
bility that the autistic children had experienced 
special stresses in early infancy. The data were 
necessarily retrospective, but again the findings 
were consistently negative. The stresses in the 
autistic group were not different in kind, degree 
or frequency to those in the ‘dysphasic’ group. 
Maternal depression in the children's early 
years was quite frequent, but it was no more 
frequent in the autistic group than in the 
‘dysphasic’ group. It might appear that the 
proportion of mothers attending their GP for 
psychiatric reasons was very high, but popula- 
tion studies indicate that the numbers are not 
exceptional (Rutter, 1973; Shepherd et al., 
1966). The low rate of schizophrenia in the 
parents is in keeping with other studies (Rutter, 
1967 and 1968), other than that by Meyers and 
Goldfarb (1962) who almost certainly used 
different criteria for the diagnosis of schizo- 
phrenia (Cooper et al., 1972). 


In short, it may be concluded that there is 
no evidence that autistic children are more often 
subjected to stresses in infancy than are 'dys- 
phasic’ children, and there is no evidence that 
the parents of autistic children are more often 
socially or emotionally withdrawn. There are 
several possible explanations for these negative ,- 
findings. First, it could be argued that the 
distinction between autism and ‘dysphasia’ is 
arbitrary and reflects little more than conven- 
tions of diagnosis; hence no differences between 
the two groups with respect to parental charac- 
teristics would be expected. This explanation 
can be firmly rejected. Not only were there 
marked social and behavioural differences 
between autistic and ‘dysphasic’ children, but 
also the two groups differed strikingly and 
significantly in terms of cognitive and linguistic 
characteristics (Bartak et al., 1974). Secondly, it 
might be suggested that although some other 
explanation is required for the social and 
behavioural abnormalities in autism, neverthe- 
less the language retardation in both autism 
and 'dysphasia' might still be a consequence of 
adverse environmental influences. Certainly, 
there is good evidence that language develops in 
a social context and that psycho-social factors 
influence language development (Rutter and 
Mittler, 1972); furthermore, it is known that 
some cases of speech retardation are due to 
psycho-social privation (Rutter, 1972b). Never- 
theless, this explanation is almost certainly 
incorrect because: (a) where comparable data 
were available it was usually clear that neither 
group differed from the general population in 
terms of either stress factors or parental charac- 
teristics; and (b) when social privation leads 
to speech delay it is unusual for there to be 
serious impairment in comprehension (Rutter, 
1972), as there is in the case of both autism and 
“dysphasia’. 

Third, it may be concluded that the negative 
findings mean that autism does not develop as 
a result of stresses in infancy or as a result of 
parental coldness, obsessionality and social 
withdrawal. This conclusion appears justified 
by the evidence. However, the possibility 
remains that particular patterns of parent-child 
interaction or communication might play a 
part in the causation of infantile autism. 
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Studies using systematic observations in the 
home to test this hypothesis will be reported in 
further papers. 


SUMMARY 
A sample of autistic boys aged 5 to то years 


'* and without evidence of either mental retarda- 


tion or neurological disorder was compared 
with a matched sample of boys with a severe 
developmental disorder of receptive language 
(‘dysphasia’). Measures were devised specific- 
ally to assess those parental characteristics and 
environmental stresses hypothesized to play a 
part in the genesis of autism. The autistic group 
contained a larger proportion of middle-class 
families, but no differences between the groups 
were found with respect to parental warmth, 
emotional demonstrativeness/responsiveness, or 
sociability, parental psychiatric disorder, or 
with respect to early stresses of any kind. It is 
concluded that it is unlikely that autism 
develops as a consequence of such parental 
personality attributes. 
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А Prospective Study of the : Influence of Post-Graduate 
Training in Psychiatry on the Rating of Mental Abnormality 


By M. J. KELLEHER _ 


INTRODUCTION 

Although psychiatrists trained in the United 
States and the British Isles pick out the same 
areas of psychopathology, American psychia- 
trists display a tendency, greater than British 
psychiatrists, to use high ratings of pathology 
when asked to rate a videotaped clinical inter- 
-view (Kendell et al., 1971; Sharpe et al., 1974). 
Within the British Isles Maudsley-trained 
psychiatrists rated lower than psychiatrists 
trained at other centres (Copeland et al., 1971). 

A previous study found that American 
medical undergraduates who spent elective 
periods at the Bethlem-Maudsley Hospitals 
rated a tape on arrival in a manner inter- 
mediate between the ratings of British and 
American psychiatrists, but after one month's 
clerkship and tuition their rating behaviour 


changed in the direction of the British psychia-. 


trists (Kelleher et al., 1974). The present study 
explores the manner in which new registrars 
at the Bethlem-Maudsley hospitals changed 
their rating behaviour at the end of their. first 
two years post-graduate training at the joint 
hospitals. 


METHOD 

Over a period of two years all new registrars 
who commenced training at the Bethlem- 
Maudsley Hospitals in the April and October 
intakes were asked to rate a timed videotaped 
unstructured clinical interview, during the 
three-day induction course, using a scale written 
in non-technical language. After two years of 
post-graduate training they re-rated the same 
tape with the same instrument. Thirty-three 
registrars were incepted into the study and all 
the 27 registrars who completed two years 
training at the joint hospitals took part in the 
second rating. 


The patient interviewed on the tape was a 
women with many severe symptoms which 
could be described as both schizophrenic and 
affective. The affective symptoms were sug- 
gestive of a mized manic-depressive type. At 
one time the patient felt ‘wonderfully happy’, 
but said that something was causing her to 
dance and sing and move her left leg. Messages 
were passed to her over the television, and from 
time to time people had laughed at her because 
she must be in hell. She felt dirty and nasty and 
thought she might have died as a child, and 
therefore might no longer be alive. She also 
displayed a number of neurotic symptoms. 
She gave a history of previous treatment for 
depression. 

No clinical information was given the raters 
other than that on the videotaped interview, 
which lasted exactly 40 minutes and 50 seconds. 
Each registrar used the In-Patient Mulü- 
Dimensional Psychiatric Scale (IMPS) to rate 
and re-rate the tape. This instrument (Lorr and 
Klett, 1967) comprises 89 ratings of abnormal 
behaviour in which each item is briefly defined 
in non-technical terms. The ratings are grouped 
together as scores on ten syndromes. These 
syndromes are as follows: 

(1) ‘Excitement’ (EXC) covering hurried 
loud speech, elevated mood and over activity; 
(2) ‘Hostility’ (HOS) covers observed hostility 
and aggression; (3) ‘Paranoid ideas’ (PAR) 
covering ideas and delusions of persecution; 
(4) *Grandiosity (GRN) which includes boast- 

and ideas and delusions of grandeur; 
(5) ‘Perceptual distortion’ (PCP) covering 
hallucinations; (6) ‘Intrapunitiveness’ (INP) 
with mainly depressive symptoms, guilt and 
selt-depreciation; (7) ‘Retardation’ (RTD) 
covers slowness of movement and speech; 
(8) ‘Cognitive disorientation’? (DIS) includes 
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disorientation in time and place; (9) ‘Motor’ 
(MTR) includes abnormal or excessive move- 
ments and general activity; (10) ‘Conceptual 
disorganization’ (CNP) includes disturbances 
of thought and language. 

Comparisons were made between the IMPS 
` syndrome levels rated by the registrars before 
and after two years Maudsley training. Students’ 
T-test was used to test the significance of any 
difference in the scores on individual syndromes. 
The overall syndrome scores, as well as the 
shapes of the syndrome profiles, were compared, 
using the method of Greenhouse and Geisser 


(1959). 


RESULTS 


The scores of the new registrars were inter- 
mediate between the scores of the American 
and Maudsley psychiatrists on six of the IMPS 
syndromes (Fig. 1). On three other syndromes 
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the registrars’ scores were similar to the Ameri- 


- cans, and on the remaining syndrome the 


registrars’ score was highér. However, their 
scores were higher than the Maudsley psychia- 
trists’ on each of the ten syndromes. Using the 
Greenhouse and Geisser technique, this overall 
difference was significant (F = 34:96; p = 
<-oo1). The profile shapes were also signi-' 
cantly different (Е = 4:82; p = <:05). On 
six individual syndromes the difference in 
registrar’s and Maudsley psychiatrists’ scores . 
were also significant. These syndromes were 
‘hostility’ (р = <-002), ‘perceptual distortion’ 
(р = <-o1), ‘intrapunitiveness’ (р = < oot), 
retardation (р = < -oor), ‘motor’ (р = <-002), 
and ‘conceptual disorganization’ (р = < :00°). 

The registrars’ scores after two years post- 
graduate training were lower than when they 
commenced ining on 9 of the 10 IMPS 
syndromes (Fig. 2). Overall fall in levels of 
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Fic. 1.—IMPS Syndrome scores rated by New Maudsley Registrars, Maudsley Peychiatiists 
and American Psychiatrists. 
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Fra. 2.—IMPS Main syndrome scores rated by Registrars before and after 2 years training. 


syndrome scores was significant (Е = 4:90, 
р = <:05) but the change in profile shape was 
not significant. The drop in scores on two of the 
individual IMPS syndromes ‘perceptual distor- 
tion’ (р = <-05) and ‘conceptual disorganiza- 
tion’ (р = < :05) was, however, also significant. 
The profile shapes of the ratings of the Maudsley 
registrars after training was no longer different 
from the profile shapes rated by Maudsley- 
trained psychiatrists. 


Discussion 


Diagnostic disagreements may be usefully 
regarded as deriving from three sources, namely, 
variation in perception, variation in the in- 
ferences drawn from these observations, and 
variations in the nosological schemata em- 
ployed (Shepherd et al., 1968). It has been 
pointed out that these are not independent 
activities but are rather inter-dependent aspects 
of a unified diagnostic process (Kelleher ard 
Copeland, 1974). 

The post-graduate training of psychiatrists 
engages the trainee in the sensitive perception 
of human behaviour. Each item of behaviour is 


assessed and by comparison with the trainees 
concept of normality it is determined as falling 
inside or outside the range of mental abnor- 
mality. In the present study the Maudsley 
registrars, the Maudsley psychiatrists and the 
American psychiatrists rated the same areas of 
psychopathology. The main differences were in 
the levels of pathology rated. 

If items of behaviour are seen as lying on 
various continua stretching from normality or 
health on the one side to abnormality and ill- 
health on the other, then it is likely, that dis- 
agreements will be least at the two extremes and 
greatest in the border zone. In other words, the 
differences between American and Maudsley 
psychiatrists are likely to relate to their concepts 
of the thresholds or cut-off points between 
mental normality and mental abnormality. 
The Maudsley psychiatrists appear to use 
higher cut-off points, and training at the 
Joint Hospitals appears to result in the registrars 
changing from lower to higher thresholds of 
abnormality. 

At the Maudsley the importance of clear 
definition of terms is emphasized. If an item of 
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behaviour does not fit incontrovertibly the 
description of closely defined technical terms, 
e.g. hallucinations, delusions or thought dis- 
order, it is likely that the item will be rated 
down or ignored even when the scale is written 
їп, non-technical language. This idea ‘is sup- 
` -ported by the findings of the present study, for 
the greatest fall in registrars’ ratings occurred 
on the two IMPS syndromes, ‘perceptual 
distortion’ (р = < :05) covering hallucinations 
and ‘conceptual disorganization’ (р = < :05) 
including disturbances of thought and language. 

The Bethlem-Maudsley post-graduate experi- 
ence apparently fosters the development of a 
wider concept of the range of normal human 
behaviour. A similar hypothesis has been 
suggested as an explanation of the differences 
of rating behaviour between various medical 
and para-medical groups (Copeland et al., 
1974). If this suggestion has validity as an 
explanation of the British-American differences 
(Kelleher et al, 1974), the two systems of 
psychiatric training may have a difference in 
emphasis: the former restricts the concept of 
mental abnormality and widens that of norm- 
ality, the latter refines the concept of normality 
and enlarges that of the abnormal. 


SUMMARY 


During their first three days at the Bethlem- 
Maudsley Hospitals, registrars rated a timed 
videotaped clinical interview of a psychiatric 
patient with symptoms suggestive of schizo- 
phrenic, affective and neurotic disorders. They 
rated the observed abnormalities on a scale 
(IMPS) written in non-technical language. At 
the end of two years, training they re-rated the 
same tape, using the same scale. Comparisons 
were made between the registrars! initial and 
subsequent ratings and also’ between the 
registrars’ initial ratings and {һе ratings 
made on the same tape by Maudsley and 
American psychiatrists. The registrars’ initial 
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ratings were intermediate between those of 
Maudsley and American psychiatrists and that 
after two years training they rated less mental 
abnormality. The significance of these findings is 
discussed. 
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A Study of the Interaction Between Depressed Patients and 
Their Spouses 


By MARY HINCHLIFFE, DOUGLAS HOOPER, F. JOHN ROBERTS 
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INTRODUCTION 

This paper reports the initial analysis of a 
series of observations of a number of depressed 
patients communicating with their spouses and 
with a third party. This is part of a larger 
study which arose out of our dissatisfaction with 
the traditional ways of thinking about depressed 
patients. By and large there is general agrec- 
ment about the people who are called ‘de- 
pressed'; there are constellations of symptoms 
and signs which can be evaluated by using one 
of the many rating scales for depression which 
have a degree of reliability and consistency. 
However, we feel that most of the thinking 
which underlies these efforts is based on pre- 
suppositions which would place ‘the depression’ 
within the patient, that is to say that there is 
something wrong within the patient which 
causes the symptoms and gives rise to the signs. 
These views are reductionist in character 
and we have by contrast attempted to re- 
examine certain aspects of depression using 
non-reductionist ideas. 

There is in the literature very little precedent 
for this kind of approach, and so we would 
formulate our basis idea in terms which see 
the depressed patient as the product of a system 
which both produces and maintains the state 
which we call depression. The system we see as 
the intimate social context in which the 
patient lives, and it is for this reason that we 
have included the spouse in our studies. Perhaps 
the major characteristic of the depressive 
experience is the degree to which it alienates 
the person from those who are closest to him. 
This alienation can be both by withdrawal and 
by increasing dependence. In whatever way it 
occurs it is the communication process between 
the patient and others that will ‘carry’ the 


depression. If our general hypothesis is correct, 
we believe that it should be possible to delineate 
the communicational patterns which characterize 
the system in which the depressed person lives. 

The idea that interaction between people 
and in particular communicative systems are 
crucial to the creation and maintenance of 
individual symptom patterns has been deve- 
loped by us elsewhere; in the development of ' 
disordered lives (Hooper and Roberts, 1973) 
and in a more specific way to attempted 
suicide (Roberts and Hooper, 1969) and to 
conjoint therapy (Roberts, 1971). 

This view of depression is, of course, quite 
different from other views which largely regard 
it solely as a disturbing and painful intrapsychic 
process. Our view, on the other hand, sees the 
communication as crucial, and therefore there 
must be interaction for the depression to occur. 
Others, such as McPartland and Hornstra 
(1964) have drawn attention to the increasing 
stridency of the messages which emanate from 
the depressed patient and which may culminate 
in the demanding non-verbal message when the 
patient lies mute and curled up in bed. 
Grinker (1964) interprets these phenomena in 
terms of role relationship, using the metaphor 
of the depressed person as ‘child’ thereby 
necessarily forcing his spouse to become “а 
parent’. There can be no doubt of the power of 
this communication to alter the behaviour of 
spouses, and Kreitman et al. (1971) and Oven- 
stone (1973) have both shown the long-term 
effects on the wives of men with depressive and 
other neurotic disorders. 

To investigate the problem of communication 
we decided to use laboratory-type techniques 
rather than tackle the more difficult task of 
natural observation. We have, therefore, built 
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our method on the basis of two previous patterns 
of research. The first of these deals largely with 
verbal aspects of behaviour as particularly 
developed by Mishler and Waxler (1968) in 
their study of family triads comprising parents 
and a child. They examined both patient 
"families and normal families. In particular they 
have developed the concept of domain of com- 
munication and have worked out in great detail 
coding methods for evaluating these domains. 

The second research pattern is that which 
has been developed for the understanding of 
non-verbal communication. There are now a 
broad range of studies dealing with non- 
verbal communication, and there is evidence 
that hand movements and posture are parti- 
cularly important in the study of depression and 
interaction. Freedman (1971) has developed 
the notion of hand movements which are 
speech-related and others which are not, and 
has demonstrated altered patterns with different 
psychiatric states. Scheflen (1964) suggested 
that the attitudes of and the relationships be- 
tween individuals during social interaction are 
made clear from the study of posture. 

We have made little or no use of formal tests of 
personality or of complicated clinical question- 
naires. However, in order to establish a simple 
baseline we have confirmed a clinician's original 
Judgement about a patient by using the Zung 
Self-Rating Scale for Depression (1965). Finally, 
we have extended our studies through time by 
examining our subjects on two separate occa- 
sions, and assessed the consistency of the patient's 
interactional style by observing his interaction 
with a stranger. 


EXPERIMENTAL METHOD 

In the light of the concepts which we have discussed 
in the introduction the study we report here is based 
on two kinds of comparison. First, we have taken a 
sample of depressed psychiatric in-patients and 
studied them in interaction with their spouses during 
the acute in-patient phase and then some months 
later when the patient has been discharged home. 
Second, we have taken a sample of surgical in-patients 
in a separate hospital and studied the interaction 
between them and their spouses, in order to compare 
the psychiatric and surgical sample who have in 
common a hospital experience. In addition, we have 
analysed the interaction between the depressed patient 
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and a stranger during the period of stay in hospital. 

The depressed patients were selected from a 30- 
bedded psychiatric unit in a géneral hospital. Selec- 
tion of the patients was in terms of diagnosis by a 
hospital psychiatrist, subsequently confirmed by onc 
of us (MH). Any patient with alcoholism, brain 
damage or schizophrenic symptoms was excluded. 
As part of the confirmatory selection procedure each 
patient completed the Zung Self-Rating Scale for 
depression and. was excluded if the score fell below 
60 per cent. The mean score was 67 per cent. The 
co-operation of the spouse was then sought. The 
surgical patients were selected from those admitted 
for non-serious procedures (excluding malignancies 
and gastrectomies) and who were not rated as 
depressed by the Zung Scale. Their mean score was 
35 per cent. Àn attempt was made to control for age 
and economic background. 

This paper reports the findings from 10 depressed 
patients and their spouses and 11 surgical patients 
and their spouses. In order to observe the interaction 
between the couples a videotape recording was taken 
of husband and wife in a free discussion situation 
which was carried out in a comfortable room remote 
from the ward. The patient and spouse sat in easy 
chairs positioned at 90° to each other and at a 
distance of six feet. Two cameras were positioned 
and left at fixed-focus. À split-screen unit was used to 
produce full face views of patient and spouse. 

The discussion was generated by using the Revealed 
Difference Questionnaire based on’ Strodtbecks 
Method (1951). Fifteen minutes of dicussion between 
them was recorded. 'The procedure was repeated for 
the interaction between the depressed patient and a 
stranger, who was of the opposite sex and was neither 
depressed nor a patient. Ап identical procedure was 
followed for videotaping the surgical patients and 
their spouses, except that no recording was made of 
а patient and a stranger. Finally, the depressed 
patient and spouse were again videotaped in thc 
free discussion situation some months after the 
patient’s discharge from hospital, when the patient 
was considered to be clinically recovered. This 
recording was made in the same room as the initial 
recording. 

The data available to us for analysis were therefore 
the videotape, which we used particularly for non- 
verbal communication, and an audiotape from which | 
a transcript was made in order to carry out verbal 
analyses, using both tape and transcript. 


Метнорз'ов ANALYSIS 

1. Verbal 
This material was first divided into units or simple 
clauses, and the first 400 were taken for analysis. 
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This sample was analysed for the presence of 14 
indices, which were grouped into 4 domains. These 
domains, which we chose from the series developed 
by Mishler and Waxler (1968), were those we con- 
sidered most relevant to the study of depression. 
They are as follows: 

(a) Expressiveness. This domain measures affective 
content as reflected in speech, choice of language and 
tone of voice. 'There are two indices in its measure- 
ment: (i) a direct measure, using Bales Interaction 
Process analysis (1950) which takes into account the 
content of the speech, the assumed intent and tone 
of voice of the speaker; (ii) an indirect measure 
by coding the units of speech in terms of positive, 
neutral and negative affect. 

(b) Responsiveness, In this domain one measures the 
level of acknowledgement shown in the interaction. 
Whole uninterrupted sequences of speech by one 
person are analysed for the degree of positive acknow- 
ledgement that they show, i.e. how much the speaker 
responds to the intent and content of the previous 
speaker's speech. Mishler and Waxler found that in 
normal interaction this figure was over go per cent 
and suggested that this must be so in order to perpe- 
tuate the interaction of normal conversation. 
Secondly, a measure of fragmentation is also used. 
This is defined as occurring when the reply consists of 
a single word or incomplete sequence of words (not 
including ‘Yes’ ог Хо”). Mishler and Waxler found a 
high level of fragmentation in normal interaction 
compared with a lower level in schizophrenic families. 

An indirect measure of responsiveness was derived 
by determining the focus or area of interest of 
individual units in & statement; whether it referred 
to the conditions of the experimental situation, or to 
personal experiences or to the other persons opinions. 

(c) Person conirol. The indices in this domain 
measure those characteristics which the speakers use 
to control interaction. The measures involved are: 
the number of questioning statements which are 
asked and the number of interruptions which occur 
when these are defined as ‘breaking-in’ to the other 
speakers flow of speech. 

(d) Tension. In this domain one measures anxiety 
in two ways. Firstly by Mahl’s (1956) technique, 
making an analysis of errors in speech such as repeti- 
tions, incomplete sentences and fragments within 
units of speech, and secondly, from the Negative 
Tension code of Bales I.P.A., which reflects tension 
based on tone of voice as well as associated speech 
errors. 1 

The verbal analysis was carried out by two of the 
experimenters (MH and PV). The major methodo- 
logical problem is that of inter-coder reliability. On 
most of the indices which we used reliability was 
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go per cent or better. Discrepant codings were 
resolved by the usual method of mutual agreement. 


2. Non-verbal 

Although there have been many studies on non- 
verbal communication, little has been done in the 
field of depression. Exceptions to this are the work of - 
Freedman (1971) and Scheflen (1964). Freedman 
developed a coding scheme for hand movements in 
a study of psychiatric patients with paranoid and 
depressed symptoms. Scheflen studied postural con- 
figurations during patient-therapist interaction. Few 
non-verbal studies have been concerned with marital 
interaction. In our study, therefore, we have made 
an analysis of hand movements and posture, using 
videotape of that part of the interaction subjected to 
the verbal analysis. 

(a) Hand movements. The tapes were inspected and a 
simple count made of ‘object focused movements’ 
(OFM), which are defined as hand movements 
directed away from the body and intrinsically related 
to what is being said; a count was made of ‘body 
focused movements’ (BFM), which are body- 
orientated and unrelated to speech. Ten minute 
samples of tape were analysed. 

(b) Posture. Scheflen (1964) describes congruent 
and non-congruent posturing. If two people sit with 
their knees crossed, arms folded, leaning to the right 
in the chair, their body positionings are described as 
identical, but if one leans to the left this is described 
as mirror image posturing. Both the identical and 
mirror-imaged postures constitute what Scheflen 
calls postural congruency. Non-congruent postures 
are dissimilar. Again ten minute samples of tape were 
inspected and the total time spent by the couple in 
similar positioning was taken as a measure of 
congruency. 

Congruence does not necessarily involve the whole 
of the body; Scheflen proposed, therefore, that the 
upper and lower halves should be separated. In our 
study we have not reported our results for the lower 
half of the body, as our surgical controls were 
restricted in their movements in this region because 
of sutures and bandages. 


RESULTS AND DISCUSSION 
Verbal analysis 
The data from all four videotape sessions 

were analysed in terms of the domains of 
communication we have outlined above. The 
results of each session are presented in each 
table as follows: 

I. Patient with spouse. 

II. Patient with stranger. 
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III. Patient with spouse on recovery. 
IV. Surgical patients with spouse. 

In the domain of Expressiveness the results we 
abtained are shown in Table I, where scores 
for the patient alone and the combined score 

. for the couples are shown. This was the only 
' domain where individual patient scores were 
compared. The most important differences are 
those in the expression of negative emotional 
responses. Within the patient couples the male 
patients are particularly interesting, as they 
show a significant reduction in negative ex- 
pression from Session I to Session III, i.e. 
between the hospital and recovery interviews, 
and from Session I to Session II, i.e. between 
the patient and spouse and patient with a 
stranger. This is despite the fact that there are 
no differences between male and female patients 
in hospital. The results from the positive 
expressiveness show no significant differences 
between sessions or between couples, except for 
a tendency for the female patients to be less 
positive on recovery and for the control couples 


to be slightly more positive than the psychiatric : 


couples. 

There is, however, another interesting com- 
parison for women, which is not shown in the 
table, between the female spouses of psychiatric 
patients and female psychiatric patients. The 
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spouses have mean positive expression of 29:1 
at Session I and 33:7 at Session III. These 
figures are significantly higher at both sessions 
than those for the female patients. These 
findings may support the work of Paykel et al. 
(1973), who found that in a series of depressed 
female patients there were still signs of inter- 
personal friction and inhibited communication 
after recovery. Our clinical impression was also 
that the spouses of male patients were very 
protective and reassuring with their sick’ 
partners. 

Table II shows the indirect measure of 
expressiveness for the couples. This is derived 
from the verbal content rather than the tone of 
voice and other indicators. It demonstrates that 
positive and negative affect are both higher in 
speech for the psychiatric patient couples than 
for the surgical patients and for the recovery 
phase. : 

In the domain of Responsiveness Mishler and 
Waxler showed their most significant results, 
but in the present series responsiveness seems 
to measure an idiosyncratic style of interaction 
and is not relevant to depressive communica- 
tion. 

Wide variations in levels of acknowledgement 
and fragmentation were found in patient and 
control groups (ranging from 70-100 per cent 


TABLE I 
Expressiveness domain (mean scores). Direct measures 











Session Session p value Sesion p value Session p value 
I п - Fl п ти IV ІЛУ ; 
Overall expressiveness 
Male patients 48-9 27°9 37°4 
Female patients 44°1 41:0 41:5 
Couples 96-6 91:8 86-0 
Negative expressiveness 
Male patients `a 28:7 4'2 OOI 9° *001 
Female patients 23:2 17:6 21:7 
Couples  .. am 52:5 49:5 33°4 *05 
Positive expressiveness 
Male patients 25:4 22:9 26-0 
Female patients 20:9 29:4 16:9 
Couples d 46:5 52:5 
Notes 


1. Either t-tests or Wilcoxon’s sum of ranks test was used in all tables. 
2. P values are given where they exceed -05 on a two-tailed test. 
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ТАвг II 
Expressiveness domain: indirect measures for couples only 
(mean scores) 
Session Mean p-value 
I 100-8 
I/III -o1 
ІП .. 85-1 
I/IV пз. 
Iv. 89-6 


for positive acknowledgement). High levels of 
positive acknowledgement featured in the 
‚ patient-stranger interaction Table III. Low levels 
of positive acknowledgement seemed to be amale 
characteristic in both groups. Indirect measures 
showed some differences. Patient couples focus- 
sed on their personal experiences significantly 
more than controls, and control couples were 
better able to focus on the experimental dis- 
cussion than the patient couples. This supports 
a previous finding (Hinchliffe et al., 1971) that 
depressed patients are self-preoccupied. 

The fourth domain of verbal interaction is 
Person Control. Table TV shows the results for the 
couples and clearly demonstrates a trend to- 
wards a lower level of control for the surgical 
couples than for the depressed couples. This is 
particularly striking for the measurement of 
' interruptions, even though this difference does 
not reach statistical difference. The higher level 
of questions amongst the depressed couples may 
indicate an uncertainty in the relationship not 
present in the surgical couples. 

Finally we consider the domain of Tenston. 
This is measured by a direct method, using 
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coding from Bales I.P.A. (1950), and also by an 
indirect method which involves the analysis of 
speech errors. Table V shows that the indirect 
measure was very little different between 
sessions. This lack of difference suggests that 
in our subjects speech errors were more likely 
to be part of the threat of the experimental » ` 
situation than the result of intrinsic tension 
between the spouses. On the other hand there 
was a significant difference between the surgical 
and the psychiatric couples in their expressions 
of negative tension. There was also a drop in 
negative tension between the hospital session 
and the recovery session for the psychiatric 
couples, but this did not reach significant 
difference. 


Non-verbal analysts 

Table VI shows our observations on the 
Hand movements. Freedman (1971) has presented 
evidence to show that OFM (see above) is not 
only related to the translation of thought into 
speech but also indicates the effort on the 
speakers part to communicate with the other 
person. He also suggests that BFM indicates a 
preoccupation with the self and therefore a 


- tendency to withdraw. 


In a previous study, Hinchliffe et al. (1971), 
found that it was useful to discriminate between 
fast speaking and slow speaking subjects when 
considering non-verbal communication, and 
we have therefore followed that division here. 
The dividing line for the two groups was set 
at 160 words of joint speech per minute. On this 
basis the mean speech rates were as follows: 
slow speaking couples (SS) 130 w.p.m.; fast 


Taste ПІ 
Responsiveness domain: couples mean scores 
Session Session p value Session p value 

I ПІ I/III IV ПТУ 
Acknowledgement 180°6 180-0 179: 1 
Fragmentation 61:9 57:0 65.8 

Indirect 

Situation 71 10-6 14*5 05 
(Focus) 
Personal 61:4 53:5 3371 02 


x 
р 


- 
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ТАВІЕ IV 5 
Person control domain 
\ Session Couple (means) 
` Interruptions · . I i I9*O1,.- 

79 IH 14°92 
uo IV II'02 
Onestions .. I 43:54 
~ ш 43°31 
IV 28:35 





speaking couples (FS) 
couples 175 w.p.m. 
The slower speaking patients (SS) not only 
had significantly lower levels of OFM in all 
three sessions than the controls but also showed 
a significant increase in the OFM level from 


175 w.p.m.; control 


Session I to Session III. Finally, the patients ` 


had significantly higher levels of OFM with the 
stranger than with the spouse. This can be 


interpreted as showing that in this aspect of - 


interpersonal communication the characteristic 
of psychiatric couples who speak slowly is that 


with an improvement in the clinical state there 
isan increasing degree of symmetry. This 
seems to be in keeping with Freedman’s 
observations. However, in the case of' the 
FS patients there is a decrease in the OFM 
communication between Sessions I and III. If 
we examine the OFM rates of the FS couples 
we find that there is no change in proportional 
rate of OFM communication despite the 
decrease in absolute rates. This appears to 
mean that the slow speaking patients provoke a 
compensatory response from their spouses, 
which tends to weaken as the patient recovers. 
In the control couples we have observed that the 
OFM rate between the spouses is more symme- 
trical than in any of the conditions of the 
psychiatric patient couples. 

Our findings on BFM communication are 
much less easy to interpret. We would have 
predicted that BFM rates would be less at 
Session, III than Session I for psychiatric 
couples, but this only appears to be true for the 
fast speakers. Besides this, the control couples 




















TABLE V 
Tension domain: couples’ mean scores 
Session Session р value Session p value 
‘oT ‚ш и IV I/IV 
Direct V x : Pe А 
Negative tension 25-8 16:2 71:6 *05 
Indirect А i А 
Speech errors , 572 61 4 59:1 
Tamiz VI 


OFM and BFM patterns of communication (mean scores) У Ж 








Session Session p value Sesion p value Session p value p value 














. B п (I/II) ПІ (I/IIT) IV (ШТУ) (П/У) 
АВНАА 
OFM Patient 6 31 *05 21 "05 4B <:05 "OI 
ав Spouse 54 40 69 “105 
BFM Patient 15 33 50 ‚ 50 <:05 
|. 77 Spouse 54 44 — 47 
OFM Patient 8o 04. .58 І 48 
pouse 35 23 "05 69 
FS ш 
BFM Patient 60 32 *05 30 50 
Spouse 53 go 47 
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do not show the lower rates of BFM com- 
munication we sould have expected. However 
what can be said ‘is that the communication 
between spouses in terms of BFM rates, does 
become increasingly symmetrical. These results 
are shown graphically in Fig. 1. 

The data on Posture are shown in Table VII. 

Scheflen (1964) called attention to the import- 
ance of posture in the patient-therapist inter- 
action. Firstly, when focusing on the behaviour 
of one participant, postural markers are of 
clinical significance in that they allow identifica- 
tion of the boundaries of different states of an 
individual in social relationships. Secondly, if we 
look at the interaction as a whole, the degree of 
congruency or non-congruency of posture 
during an interaction gives an indication of the 
relationship between the members of the dyad. 
In a general way postural congruency indicates 
similarity in view or roles. 

We are reporting the observations we made 
on postural congruency relating to the upper 
half of the body. The results are shown in 
Table VII. We have anticipated that there 
would be a shift towards congruency in both 
the FS and SS groups. This is only the case for 
the FS couples, who come to resemble the 
control couples. It could be that the division of 
- posture into the two categories congruent and 
incongruent is too extreme; that it does not 
take into account the degree of incongruency, 
і.е. very dissimilar postures from those that are 
less dissimilar. Charney (1966) found that the 
verbal correlates of non-congruent posture were 
consistently negative, and we can confirm this 
for the FS couples since we have already shown 
above that the psychiatric couples had signi- 
ficantly higher levels of negative expressiveness 
than the controls. 
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Fic. 1.—Mean rates of hand movements/1o mins. for 


patients in all four sessions. 


CONCLUSION 


It is clear from our findings that there are 
major differences in both verbal and non-verbal 


‘modes of communication between hospital 


psychiatric patients and their spouses and 
hospital surgical patients and tbeir spouses. 
We have therefore demonstrated our original 
proposition that the communication patterns 
would differ between the groups. 

Our results show high levels of tension, 
negative expression, and self-preoccupation, 
together with diminished non-verbal patterns 
of communication and body congruence at 











Taste VII 
Congruent postures between couples (mins.| o mins.) (mean scores) 
Session Sesion р value Session p value Session p value 
Congruency I II (1/1) III (ИШ) IV (ТУ) 
FS 0°50 0:20 4'25 *OI 
Upper body 4°75 
55 3°50 0-20 «05 1*50 “OI 
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\ first recording. These findings changed over 
time, and after treatment. A marked social 
responsiveness was found in patient-stranger 
iMeraction. The controls were distinguished by 
thgir use of tension releasers, objectivity and 
ter use of communicative gestures and 
оу congruence. 

We have also found quite different patterns of 
communication between the psychiatric patient 
interacting with his spouse, and then directly 
afterwards with a stranger. This supports our 
original view that it is the social system that 
both produces and maintains the state which we 
call depression, i.e. psychological symptoms are 
‘carried’ by the interaction. This has important 
implications for individual psychotherapy. It 
suggests that it would be inappropriate for a 
psychiatrist to extrapolate from his own inter- 
action with a patient to the patient’s life with his 
spouse: this would be particularly true if he 
were to offer advice based on this observation 
of the patient only. The classic view of de- 
pression which supposes that the clinician’s 
observations are of some entity lying within the 
patient is obviously challenged by: these data. 
If the clinician believes he is solely an observer 
of a depressed patient he will fail to perceive 
that the depression is a function of a system of 
which the patient is only one part. 

We have also found a shift in the communica- 
tion patterns of our psychiatric patient couples 
over time, i.e. some months after discharge from 
hospital. The patterns of communication be- 


tween patient couples tended to become more, 


like those of the controls. There was also varia- 
tion within couples as well as between couples. 
We found a marked sex difference with regard’ 
to negative expression in the hospital sessions. 

These findings support the view that ex- 
pressive symptomatology is a form of communi- 
cation. We feel we have demonstrated com- 
munication patterns which characterize the 
disturbed equilibrium of the system in which the 
depressed person lives. 


SUMMARY 
We have described a study of 10 depressed 
patient couples and 11 surgical control couples. 
Discussion was generated between parties, and 
a videotape recording was taken of the inter- 
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action. The verbal data were transcribed and 
analysed into four domains, Expressiveness, 
Responsiveness, Person control and Tension. 
The non-verbal data were analysed in terms of 
hand-movements and posture. We also com- 
pared the patient’s behaviour with a stranger, 
and made a follow-up recording of patient and 
spouse 3 to 12 months later. 

Significant differences in interaction were 
found between patient couples compared with 
control couples and the patient-stranger inter- 
action. This was revealed verbally in the 
domains of Expressiveness, Person Control and 
Indirect Responsiveness. 

For the non-verbal analysis we found it useful 
to discriminate between fast speaking and slow 
speaking speakers. Again significant differences 
in hand movements and posture between 
depressed and control couples reflected the state 
of interaction between those couples. 
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When depression 
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go hand in hand... 
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. where remission occurs, it sets in promptly, fast acting, has no sedative effect and few side- 
often during the first 24 hours and at the latest effects with small doses.” 
within one week, When correctly administered, the These reports are typical of clinical experience 
drug is practically devoid of side-effects.” with Fluanxol. Trials 1-6 have shown a rapid 
"Flupenthixol (Fluanxol*) has shown a good effect nission of symptoms in 60-70% of patients 
upon these (depressive) conditions, its effect sets in Fluanxol is particularly recommended in patients 
vit! a few days, and it causes extremely few who report fatigue, apathy, despondency and lack 
de-effects. In addition flupenthixol may have a of initiative as the predominant symptoms. Its speed 








eneficial effect upon the possibly associated anxiety." of action is especially valuable in neurotic 





'Fluanxol therefore is a useful drug in out-patient depression with or without associated anxiety and 
ases presenting with anxiety and tension and its high therapeutic index is advantageous in 
sychosomatic sequelae. This neuroleptic drug is conditions where suicide risk is high 
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INTRODUCTION 
During 1973 there were 169,362 abortions 
notified: to the Chief Medical Officer at the 
Department of Health. In a leading article the 
` British Medical Journal (1973) acknowledged that 
‘bald statistics cannot help to answer the 
important question of the nature of the physical 
and emotional 'sequelae of termination of 
. pregnancy. The article called ‘for careful 
prospective studies’ to assess such sequelae. 
This paper is a report of a short-term pros- 
pective study of the psychiatric sequelae. 
Reports on such sequelae have appeared over 
. a period of 50 years from America, Russia, 
Japan, Switzerland, Scandinavia and the United 
Kingdom. There has been a marked divergence 
of results, and this may be explained by factors 
such as cultural and socio-economic differences 
and diversity of methodology. 

The first significant- British report was that 
of Peck and Marcus (1966) who at a six months 
follow-up found the psychiatric status to be 
improved or unchanged in 92 per cent of cases, 
with mild, self-limited guilt in 20 per cent. 
Clark et al. (1968) in a retrospective study found 
that six months after operation до per cent of 
their patients were wholeheartedly satisfied arid 
2:5 per cent dissatisfied. Pare and Raven (1970) 

‘found little psychiatric disturbance, provided 
the patient wanted an abortion; and psychiatric 
sequelae were much commoner in those 
patients who were unwilling to be terminated. 
Other British authors (Baird, 1967; Sclare, 
1971; and Todd, 1972) all consider therapeutic 
termination to be beneficial. 

Many authors have mentioned factors which 
predispose patients to adverse sequelae (Simon, 
Senturia ‘and Rothman, 1967; Jahnnson, 1965; 
Senay, 1970; and Whittington, 1970). As Ekblad 

[ (1955) has said ‘the greater the psychiatric 
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indication for abortion the greater is the 
risk for adverse sequelae’. 
It is the aim of this study to elucidate the 


nature and incidence of psychiatric sequelae 


and to attempt to identify those patients 


particularly at risk for such sequelae. 


. METHOD 
` The sample for the study was drawn from the 
in-patient population of a ‘teaching hospital in 


‘Central London. Each woman admitted for thera- 


peutic abortion during a period of six weeks was 
asked to participate. The only patients excluded 
ere: (a) those whose knowledge of English was 


‘poor (2 patients) ; (b) those not available for follow- 


up evaluation, і.е. leaving London within six months 
(3 patients); and (c) one woman who refused to 
participate. - 

While this sample may not be a theoretical best, 
it is considered to be representative of patients under- 
going termination of pregnancy in National Health 
Service hospitals in this country. The first 50 eligible 
patients constituted the sample. In eách case evalua- 
tions were made on the day before operation and six 
months after operation. Each evaluation lasted an 
hour, and consisted of the recording of a persona! 
history, of the past medical and psychiatric history, 
and of the current mental state. 

. During the assessment of the mental state parti- 
cular attention was paid to the patient's attitude to 
termination. Negative feelings such as those of guilt, 
regret, self-reproach and loss were rated as either 
absent, mild, moderate or strong. Ambivalence to . 
termjnation was rated similarly as absent, mild (some 
doubts), moderate (strong doubts), or strong (termi- 
nation not really wanted). The presence or absence 
of psychiatric illness was also noted, and if present its 
severity was recorded. Finally, three questionnaires 
were completed; the Hamilton Modified Rating 


Scale for depressive states, the Zung Self-Rating 


Scale, and the Eysenck P.E.N. Inventory. Full details 
of method and the constitution of the sample may be 
found elsewhere (Lask, 1973). 
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The follow-up interview was carried out six months 
after operation. It lasted thirty minutes and followed 
a similar pattern to the pre-operative interview. 
Attention was paid to the patient’s attitude to 
termination and to her subjective feelings of loss, 
guilt, regret and self-reproacl. The presence or 
absence of mental illness was noted, and the Zung and 
Hamilton questionnaires were again completed. 

Of those patients who failed to attend follow-up, 
details were obtained where possible from a report 
by their general practitioner. 

The outcome of termination of pregnancy was 
considered to be favourable when the following 
criteria were fulfilled: (1) the patient expressed 
satisfaction with the termination and considered 
it to be the best solution; (2) no feelings of guilt, loss 
or self-reproach were manifested; (3) there was no 
evidence of mental illness; (4) the Zung rating was 
within the normal range or five points lower than the 
pre-operative score. When a patient reported only 
mild guilt, loss or self-reproach, the outcome was 
considered to be favourable. 

The outcome was said to be unfavourable when 
the following criteria were fulfilled: (1) the patient 
regretted termination; (2) she had moderate or 
severe feelings of guilt, loss, or self-reproach; (3) there 
was evidence of mental illness in the same degree 
as, or. more severely than, before operation. Where 
no illness existed before operation, any post-operative 
evidence of mental disturbance constituted an 
unfavourable outcome. 

Specific variables which might be considered 

` relevant to outcome were isolated and studied in 
relation to eventual outcome. These variables were: 
civil status, age, social grading, nationality, religion, 
grounds for termination, previous pregnancies, use 
of contraception, associated sterilization, previous 
history of psychiatric illness, psychiatric illness at 
time of termination, and attitude to termination, 
including ambivalence. 


DISGUSSION AND CONCLUSIONS 


The outcome of termination of pregnancy 
was favourable for 68 per cent.and unfavourable 
for 32 per cent of the patients whose post- 
operative state was determined. Eighty-four 
per cent had no regrets about the termination, 
and the psychiatric status was improved or 
unchanged in 89 per cent of the cases, The 
adverse sequelae reported included feelings of 
loss, regret, guilt and self-reproach, varying 
from mild to severe. When moderate or severe, 
these were usually associated with depressive 


‘ 


states. These states varied in intensity from ‘mild’ 
to sufficiently ‘severe’ to necessitate hospital 
admission. 

In only four cases could the adverse res 
be related directly to the termination, ra 
than to the patient’s environment since 
operation. Even in these cases there is 
evidence that the patient would have fone 
better if the pregnancy had been allowed to 
continue. Many patients clearly benefited from 
the termination. They felt relieved from states 
of depression and anxiety due to the pregnancy, 
and felt completely satisfied, with no regrets, 
guilt or self-reproach. 

A detailed analysis of the results (Lask, 1973) 
has revealed certain factors which place patients 
at risk for an unfavourable outcome to termi- 
nation. Thus, the ‘at-risk’ patient is more likely 
to fall in the age-group 21—30 than other groups 
(р < 0:05), and to have had other children 
(p < 0-05). She is more at risk if she is foreign- 
born (p < o-or), or has been deserted by her 
partner (p < o-or), and she is particularly at 
risk if she has had a previous psychiatric illness 
(р < 0:05), is suffering from a psychiatric 
illness at the time of termination (p < 0-025), or 
expresses a moderate or strong degree of 
ambivalence towards е termination 
(p < 0:005). 

It should be possible to devise a scale for 
predicting the ‘at-risk’ patient. One such scale 
is outlined below. The ratings are essentially 
arbitrary, higher scores being designated to 
those factors which, from the results obtained 
in the sample, seem to be of greater significance. 
Where any of the following factors apply the 
number of points indicated are recorded: 


Deserted by partner ' 

Age-group 21-30 

Foreign born 

Multiparity 

History of previous psychiatric illness 
Existing psychopathology at time of 


мом EE м 


termination: mild I 
moderate 2 

severe 3 

Ambivalence to termination: moderate т 
strong 2 

Maximum score 10 
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NUMBER OF PATIENTS 
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‘AT RISK' SCORE. 
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At risk score for patients with favourable outcome ` L| 


D 


At risk score for patients with unfavourable outcome A 


^ Fie. 1. 


E 


As can be seen in Fig. І, авон 
unfavourable outcome scored 3 or more points; 
all but one of the patients with a favourable 
outcome scored less than 3. Of those who 
scored 3, the outcome was favourable for six 
patients and unfavourable for four. It would be 
reasonable to consider all patients who score 
3 points or more as being at risk. 

The mean score of those with an unfavourable 
outcome was 5:71 (S.D. = 2°39), and of those 
with a favourable outcome 1-70 (S.D. = 1:17); 
there is a significant difference between these 
results (С.К. > 5-P < 0:01). 

The number of patients seen by a бадеи 
has dwindled sharply since the Abortion: Act 


became law. The current system in this country.- 


makes little provision for careful pre-operative 
or post-operative psychiatric assessment. Clark 
and his colleagues state that ‘psychiatric damage 
can be avoided by selection and psychiatric 
support during the woman’s stay and after’. 

It would seem reasonable that all patients 
referred for termination should be rated along 
the lines of the above scale. The rating should 
be made either by the doctor assessing her 


request or by a psychiatric social worker ог 


otis staff member with appropriate training. 
Should the decision to terminate be taken, 
provision may be made for care and support 
of those considered at risk. 

It is not suggested that the decision to termi- 
nate should be based upon the ‘at-risk’ rating. 
This decision must be made by two independent 
medical practitioners in the context of the total 
situation, after discussion with both the patient 
and her partner. Due consideration should be 
given to the advantages and disadvantages of 
termination or continuation of the pregnancy. 
If the decision to terminate is made, the patient 
should be given a reasonable length of time in 
which to reconsider her own decision. There is 
little doubt that some patients panic on finding 
themselves pregnant and are unable to view 
the positive aspects of continuing the pregnancy 
until the loss is imminent. Any patient accepted 
for termination should be given the opportunity 
to discuss her ambivalence and fears with an 


.appropriate member of the staff. Ideally this 
.same staff member should be responsible for 


the continuing psychiatric support whether or 
not termination is performed. 
, Although it is possible to identify certain ‘at 
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risk’ factors, there is no evidence to suggest the 
existence of any definite contra-indications to 
termination. Where, there is a risk of adverse 
sequelae to termination, there will be an equal 
risk of adverse sequelae to continued preg- 
. nancy; in particular, when a pregnant woman 
requests termination because of environmental 
stress factors these factors will still be present 
should termination be refused. The adverse 
sequelae of refused termination will affect not 
only the woman and any family but also the 
‘unborn child., Я 

This is an appropriate point to mention 
that in certain units there is a tendency to 
agree to terminate a pregnancy only if the 
patient agrees to be sterilized. It should be 
added that this was not the practice with the 
sample in this report. It was evident at the pre- 
operative interview that many of the women 
were confused and uncertain about termination, 
and it is quite unreasonable to expect a woman 
in a crisis situation to make a decision as 
important and irrevocable as that associated 
with sterilization. In fact it is unethical to 
insist upon sterilization as a condition of 
termination. If sterilization is indicated the 
decision should be made after due considera- 
tion of all circumstances and at a time when 
more immediate problems have been resolved. 

In the sample studied, of 41 patients seen at 
follow-up, only 16 were regularly using some 
form of contraception, while 5 had been 
sterilized. All the patients had been given an 
appointment to attend a contraceptive clinic, 
but the majority had failed to attend. One 
patient had become pregnant again and under- 
gone a further termination. It is important that 
contraceptives should be prescribed or advice 
given before the patient is discharged from 
hospital. 

In the literature much emphasis has been 
placed on the importance of the attitudes of 
those concerned with the woman at the time of 
termination. While public attitudes inevitably 
vary, it is important that adverse attitudes 
should not prevail among the hospital staff 
caring for such patients. Attempts should be 
made to admit these patients to a special unit 
where all the staff and patients are there for the 
same purpose. Nothing will make a woman 


undergoing termination feel more guilty than 
to find that other patients are being investi- 
gated for infertility or having a stitch inserte 
to prevent recurrent miscarriages. 

In a study such as this it is clearly not 
possible to assess fully the contribution of 
physical sequelae of abortion. Such compli 
tions as post-operative infections, infertifity, 
cervical incompetence and subsequent ectopic 
pregnancies, premature births, and perinatal 
deaths may all contribute to an ultimately 
adverse psychological response to termination 
(Wynn and Wynn, 1972). 

As we have not yet achieved a Utopian society 


we must for the present accept that terminations , 


are necessary, and do what we can to reduce the 
attendant sequelae. For this we must give more 
attention to both our patients’ and our own 
attitudes to abortion. 


SUMMARY 
A prospective study is described of the short- 


term psychiatric sequelae to therapeutic termi- ' 


nation of pregnancy. Of 44 women interviewed 
six months after operation, the outcome was 
favourable for 30 patients (68 per cent) and 
unfavourable for 14 patients (32 per cent). The 
psychiatric status of 39 patients (89 per cent) was 
improved or unchanged and only seven (16 per 
cent) regretted the termination. It is argued 
that in the majority of cases with an adverse 
outcome this was related to the patient’s 
environment since operation rather than the 
termination. Factors which put patients at risk 
for an unfavourable outcome include multi- 
parity, desertion by partner, being foreign-born, 


falling within the age group 21—30, a past - 


history of psychiatric illness, the existence of 
psychiatric illness at the time of termination, and 
moderate or strong ambivalence to termination. 
In determining the outcome of termination, 
emphasis is placed on the importance of the 
attitudes of those associated with the patient. 
An arbitrary scale is devised for predicting the 
‘at-risk patient’, and ways of avoiding or 
reducing adverse sequelae are discussed. 
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А Study of Intellectual Impairment and Recovery Rates ini | 


Heavy Drinkers in Ireland 


By JANE CLARKE and HELEN HAUGHTON 


INTRODUCTION 

Work in England (Kaldegg, 1956) and 
America (Wechsler, 1958; and Jones and 
Parsons, 1972) has suggested that heavy drink- 
ing, while in the later stages leading to all- 
round intellectual deterioration, in the early 
stages frequently causes. deficits in visual/spatial 
and visual/motor co-ordination and visual 
memory. Kleinknecht and Goldstein (1972) 
suggest two general areas of deficit, inability in 
abstract reasoning and problem solving, and 
inability in tasks involving speed and perceptual/ 
motor co-ordination. These functions are known 
to deteriorate with age and so deficits due to 
alcohol look like premature senescence of 
intellectual and psychological processes. 

Although workers such as Brewer and Perrett 
(1971), using air encephalography, have shown 
evidence of brain damage, in up to 70 per cent 
of alcoholics under 60 years of age, there has 
been little research into how long associated 
intellectual deficits last after the person has 
stopped drinking. This has important implica- 
tions for fitness for driving, for example, which 
is so dependent on visual/spatial and motor 
skills. Clare and Cooney (1973) have already 
shown that alcoholics in Ireland have a very 
high accident rate. Smart and Schmidt (1969) 
have also demonstrated this in America and 
argue that insufficient attention has been 
devoted to the responsible factors. Waller 
(1968) has shown that in only 60 per cent of 
accidents in which alcoholics are involved have 
they been known to be drinking. Therefore, 
questions about how long the sensori-motor 
impairment lasts after someone has stopped 
drinking are important. 

Few psychological tests have been standard- 
ized in Ireland, and therefore it is necessary to 
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sce whether findings in other countries can be 

replicated in Ireland. 

The aims of this study, therefore, were: 

i. To assess whether heavy drinkers in Ireland 
show significant impairments in visual/ 
spatial and visual/motor reasoning and 
visual reproduction. 

. To determine whether these impairments 
are semi-permanent or whether they re- 
cover when a person stops drinking. | 

. To establish whether some of the tradi- 
tional psychological tests can reliably be 
used to assess intellectual impairment in an 
Irish population. 


METHOD AND PROCEDURE 

For the purpose of this study it was decided 
to select four subtests of the Wechsler Adult 
Intelligence Scale, two verbal tests and two 
performance tests. These were Similarities, 
Vocabulary, Block Design and Object Assembly. 
The latter two were chosen because these two 
performance tests: wére those which previous 
research and a pilot study in the same hospital 
had suggested were those with which the 
alcoholics had the greatest difficulty. Also 
they are tests which, according to Wechsler 
(1958) assess visual/spatial and visual/motor 
reasoning. He also concluded that a low score 
on Object Assembly, especially when accom- 
panied by a good score on Picture Arrangement 
and Block Design, is almost pathognomic of the 
chronic alcoholic. He maintains that the test - 
findings, particularly those in the younger group, 
are of interest because they give evidence of 
organic pathology often long before the appear- 
ance of neurological symptoms. 

The Vocabulary test was selected because, 
according to Rabin (1965) ‘with some notable , 
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" exceptions, the evidence points to vocabulary as 
ха function relatively unaffected by mental 
disorder; it may therefore serve as an index of 
“potential? or premorbid intelligence’. Thus 
the Vocabulary test was used as a baseline 
assessment of intellectual level for matching with 
a ошто! group and also to test the hypothesis 
that impairment is selective and does not 
affect all intellectual skills. The Similarities 
subtest was selected because it is a test of 
abstract reasoning which according to Klein- 
knect and Goldstein (1972) is also affected by 
heavy drinking. In addition, the Visual Repro- 
duction subtest of the Wechsler Memory Scale 
was administered and the raw score on this 
used as a basis for later calculations. 

A further reason for selecting the tests 
described above was that, on face validity at 
least, they are the most culture-free. Many of the 
subtests of the Wechsler Adult Intelligence Scale 
and the Wechsler Memory Scale are designed 
for American or English populations and the 
questions would not be relevant or appropriate 
for Irish populations. 

At the hospital where the research was 
carried out, alcoholic patients are normally 
given a chlorpromazine narcosis for the first 
five to seven days after admission. They were 
first assessed one week later. The second assess- 
ment took place a month after the first, when 
most patients had returned home. Third assess- 
ment took place a month after the second, so 
the final sample were assessed three times over 
a period of approximately ten weeks, during 
which, as far as could be ascertained, they had 
not been drinking. A control group was matched 
with those patients who returned for all three 
assessments. 
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Samples 

Patients entering hospital with a primary 
excessive drinking diagnosis were included in 
the study, which covered a period of one year 
from January 1972. Patients were diagnosed 
in accordance with the I.C.D. classification - 
number: 303. 

One hundred and thirty patients were 
assessed initially. From Table I it can be seen 
that g2 returned for the second assessment and 
55 for the third. 

The 55 patients who were seen three times 
were matched to a control sample obtained by 
asking for volunteers from the general popula- 
tion, specifically from teetotal groups, members 
of the hospital staff and their friends. They were 
matched with the patient group on the basis of 
age, sex, and scaled score on the Vocabulary 
subtest of the Wechsler Adult Intelligence Scale. 
The 55 controls were only tested twice, not three 
times, because there was no significant improve- 
ment in scoring between first and second 
testing and so it was thought unlikely that there 
would be any significant change in a further 
assessment. 

Although the sample and controls were not 
matched for educational level, an analysis of 
the figures shows that there is a reasonably 
close similarity between the samples in respect 
of the amount of education received. This can 
sometimes be a significant variable in differences 
in test results. Table II shows this analysis. 

On average the sample had received more 
formal education than the controls. 


HYPOTHESES 


1. Heavy drinkers will perform less well on 
the Object Assembly, Block Design, Visual 


TABLE I 
Comparison of heavy drinkers and controls 











Average Numbers of No. seen 
age Average Мо. seen No. seen three 
(yrs.) Men Women vocab. once twice times 
Drinkers X 73 46 50 5 12°7 130 g2 55 
Controls a on 45 50 5 19:6 55 55 — 





T test on vocabulary scores: t = 1 “5 N.S. 
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Tase П 
Number of sample and controls receiving first, second or 
third level education 
First Second Third 
level only level level 
Sample 9 31 I5 . 
Controls .. 19 24 I2 


Reproduction and Similarities subtests com- 
pared with matched controls, while there will 
be no significant difference on the Vocabulary 
test. 


2. Heavy drinkers, while showing some 
improvement in these skills if they stop drinking, 
will still not have reached the same level as 
controls after a six-week or a ten-week period, 
ie. cessation of drinking does not necessarily 
lead to a restoration of these skills which may 
show more lasting impairment. 


3. Heavy drinkers improve as much as they - 


are going to in the first six weeks after ad- 


mission, i.e. there will be no significant difference 


in their scores when comparing the second and 
third testings. 

4. The control group will show no significant 
change on retesting, і.е. the tests used are not 
susceptible to learning and practice effects in 
Irish populations. 

5. That it will be possible to establish a 
hierarchy of damage such that it can be said 
that some functions are affected sooner by 
heavy drinking and recover sooner than others. 

6. That members of the patient group who do 


not return for re-testing are significantly more 
damaged at the outset than those who do return: 


RESULTS 
Hypothesis т f 

This hypothesis suggested intellectual impair- 
ment in the heavy drinkers. Table III below 
summarizes the results. 

From Table III it can be seen that hypo 
thesis 1 has been upheld in that the heavy 
drinking sample scored significantly less well 
than the controls on all measures except Vocab-: 
ulary. The fact that the sample also performed 
significantly less well on Similarities confirms 
the findings of Luria (1965) that symbolic 
processes are disturbed when spatial perception 
has been damaged. 


Hypothesis 2 

This hypothesis suggested that the heavy 
drinkers would still not reach the same level of 
functioning as the controls, even on second and 
third testing. Table IV below summarizes the 
results. 

From Table IV it can be seen that hypo- 
thesis 2 has been upheld in that even on the 
third testing, ic. a minimum of ten wecks 
without alcohol, the heavy drinkers are still 
significantly below the controls on the four 
measures. 


Hypothesis 3 

This hypothesis suggested that most improve- 
ments would take place between the first and 
second testing but not between second and third 
testing. Table V summarizes the results. 

From Table V it can be seen that hypo- 
thesis 3 would seem to be upheld in that the 
only significant improvements take place be- 
tween the first and second testing and not 


Taste III 
Mean scores of sample and controls on first testing 


Similarities Vocabulary 


Sample vi M Sa 9:9 
Controls .. vx vs 25 11:2 
T value .. zu ра d 2:5 
Significant level 5% 


Block Object Visual 

' design assembly reproduction 
12:7 T 6-3 5:9 
13:6 ІІІ 9:9 10:9 
2:0 71:8 6-2 76 
N.S. 0:1% o1% 0'1% 


(N.B. The WAIS subtest scores are all scaled scores with a range of o-19. The Visual Reproduction score is 


а raw score with a range of 0-14.) 
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'TABLE IV 
Mean scores of sample and controls on second and third testings 
Block Object Visual 
Similarities Vocabulary design assembly reproduction 
Sample (and testing) 10-1 19:7 8-4 8-3 6 
Controls (2nd testing) 12:2 1474 II 7 11-2 1.7 
Т value .. Я 3:7 1:9 7:0 5:2 7 
Significant level 0:196 N.S 0' 196 0: 196 01% 
Sample (grd testing) 10°9 13:9 9-1 9'1 8-9 
Controls (2nd testing) 12:2 144 1177 11:2 11.7 
Т value .. ys 2:6 1:5 5:4 3:5 5:0 
Significant level 596 N.S. 0:195 o: 195 0:1% 
'TAnrg V 
Mean scores of sample on all three testings 
Block Object Visual 
Similarities Vocabulary design assembly reproduction 
Ist testing. E » ДЕ 9*9 12.7 T3 6:3 > 5'9 
2nd testing = НЫ ne 10-1 19:7 8-4 8-3 7:6 
grd testing A 10:9 13:9 9-1 9-1 8-9 
T value (1st and and testing кя 0-2 1:7 2:3 3:5 2:3 
' Significant level zs N.S N.S. 595 0:196 5% 
Т value (2nd and зга ere) I'4 0:3 1'5 14 1*8 
Significant level .. N.S. N.S. N.S. N.S. N.S. 





between the second and third. However, as can 
be seen from the Table, the trend of the scores 
is still upward from the second to the third 
testing, though they do not reach significance. 
This does suggest that the most rapid improve- 
ment occurs early on and that then the slope of 
improvement flattens off. Only further research 
will tell whether the trend continues upward 
over a longer period of time. There is no 
significant improvement in Similarities through- 
out the testings. Perhaps this is a function which 
once damaged is least likely to recover. 


Hypothesis 4 

This hypothesis suggested that, unlike the 
sample, the controls would show no significant 
improvement when re-tested. Table VI sum- 
marizes the results. 

From Table VI it can be seen that hypo- 
thesis 4 has not altogether been upheld in that 
two of the subtests show significant improve- 
ment, i.e. Similarities and Object Assembly. 


This is markedly different from the patient 
group who showed no significant improvement 
in Similarities. The improvement in Similarities 
in the control group could be related to a 
memory factor, as they frequently remarked that 
they had been considering the items in Simi- 
larities between assessments. This type of 
comment was not given by the sample group 
suggesting less awareness and memory for 
verbal as well as visual material. The patient 
group may also have been less highly motivated. 
The improvement on Object Assembly can 
probably be explained in terms of the nature of - 
the test, as according to Wechsler (1958) it is 
known to be one of the most unreliable of the 
WAIS subtests and most susceptible to practice 
effects. 


Hypothests 5 

This suggested a hierarchy of damage. An 
attempt was made to see if there was a hierarchy 
of recovery by finding the differences between 
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controls and treated pairs. One would expect the 
difference to decrease over the three assessments. 

There was a tendency for Visual Reproduc- 
tion and Object Assembly to recover more 
rapidly than Block Design, but none of the 
` results reached statistical significance, so this 
hypothesis was not supported. 


Hypothesis 6 

This suggested that those patients who did 
not return for re-testing were significantly more 
damaged at the outset than those who did; 
from Table I it can be seen that a very large 
proportion of those tested once did not return 
for re-assessment. It was thought that these 
tests might be of use in identifying those most at 
risk and least likely to keep in touch with the 
hospital for after-care. Table VII below com- 
pares the mean score on first testing of those who 
did not return for follow-up with those who did. 

From Table VII it can be seen that the only 
measure which discriminates between returners 
and non-returners is Similarities. Thus, those 
with fairly significant damage do not necessarily 
fail to appear for follow-up. 


DrsaussioN 


It would seem that the sample of heavy 
drinkers are significantly poorer on tests of 


visual/spatial and visual/motor co-ordination, 
visual reproduction and abstract reasoning 
compared with a matched control group, 
even when they have not been drinking -for 
ten weeks. The deficits would still seem to.be 
quite severe after this period of time. For 


` example, the visual reproduction test is quije a 


simple one in that 35 per cent of the matched 
controls scored maximum marks on it even at 
first testing, yet the average for the alcoholics 
even by the third testing was only just over half 
the possible maximum, i.e. 8-9/14. The fact 
that so many heavy drinkers are still so impaired 
after ten weeks, even though the sample is 
relatively young (average age of sample is 46 
years and 20 per cent of sample is 35 years of 
age or under) raises serious implications for 
fitness to return to work, as many were in 
highly skilled occupations, such as engineering 
and architecture, which demand sophisticated 
visual/spatial reasoning. This raises the question 
of fitness to drive when visual/motor and visual/ 
spatial functions are so impaired. Further 
research would be needed with this type of 
patient in more closely simulated driving 
situations. i 
However, could these results be due to other 
factors, such as drugs and withdrawal, and not 
necessarily imply intellectual deficit? Even if 























; 'ТАвгЕ VI 
Mean scores of controls on first and second testing 
Block Object Visual 
Similarities Vocabulary design assembly reproduction 
Ist testing .. 11:2 13:6 Tied 9:9 10'9 
and testing T s zt 12:2. 1474 II*7 11:2 11:7 
T value .. xe m s 2°05 1-94 0:92 2:31 1:4 
Significant level .. " e 576 N.S. N.S. 5% N.S. 
Taste VII 
Mean scores of those who did not return and those who returned twice 
б * Block Object Visual 
Similarities Vocabulary design assembly reproduction 
Non-returners—38 a gx 8:5 12.0 7:0 5'5 5:8 
Returned twice—55 ie su 9:9 12:7 7'3 6-3 5'9 
T value .. Ве i ks 1°99 1:19 0:63 1°33 0:14 
Significant level 5% NS. N.S. N.S. N.S. 
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there was significant impairment twenty-four 
hours after discontinuing drugs, certainly by the 
third testing, ten weeks later, the drugs should 
not be affecting the result. Similarly, it has 
generally been assumed that the effects of 
withdrawal should be over within two or three 
weeks and again should not be affecting the 
results by the third testing even if they affected 
the first testing. 

Another possibility is that the difficulties the 
heavy drinkers have on the tests may be due to 
depression rather than to intellectual deficit. 
The performance tests are timed tests and are 
known to be affected by depression as shown by 
Wechsler (1958) and Rappoport (1945). One 
theory is that heavy drinkers are in fact de- 
pressed, an idea that has been put forward by 
Pitts and Winokur (1966) among others. If this 
is the case, one would expect heavy drinkers to 
perform badly on performance items, because 
these are timed tests. To investigate this further 
two depression scales were included in the over- 
all test battery (Clarke and Haughton (1974b)). 
Work by Sinanan, Keatinge, Beckettand Clayton- 
Love (1974) suggests that it may take as long as 
six weeks before depressed non-alcoholic patients 
rate themselves as no longer depressed on these 
scales. Thus, it is possible that depression is a 
factor in the results for the first two testings but is 
unlikely to affect the third testing. 

The heavy drinkers, therefore, exhibit the two 
general areas of deficit described by Kleinknect 
and Goldstein (1972) both in the field of 
perceptual/motor coordination and in abstract 
reasoning. The poor performance on Similarities 
suggests that the ability to think on anything 
but the concrete level is impaired for a long time 
after the person has stopped drinking and this 
may be the slowest function to recover. 


CONCLUSIONS 

The most important finding of this research 
would seem to be both the severity and length 
of time which impairment lasts after heavy 
drinking. Although it is now generally accepted 
that people are intellectually impaired when 
they actually have alcohol in their blood-stream, 
the importance of these results would seem to be 
in showing that the heavy drinker is impaired 
for a considerable time after he has stopped 
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drinking. This might be one explanation of the 
findings of Smart and Waller (1969) that the 
road accident rate of alcoholics even when 
sober is much higher than that of other groups 
of drivers. 

The present results suggest that these tests 
can be usefully employed to assess impairment 
in Irish populations when carefully matched 
control groups are used. Further research is now 
needed firstly to determine how much longer 
these deficits last in non-drinking alcoholics, 
and whether they recover totally if they stop 
drinking for sufficient time. Secondly, in view of 
the importance for driving, more work needs 
to be done with tests which simulate driving 
behaviour more closely. 
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Independent Transmission of IQ and Schizophrenia 


By MARSHALL B. JONES and DAVID R. OFFORD 


У 


IQ appears to play a major role in the 
development and course of schizophrenia. 
Patients with low IQ tend to have an earlier 
onset (Pollack, 1960; Belmont, Birch, Klein 


and Pollack, 1964; Offord and Cross, 1971), to ' 
' resulting average coefficient was :43 for the 


stay in hospital longer (Offord and Cross, 1971) 
and improve less while there (Pollack, 1960), 
to remit less often (Stotsky, 1952) and to make 
a poorer post-hospital adjustment (Pollack, 
Levenstein and Klein, 1968) than patients with 
normal or high IQ. In addition, schizophrenics, 
particularly the men, tend to have lower child- 
hood IQs than their siblings (Lane and Albee, 
1965; Offord, 1974). 

It becomes important; therefore, to under- 
stand the relationship between IQ, and schizo- 
phrenia. Two major possibilities exist. First, the 
schizophrenic process could lower IQ, either 
prodromally or concomitantly with the overt 


expression of the disease or both. Moreover, the. 


effect could be quantitative. As the illness 
develops IQ might be most impaired in those 
who were most affected, thus explaining the 
relationship between IQ and course. А -second 
possibility is that IQ and the predisposition to 


schizophrenia are independently inherited traits ' 


which interact ‘unfavourably in the same 
individual. Among persons at risk for schizo- 
phrenia those with low ІО may be more likely 
to develop the illness than those with normal 
or high IQ; and among those who become 
schizophrenic, those with low IQ may be more 
severely affected than those with normal or 
high IQ. 

For the most part evidence to date favours the 
second. possibility (Jones, 1973). However, Lane 
and Albee (1965) noted that although the 
childhood IQs of schizophrenics-to-be were 
significantly lower than those of their siblings, 
the probands’ IQs showed no consistent rela- 
tionship with the IQs of their brothers and 
sisters. The proband-sibling correlation coeffi- 
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cients were :05 for the second grade test, +17 
for the sixth grade test and -o7 for the eighth 
grade test. On the other hand, when the 105 
of the two non-schizophrenic siblings of the 
probands were correlated with each other, the 


three grade levels. These data favour the first 
possibility, that is, that the schizophrenic 
process lowers IQ, prodromally and, since it 
does so irregularly, weakens the correlation 


. between the IQs of the schizophrenic-to-be and 


his siblings. 


This paper presents school-record data in a 
sample of adult schizophrenics and their 
siblings. In a previous paper (Offord, 1974) the 
IQs of these same probands and siblings were 
compared directly. The male probands had 
significantly lower childhood IQs than their 
siblings. In this study the focus shifts to the . 
correlations between the IQs of probands and 


‘siblings and to a different though related 


question: Is IQ transmitted the same way in - 
families that have a schizophrenic member as it 
is in families that do not? SY 


METHOD 

The patient pool was formed by all white 
patients born after 1920 and admitted to a state 
hospital in Pennsylvania before 31 December 
1970 with a diagnosis of schizophrenia. Schizo- ` 
phrenics with a secondary diagnosis of mild or 
moderate retardation were included, but schizo- 
phrenics with other secondary diagnoses such as 
alcoholism, epilepsy, chronic brain syndrome 
and all other mixed diagnoses were excluded. 
To be included as a proband the patient had 
to (1) have been diagnosed as schizophrenic in 
adulthood before the age of 45, with nothing in 
his record to suggest that he could have been 
diagnosed as psychotic in childhood, (2) have 
attended school in the urban school system near 
the state hospital, and (3) have had sufficiently 
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complete school records to contain at least one 
determination of IQ during his school career. 

One hundred and sixteen patients, 51 men 
and 65 women, met the criteria for inclusion in 
the study. The 116 patients had 329 siblings. 
': We located the school records for 248 siblings 
and found from hospital records that an 
additional 18 had died before school age. Thus 
248 of 311 siblings (80 per cent) attended the 
: same school system as the proband, and 63 (20 
per cent), went to school elsewhere. Of the 248 
siblings for whom we found school records, 208 
(84 per cent) had at least one IQ score. 

To ensure maximal comparability, almost all 
IQs were converted to standard scores (mean — 
100, S.D. — 15). However, the correlation 
between raw and standard IQ scores was :99. 
Also, we had a test score but not the name of the 
test for 3 patients and ar siblings, and these 
IQ, scores could not be standardized; it was 
therefore decided to use raw IQ scores rather 
than lose these persons from the study. The 
` childhood IQ, score for each proband and 
sibling was the average raw IQ score contained 
in the subject's school record. 


RESULTS 
Of the 116 probands in the entire vus 85 
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had at least one sibling with a childhood IQ. 
Table I presents the distribution of sibship sizes 
broken down by sex of the proband. The average 
biological sibship for the 35 male probands was 
4:6 and for the 50 female probands 4:5. The 
IQ sibship, that is all sibs including: the proband 
with a known childhood IQ, was roughly one 


child smaller, 3:5 and 3:4 for the male and 


female probands respectively. 

Table II contains the main айы: the 
proband-sibling and sibling-sibling correla-. 
tions. The first row contains the correlations 
between the proband and the oldest sibling 
with a known childhood IO, while in the second 
row the sibling IQs were averaged. Both rows 
are based on 35 pairs for the male probands, 
50 for the female, and 85 for the two sexes 
combined. АП six correlations cluster closely in 
the mid -40's. 

Some of the subjects, both probands and 
siblings, were known from the school record or 
family interview to have been in special classes, 
while others were known not to have been. 
In roughly a third of the cases it was impossible 
to determine whether or not the subject had 
ever received special education. The middle 
two rows of Table II show what happens to 
the proband-sibling correlations when all 


Тлвів I 
Distribution of sibship size, counting both all sibs and only those sibs with childhood IQs. The proband is included 























Male probands Female probands All probands 

Sibship size Only sibs Only sibs Only sibs 
All sibs with IQs All sibs with IQs All sibs with IQs 

2 7 12 I 21 ао 38 

3 9 II I I3 25 24 

4 4 ^5 4 4 8 9 

5 7 2 4 4 I1 6 

6 2 3 3 4 5 7 

7 I I о 2 І 3 

8 ` 2 I 2 о 4 I 

9 І о 2 2 3 2 

10 о о 2 о 2 ‚О 

II о о о о о о 

12 І о 2 o 3 o 

19 I о І о І о 

Unknown о о І о І о 

Total 35 35 50 50 85 85 

Average 4°6 94 4'5 3:5 4°5 3°4 
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: Taere П 
Proband-sibling and sibling-sibling correlations 











Special Male Female All 
Correlation education probands probands probands 

Proband-oldest sib . Included *46 42 "43 
"Proband-average sib Included "45 45 "44 
Proband-oldest sib .. Excluded "15 “42 "30 
Proband-average sib Excluded "22 48 "33 
Sibling-sibling à Included -28 -38 33 
Excluded. —'02 '35 22 


Sibling-sibling 





subjects ever assigned to special classes (that is, 
known to have been) are excluded. Among the 
female probands only four of the 50 pairs were 
lost, and the effect on the proband-sibling 
correlations was negligible. Ten of the male 
probands, however, had been in special classes; 
and in another case it was not clear whether or 
not the proband had ever been in special classes, 
but his only sib with a known childhood IQ had 
spent six years in special education. Altogether, 
therefore, 11 of the 35 pairs for the male pro- 
bands were lost. The effect was greatly to 
restrict the range, all but truncating it at 
around IQ 85, with a resulting fall in correlation. 

The bottom two rows contain intraclass 
correlations among the siblings, first including 
all sibs, the fifth row, and then excluding sibs 
who had been in special classes, the sixth row. 
In both cases a sibship, to be included in the 
analysis, had to contain at least two sibs other 
than the proband with known childhood. IQs. 
The correlation in row 5 for the male probands 
is based ор 23 sibships and 73 sibs, in row 6 on 
20 sibships and 58 sibs. The corresponding 
figures for the female probands are 29 sibships 
in row 5 with 102 sibs, and 28 sibships in row 6 


with 94 sibs. For the female probands the corre- 


lation among siblings is on the same order as the 
correlation between them and the probands, 
perhaps a trifle smaller; but for the male pro- 
bands there is a definite reduction, even when 
siblings who had been in special classes are 
included. 

Table III presents the explanation. For the 
male probands, siblings in the 12 sibships of 
size 2 are more than twice as variable as the 73 
sibs in the sibships of size 3 or greater. Hence, 
the loss of correlation is due to the same cause 
here as in the case of special education, namely, 
restriction of range. The restriction is a local 
phenomenon, due probably either to sampling 
or to some oddity of ascertainment. No com- 
parable restriction can be found in other studies, 
or even, among the siblings of the female 
probands, in this one. 


Discussion 
If IQ, were determined by heredity as a 
strictly additive polygenic trait, the correlation 
between the proband and any particular sibling 
would be :5. The correlation between the 
proband and the average sibling, ту, would 














TAnrz III 
Sibling means and variances as a function of sibship size 
Sibship = 9 Sibship >3 
Probands 

N x gà N x o2 
Male .. 12 99'7 420:4 73 94-1 229-9 
Female 2I 100°0 I47'1 102 95-8 212-0 
АШ .. 33 99'9 236:5 175 95-1 220°2 
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depend on sibship size. If n is sibship size 
including the proband, then r,, would equal 


= [n—1 

Vin) n 

' In other words, rẹ would increase with the 
number of siblings on which the average was 
based, becoming asymptotic to 4//3 as sibship 
size became very great. Empirically, the sibling 
correlation varies considerably from one study 
to another; but it centres round -5. It does not 
follow that therefore IQ is either strictly additive 
or wholly inherited. What does follow is that the 
correlation between the IQs of two siblings is 
essentially the same whether one of them is 
schizophrenic or both normal. Our values 
centre in the mid -40’s, a thoroughly repre- 
sentative result for studies done long after the 
fact of testing. - 

The intraclass correlations among siblings 
confirm this conclusion. Sibling correlations in 
the -20’s or :30's are not without precedent. 
Hence, a low proband-sibling correlation 
would not necessarily mean that IQ is lowered 
prodromally by schizophrenia, at least not if 
the sibling-sibling correlation were also low. 
If IQ and schizophrenia are transmitted inde- 
pendentlv, tbe correlation among unaffected 
sibs should be the same as the proband-sibling 
correlation. By the same token, if schizophrenia 
lowers IO prodromally, the proband-sibling 
correlation sbould be less than the one among 
siblings, because the probands’ IQ would then 
contain an additional source of variation un- 
related to the sibling IQs, namely, variations 
having to do with the clinical course and severity 
of the proband's ilIness. It is important, therefore, 
that in our data the proband-sibling correlation 
is certainly not reduced in relation to the cor- 
relation among siblings. In fact, for the male 
probands the difference goes the other way, 
apparently because of a circumstantial restric- 
tion in range. All told, therefore, the evidence 
strongly supports independent transmission. 

Lane and Albee (1965) reported a proband- 
sibling correlation on the order of -xo, with а 
sibling-sibling correlation of -43, and drew the 
correct conclusion that, given their results, the 
tendency of schizophrenics to have lower IQ, 
than their siblings was probably a prodromal 
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effect. The results of this study point in precisely 
the opposite direction; but they also provide a 
basis for understanding what may have hap- 
pened in the Lane and Albee study. In most of 
their studies Lane and Albee excluded subjects 
who had been in special classes as children 
(Albee, Lane and Reuter, 1964; Lane апа 
Albee, 1964; 1965; 1968). In the study on 
sibling correlations (Lane and Albee, 1965) they 
do not say how many subjects were excluded on 
this basis, but in another of their studies (Lane 
and Albee, 1963) the figure runs as high as 40 
per cent. In addition, Lane and Albee (1965) 
had three Шшез аз many male as female pro- 
bands, a split that would favour large numbers 
of special-class subjects. Our data, however, 
indicate clearly that truncating the range by 
eliminating special-class subjects can reduce 
the proband-sibling correlation dramatically. 
Less than a third of our male probands had 
been in special education. Yet the effect of 
excluding these subjects was to drop the 
proband-sibling correlation from the mid ·40°5 
to values centring around ·20. 

The racial camposition of the Lane and 
Albee sample is also relevant. Forty per cent 
of their probands were black. IQ, however, 
does not appear to be as heritable among 
blacks as among whites; or, to put the matter 
more directly, the sibling correlation among 
normal blacks is lower than it is among whites 
(Scarr-Salapatek, 1971). Hence, we would 
expect the proband-sibling correlation to be 
somewhat lower in the Lane and Albee study 
than the *4 to *5 values generally reported for 
whites. 

Lane and Albee do not say how many subjects 
were involved in their sibling-sibling correlation 
of -43; but several considerations suggest that it 
may have been small. In one of their other 
studies (Schaffner, Lane and. Albee, 1967) the 
nurnber of unaffected siblings averages two per 
proband. Since the probands in the sibling study 
(Lane and Albee, 1965) never numbered more 
than 60 at any one testing, and some probands 
must have had only one sibling, it is entirely 
possible that the correlation of -43 rests on 
relatively few sibships. 

Genetic theorizing about schizophrenia has 
sometimes tended to focus on the gene or genes 
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that put a person at risk for the disease and to, 
regard all influences that serve to realize this 
risk as environmental. This separation of roles 
now seems too simple, for some of the influences 
serving to realize the disease are themselves at 
least partly genetic. IQ and schizophrenia are 
far and away the two most widely studied 
variations in human behaviour genetics; and 
it seems that they interact, that is, are epistatic 
with respect to the schizophrenic process. ІО, 
as a phenotype is not affected by the gene or 
genes for schizophrenia. Except perhaps in 
acute phases, IQ does not deteriorate with 
schizophrenia, even after years of illness and 
residence in hospital (Albee et aL, 1963; 
Batman, Albee and Lane, 1966). However, 
schizophrenia as a phenotype does appear to be 
affected by the genes for IQ. Inevitably, some 
schizophrenics have low IQ, and when they do 
the schizophrenic process develops more quickly 
and follows a more deteriorating course than it 
otherwise would. Е 

An important consequence of this logic con- 
cerns the identification of persons with high 
genetic loadings for schizophrenia. If low IQ, 
promotes schizophrenia while high IQ checks it, 
or at least checks its more malignant features, 
then people with high IQ who break down early 
with a bad prognosis must have a particularly 
strong propensity for the disease. If we want to 
get at the disorder in as concentrated a form as 
possible, we should be studying these patients 
rather than others in whom the disease is more 
fortuitous. It happens that psychogenically 
oriented theorists, for example, Lidz, Fleck and 
Cornelison (1965), often work with this kind of 
patient: Articulate young people who are 
unmistakably schizophrenic offer many advant- 
ages in family and dynamic studies. Biologically 
oriented workers are more likely to take their 
patients from a state hospital without regard 
to the patients’ IQs, how articulate they are, 
when they broke down, or even their clinical 
course. Yet for this kind of study particularly it 
is critical that the study sample should consist 
of people who became schizophrenic for pri- 
marily genetic reasons. Therefore, in biological 
as well as dynamic studies it makes sense to 
work with articulate, early breaking, and severe 
cases. 
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SUMMARY 

Low IQ is a poor prognostic sign in schizo- 
phrenia, and pre-schizophrenics tend to have 
lower childhood IQs than their siblings; but the 
explanation for these relations is uncertain. 
The reduced IQ, may be a prodromal or con- 
current effect of the schizophrenia; or the 
schizophrenia may be partially due to the low 
IO. A decision hinges largely on the correlations 
for IQ between schizophrenics and their 
siblings. If the childhood IQs of schizophrenics 
are lowered relative to their sibs as a prodromal 
effect, then the proband-sibling correlation 
should be substantially reduced and certainly 
lower than the within-sibling correlation. On 
the other hand, if IQ and schizophrenia are 
independently transmitted, the proband-sibling 
correlation should be essentially the same as in 
families with no schizophrenics. In this study 
the childhood IQs of 85 schizophrenics and their 
208 siblings were collected from the subjects’ 
school records. The correlation between the 
probands and their oldest sib was -43, between 
the probands and their average sib +44, while 
the intraclass correlation among the sibs was 
-33. These results concord well with those 
generally reported for sibling-sibling correla- 
tions. The evidence, therefore, supports inde- 
pendent transmission and the view that low 
IO functions as an unfavourable, largely genetic 
modifier in schizophrenia. 
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Family Psychiatric Morbidity, Parental Deprivation and 


Socio-Economic Status in Cases of Mania 


Manic-depressive psychosis is considered to 
comprise two different clinical entities, bipolar 
and monopolar. This dichotomy is based mainly 
on Western clinical material. The present study 
aimed at eliciting any differences that might exist 
between monopolar and bipolar manic patients 
in respect of three factors: (i) occurrence of 
psychiatric illness in first degree relatives; 
(ii) parental death before the patient’s 15th 
birthday; and (iii) socio-economic status of 
the patient. Venkoba Rao (1973) studied the 
differences between monopolar and bipolar 
endogenous depressives on three factors: occur- 
rence of affective disorder (including suicide) 
in first degree relatives; parental loss before 
the patient’s 12th birthday, and the extent of 
‘jointness’ of the patient's family. 

The clinical material consisted of 76 (65 men 
and її women) cases of mania (age of onset of 
illness ranging from 16 to 57), who were 
admitted to Ranchi Manasik Arogyashala and 
the Hospital for Mental Diseases, both at 

` Ranchi, India, between November 1966 and 
March 1967. The diagnosis was made on the 
basis of the clinical findings (corresponding with 
I.C.D. 301.0 and 296.1, W.H.O. 1957 and 1965, 
respectively). In addition to personal interviews 
with the patients, 
obtained from the parents or other close rela- 
tives dealing with: psychiatric morbidity in 
first degree relatives (no diagnostic categoriza- 
tion could be done); parental death before the 
patients 15th birthday; and socio-economic 
status class of the patient. Social class was 
determined by using two different scales 
standardized in India, the one used for an 
urban population devised by B. Kuppuswamy 
(1962), the other one by Udai Pareek and 
G. Trivedi (1964) for a rural population. The 
76 manics were classified into three groups (as 
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a detailed account was . 


By.H. D. CHOPRA 


was done for depressives by Venkoba Rao, 
1973): (a) 9 cases belonged to manic-depressive 
(MD ) manics with previous episodes of de- 
pression with or without mania; (b) 52 cases 
were recurrent manics (RM) with previous 
attacks of mania only; and (c) 15 cases were 
first attack manics (FM) without any previous 
attack of mania or depression. А summary of 
the data in the three categories is shown in 
Table I. 


Patients, N : 9 52 15 
Psychiatric morbidity: Š 
Parents : I 12 I 
Sibs I 7 — 
Parental deprivation 4 13 5 
Social class: 
Upper classes T 3 8 4 
Middle class .. ds 6 23 ‚5 
Lower classes — 21 6 


Statistical analysis of the comparison between 
‘MD’, ‘RM’ and ‘FM’ reveals the following 
information: 
(1) Psychiatric morbidity in the parents and siblings $ 
The differences between the three groups are 
' slight, both for parents and for sibs (parents: 
x? = 2:44, df. = 2, Р = N.S.; sibs: 
x? 2:92, d.f. = 2, Р = N.S.). Whatever 
differences are seen can be explained by 
chance alone. The groups, in other words, 
are homogenous with. regard to this factor. 
(2) Parental deprivation in childhood: The three 
groups do not differ significantly, though the 
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parental deprivation is slightly higher in the 
‘MD’ group ( x? = 1-63, d.f. = 2, P = N.S.). 
This difference-also can occur by chance. 

(3) Socio-economic status. class of the patient: 
Statistically the difference between ‘MD’, 
‘RM’ and ‘ЕМ? on this factor is insignificant 
(x? = 6-70, df. = 4, P = N.S). 


CONGLUSION 
The present study, based on hospital cases 
from India, reveals no significant differences 
between bipolar (manic depressive) and uni- 
polar (recurrent) manics when compared with 
‘first-attack manics’ with regard to factors like 
psychiatric morbidity in the parents and sibs, 


parental loss during childhood and social class - 
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of the patient. Venkoba Rao (1973) also found 
no differences between bipolar and monopolar 
endogenous depressives. 


ACKNOWLEDGEMENTS . 

І am grateful to Dr. К. Bhaskaran and Dr. L. P. Varma, 
for their kind guidance in the present work which is a 
part of the authors M.D. thesis, submitted to „Bihar 
University, India in 1967. Thanks are also due to Mr. S. К. 
Verma, for analysing the data statistically. 


REFERENCES , 
Kupruswauy, B. (1962) Manual of the Socioeconomic Status 
Scale (urban). Delhi, India: Manasayan. 
Pargex, О. & Triveni, С. (1964) Manual of the Socto- 
economic Status Scale (rural). Delhi, India: Manasayan. 
VENKOBA Rao, А. (1973) Affective illness in first-degree 
relatives, parental loss and family jointness in 
depressive disarders. Brit. J. Psychiat., 122, 601-2. 


А synopsis of this paper was published in the September 1974 Journal. 


Н. D. Chopra, M.D., M.R.O.Psych., M.A.N.Z.C.P., Consultant Psychiatrist, Lakeside Hospital, P.O. Box 63, 


Ballarat, Victoria, 3350, Austraha 


(Received 9 April 1974) 


Brit. J. Psychiat. (1975), 126, 193-5 


Group Greed and Group Кей ee Occupational Hazard 
for Psychiatric Personnel? 


By В.В. ZEITLYN 


This preliminary communication draws atten- 
tion to a condition that may adversely affect 
psychiatric personnel, and to some of its deter- 
minants. Personnel working i in institutions where 
meetings are a major occupational activity 


appear especially at risk. The condition is a_ 


pathological response to groups or collections of 
colleagues met together in circles for professional 
purposes. Idealization of these groups and their 
activities leads to a craving to join them and 
to dependency once membership is achieved; 
less often rejection symptoms arise. 


Oras 
Circle-sickness; Меери, 


Definition 


A condition usually of compulsive attraction 


for circle activity. Repulsion from it may also 
be found. Mixed states are not uncommon. 


Aetiology 
Three types of problem combined are causa- 


tive: 


(a) Disequilibrium between various hospital 


and ward activities. 

(b) Group dysfunction. І 

(с) Problems of choice and decision for the 

individual member of staff. 

A pathogenic situation develops if instead of 
concordance there is irreconcilable yet in- 
admissible conflict between the demands of 
meetings and other hospital or ward activities. 
Polarization then results, and those caught 
between the forces attracting to one and repelling 
from the other are in for no easy passage. 
Circle-sickness may be the outcome. 

This type of conflict stems from dysharmony 
between meetings and those very functions, i.e. 
patient examination and treatment, admini- 


` 


strative and nursing procedures, etc., which they 
were designed to complement and facilitate. 

Meetings repel if fear of them exists, with 
doubt of their competence to handle sensitive 
issues. They can unduly attract and again 
cause imbalance if given over-enthusiastic 
espousal, especially if this leads to.a shift of 
emphasis and energy away from other functions 
and responsibilities, which then come to be 
accepted as merely back-up chores performed 
by second-class members of the team. 

Such a shift will occur again if activities with 
individual patients are too taxing because too 
much is expected of the staff member or he 


“expects too, much of himself. He may also be 


allowed or encouraged to undertake functions 
beyond his training and experience, and may 
then come to turn to the meeting as a haven, a 
fox-hole even,.against the threats outside. This 
development can be seen as an example of a 
flight from anxiety so that the meeting, whatever 
its professed aims, comes to be used as a defence. 

Envy of the group, its functions, and its 
members likewise produces imbalance and shift. 
The group may be seen as more status-worthy, 
its members as an élite, and their tasks as being 
of special significance. When the tasks are ill- 
defined and poorly understood the notion is 
encouraged of some exciting yet forbidden 
activity from which those outside are excluded, 
and are left feeling curious and jealous of 
what goes on inside. The fantasy, too, of the 
good things within enjoyed by others more 
favoured can stimulate à strong desire to possess 
them as well. Satisfaction of such greed reassures 
the aspirant that he is as entitled and as worthy 
as anyone else to receive the bounties available 

Meetings, therefore, may provide escape from 


other functions and skills which now disenchant 
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by comparison, and hold out promise of fresh 
pursuits, usually of a psychotherapeutic nature, 
which appear more attractive. Thus the meeting 
exerts a further ‘pull’, but if in addition the 
promises held out by it cannot be kept or met 
or are found to be non-existent then the condi- 
tions are ripe for circle-sickness. 

When motives of the type described go un- 
recognized and unrespected, and are in conflict 
with the explicit task of those present in the 
circle, the circle is then primed to receive and 
to intoxicate those who are vulnerable. Anything 
that confuses increases their vulnerability. The 
use of slogans, for example, leads not just to a 
credibility gap that can only be bridged by 
suspending judgement, but as a rallying call, 
introduces questions of allegiance and loyalty 
into a situation best off without them. If a 
choice has then to be made, it is a much 
more irrational and painful matter. Similarly, 
passion or prejudice for one or other approach, 
as well as love or hate for their proponents 
and the type of relationship they themselves 
may have will colour and confuse decisions and 
encourage polarization. 


Symptomctology 


Prodromal changes in attitude towards indi- 
vidual tasks and roles occur. Initially they may 
be defiantly defended, while at the same time 
all meeting activity may be denigrated in 
contrast. But as the task becomes further de- 
cathected and the search for the circle gains 
momentum, disinterest and detachment follow. 
Responsibilities are now undertaken perfunc- 
torily, and their discharge causes neither 
pleasure nor anxiety nor the sense of frustration 
and impotence that might previously have been 
the case. Libido has fallen under the sway of the 
circle. Hostility between the two camps, once 
they are identified as such, is another potent 
influence that may be resolved by an identifica- 
tion with a vociferous majority. When penetra- 
tion of the circle has been achieved, further 
changes follow. Tension is replaced by a sense of 
well-being; thinking becomes more distractible 
and less influenced by reality factors; role- 
blurring may give way to role-confusion, and 
in the process the need for role-appropriate 
skills may be forgotten. Symptoms akin to 


institutionalization can develop, with depend- 
ency behaviour leading to a fear of the ‘outside’ 
and of the functions to be performed there., 

Withdrawal symptoms include confusion, 
perplexity, and depression in non-circle situa- 
tions or if the circle is threatened by rupture or 
redundancy. . 

Signs that the group itself has become ‘toxic’ 
and no longer functions as usual are found 
when attempts at problem-solving cease and 
when all mention of the patient either in general 
or in particular stop. Other indications of this 
change are provided by increased tendencies to 
self-perpetuation and to exclusiveness which 
help to accentuate the differences between the 
circle and the rest. 


Prognosis 

The condition is relatively benign, usually 
running a subacute course with insidious 
resolution in 8 to 12 months. Not uncommonly 
those most committed start to detach themselves 
through promotion perhaps somewhat earlier 
while continuing to give support from afar. 


Treatment 

Prophylaxis is difficult, but a riot of meetings 
should be avoided, and they should be used 
sparingly. Attention to the balance between 
activities is needed. There should be more 
toughness in assigning priorities and more care 
in delegating responsibilities. Recognition of the 
conflicts experienced is necessary and oppor- 
tunities should be provided to resolve them in 
suitable sensitivity groups. Particular care must 
be given to the tyro with little verbal facility and 
perhaps a different mother-tongue. Slogans 
should be eschewed or used cautiously. 

There is no known treatment for the condi- 
tion once it is established. Quarantine would 
seem to serve no purpose, although too early 
disbandment should be discouraged to avoid 
the urge to proliferate into purer forms that 
characterize the more acute stages. 


SUMMARY 
A ‘condition’ is described to draw attention 
to certain of the complications and conflicts of 
interest that arise when attempting to provide 
the patient with the variety of attention he 


BY В. В. ZEITLYN f ` 105 


needs in the therapeutic milieu which suits him problems is as necessary as those of the patient 
best. The diagnosis and treatment of these himself. 


A synopsis of this paper was published in the September 1974 Journal. 


B. B. Zeitlyn, M.D., F.R.C.Psych., Consultant Psychiatrist, United Cambridge Hospitals, Addenbrooke’s Hospital, 
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Book Reviews 


MENTAL RETARDATION 

' Mental Retardation: Concepts of Education and 
Research. Edited by Jack Tizanp. London: 
Butterworths. 1974. Pp. viii4- 131. Index 2 pp. 
Price £3.00. 

This is an important book, made up of Symposia 12, 
13 and 14 organized'by the Institute for Research into 
Mental and Multiple Handicap. They deal respec- 
tively with the education of the pre-school mentally 
retarded child, the severely and the mildly mentally 
retarded. The contributions are by leading authorities 
in the field, and the editing by the indefatigable 
Jack Tizard guarantees a high standard of excellence. 
The symposia raise far more questions than they 
answer, but that was why they were held. They 
underline our lack of knowledge and indicate 
strategies for remedying this situation. 

The topical importance of the matter is in part due 
to the Education (Handicapped Children) Act 1970, 
which virtually abolished the concept of ‘ineduca- 
bility? and gave education authorities the same 
responsibilities for handicapped children as for 
normal children. As a result of this statutory change 
all the previous junior training centres have now 
been taken over by the education departments. 
Teachers, educational psychologists, and Нег 
Majesty’s Inspectors, Department of Education and 
Science, who have not previously been concerned 
with the more severely handicapped now have to ' 
make appropriate provision. Apart from the necessary 
expansion of facilities, there is an urgent need to 
consider the quality and purpose of instruction, the 
content of the curriculum and the efficiency of 
methods. In regard to mild handicap, which has for 
long been the concern of the educationist, Gulliford 
points out that this term covers 10 per cent of school 
pupils. This urgently raises once more the vexed 
question of comprehensive versus special education. 

В. Н. КікмаАМ. 


A Study of the Origins of Mental Retardation. 
Ву M. ItVANAINEN. Spastics International Medical 
Publications. 1974. London: William Heinemann 
Medical Books, Ltd. Pp. 173. Price £4.40. 

In this monograph Dr. livanainen reports the 
results of a detailed investigation of a series of 338 
mentally retarded subjects aged between one and 
.49 years. Most of them were severely retarded and 
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were patients in the Rinnekoti Institution in Finland, 
which the author explains caters for the majority of 
such patients drawn from a population of about 4$ 
million. 

АП the patients were carefully reviewed clinically 
and were submitted to neuroradiological and CSF 
investigations; in many cases, biochemical, sero- 
logical and chromosomal analyses, and electro- 
encephalography were carried out. 

Of the main ncuroradiological Hanen 
cerebral angiography was performed on до and 
pneumoencephalograpby on 334 patients, but these 
categories were not mutually exclusive, and all but 
4 who had angiography performed also had pneumo- 
encephalography, so that the indications for the 
choice of the investigation, though listed, are not abso- 
lutely clear. Seventy-one per cent of the angiograms 
and about до per cent of the encephalograms gave 
abnormal results. Angiography resulted in more 
specific and significant findings (including subdural 
haematoma, arterial aneurysm, cerebral neoplasm 
(2 cases) and occlusion af cerebral vessels) than 
encephalography, where most of the abnormalities 
found were variations on the theme of ventricular 
dilatation, with cerebral malformation in 16 per cent. 

Dr. Tivanainen provides a useful review of the 
classification of mental retardation and of the results 
of previous aetiological studies by neuroradiological 
and other methods, which he correctly says have often 
been limited in scope and detail. He considers the 
changes resulting in the aetiological classification as 
a result of his study. One striking change was a 
reduction in the proportion with 'unknown or 
presumed psychological cause, with the functional 
reaction alone manifest! from 12 to 1 per cent. It 
seems that during the course of the investigation 
epilepsy and cerebral palsy came to light in a number 
of patients who could therefore no longer be classi&ed 
in the ‘uncertain’ category. This will perhaps not 
come as a surprise to any clinician accustomed to 
investigating any type of problem in any age group. 
There is a relationship between clinical pay-off and 
the amount of care devoted to the history and exami- 
nation. What is less clear (to the reviewer at least) 
is whether the great investment in neuroradiological 
and other investigations produced sufficient signifi- 
cant information to justify such an approach. 

One must agree with the author that many patients 
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with mental retardation are inadequately investi- 
gated. All of us who are concerned with their diag- 
nosis have the unpleasant experience from time to 
time of realizing that we have missed the early skin 
lesions of tuberose sclerosis or that a case of phenyl- 
ketonuria has evaded our biochemical net. I am not 
convinced that the more extensive use ofneuroradiology 
would produce a significant gain. The financial 
problems of the N.H.S. at present are such that (even 
if the patients and the necessary radiological facilities 
could be brought together) it would be difficult to 
justify a similar approach in Britain. One would like 
to think also that the E.M.I. scan might in time come 
to provide a morbidity-free alternative to our present 
contrast studies. The scan is at present revolutionizing 
neuroradiology and may, if it can be suitably applied, 
throw further light on the causes of mental retarda- 
tion. 

Despite these comments, however, the data 
obtained from this study will undoubtedly form a 
useful addition to our knowledge of mental retarda- 
tion. Ў 
Е. M. Brerr. 


PSYCHOGERIATRICS 
Psychogeriatrics: An Introduction to the Psy- 
chiatry of Old Age. By Brics Prrr. Edinburgh 
and London: Churchill Livingstone. 1974. 
Pp. vii+ 174. Index 9 pp. Price £2.25. 

"Psychogeriatrics! means different things to different 
people; for most it conjures up terms normally 
associated with the Borough Engineer’s Department 
(disposal, rubbish, blockage and so on) in relation to 
the latest threat to the Health and Social Services, 
the elderly. Some have shown that careful ‘potting’ 
-will turn up some exotic clinical specimens, which 
may be classifiable or even treatable. But it was a 
small group of pioneers, of whom Dr. Pitt was one, 
who showed that a positive, comprehensive approach 
to the psychiatry of old age could lead to the develop- 
ment of a service in which there was obvious benefit 
to the consumer and a stimulating and satisfying 
career for the psychiatrist. The journals have carried 
enthusiastic accounts from such pioneers, but Dr. Pitt 
has at last given us a specialist textbook which 
incorporates this vital ingredient. 

His message comes over the more clearly for the 
most entertaining way in which it is written, punc- 
tuated throughout by a mixture of amusing, provo- 
cative and deliberately outrageous comments. This 
style and the book's relative brevity leave one with no 
hesitation in saying that it is essential reading for the 
psychiatric trainee, whose views might otherwise 
have been formed by exposure to something like the 
caricature provided in the section on ‘the bad psycho- 
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geriatric service'. The readership could usefully be 
wider, however, as there is much of value to the 
established psychiatrist (not ‘to mention food for 
thought for the Psychiatric Establishment) as well as 
to the geriatrician and interested general practitioner. 

Starting with a useful chapter on the problems 
and processes of ageing, the author proceeds to a 
clinical section which makes extensive and valuable 
use of case illustrations (there is necessarily some 
oversimplification here which would only in one or 
two minor instances upset the purist) and in which 
the approach to therapy is thorough and eclectic. 
The overall perspective, however, is provided by the 
excellent chapters on the organization of psycho- 
geriatric services, contrasting the effective and the 
ineffective and drawing lessons from this. In summary 
this is an excellent book filling a longstanding vacuum 
which deals most sympathetically and positively with 
one of psychiatry’s very large problems. 

Coun GODBER. 


TRANSLATIONS 
Catatonia. By К. І. KaHrBAUM. Translated by 
Y. Levy and T. Pripan, with an introduction by 
Gzorce Mora. Chichester: John Wiley, for 
The Johns Hopkins University Press. 1973. 
Pp. xviii+96. Index 5 pp. Price £4.70. 

This English translation of Kahlbaum's classic 
monograph appears just one hundred years after its 
original German publication. 

Dr. Mora, in an admirably succinct and well 
documented introduction, begins by sketching 
Kahlbaum’s life and work. The picture emerges of a 
versatile, enlightened man of liberal ideas in the 
widest sense, of a critical mind and imbued with a 
truly scientific approach of which there is abundant 
evidence in the text. In the mid-nineteenth century 
in Germany the speculative theories of metaphysicians 
and moralists had been finally discarded by the 
victory of the ‘organicist’ school, whose most promi- 
nent member was Griesinger; it is to him that the 
famous dictum ‘mental diseases are brain diseases’ 
has been attributed. Griesinger regarded the various 
forms of mental disorder as stages in a ‘unitary 
psychosis’. Kahlbaum’s seminal contribution to 
clinical psychiatry, which was to reach efflorescence 
later in Kraepelin’s great achievement, was the 
rejection of the concept of the ‘unitary psychosis’ in 
favour of that of independent clinical entities, the 
only scientific approach justified in the light of then 
existing knowledge. Accordingly, Kahlbaum stressed 
the necessity of minute clinical analysis of symptoms. 
Further, he studied carefully the course of the parti- 
cular clinical forms. 

Nevertheless, Kahlbaum never abandoned the 
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belief that ultimately a cerebral pathology in cata- 
tonia would be discovered, a seductive ‘will o" the 
wisp’ which has beguiled psychiatrists in every 
generation since, but has yielded negative, or at 
best dubious, results. Kahlbaum himself reports 
post-mortems on catatonics, but admits his findings 
insufficient to explain the disease process, and micro- 
scopic examination of the brain cortex yielded no 
useful results. 

Mora refers to the recent revival of interest in the 
‘unitary psychosis’ and believes that in this light the 
present translation is ‘very timely’. But Kahlbaum's 
importance in the history of psychiatry alone makes 
it well worth while. 

The translation is competent, but evidence of 
hasty proof-reading can be detected here and there. 

E. W. ANDERSON. 


Themes and Variations in European Psychiatry. 
Edited by Streven R. Нівѕон and MICHAEL 
SHEPHERD. Bristol: John Wright. 1974. Pp. xii+ 
456. Index 26 pp. Price £56.50. 

Meeting psychiatrists from abroad always arouses 
uneasy feelings about the insularity of one’s know- 
ledge and methods and the parochialism of one’s 
reading. Whilst this is only partially a matter of 
language, we know lamentably little about the views 
of Continental psychiatry; few primary sources have 
been translated and fewer still are easily available. 
We may quote Kraepelin, Kretschmer, Bonhoeffer 
and many others, but how many of us in fact rely 
upon the fallible interpretations and over-simplifica- 
tions of textbooks for our understanding of the 
formative ideas of our subject. The concepts of French 
psychiatry, themselves defiantly parochial, have 
suffered even more, being both inaccessible and 
disregarded. 

The present book contains 22 translated papers, 
only three of which have been previously available in 
English, selected by the editors after much inter- 
national consultation to represent significant and 
formative views in twentieth-century psychiatry. 
The papers, French, German and Scandinavian, 
have been translated into clear and literate English, 
and they are introduced by brief comments by the 
editors and a number of distinguished Continental 
writers. 

It is almost superfluous to say that this book should 
be in every library and on every reading list. Too 
formidable to be read in any systematic way, it is a 
most valuable reference book. Criticism is possible in 
minor respects, but is equally unnecessary ; the book is 
well produced and as a whole achieves its aims of 
representing basic themes of continuing relevance. 
One is made more than ever aware that whilst lesser 
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psychoanalytic writings have been almost indiscri- 
minately translated, the sources of much of the 
theoretical basis of clinical psychiatry remain in- 
accessible to all except the most persistent linguist. 
RicHarp Mayou. 


LANGUAGE . 
A First Language: The Early Stages. Ву ROGER 
Brown. London: George Allen & Unwin Ltd. 
Pp. xi+ 422. Index 13 pp. Price £5.95. 

No doubt this 250,000 word book will be fascinating 
to the linguist, but to those who are mainly interested 
in psychological aspects of child development most of 
it is incredibly dull and technically difficult. One 
cannot but admire the amount of work the author has 
put into analysing samples of the speech of 2-3-year- 
old children, and the ingenuity with which he dis- 
entangles the underlying grammar of their (mostly) 
2-3 word utterances. Also he writes in a pleasantly 
disarming style even when discussing Chomsky’s 
theories or other matters incomprehensible to a non- 
linguist. But Roger Brown is a well-respected 
American social psychologist, and one had therefore 
hoped that he would have told us more about children. 
Here, though, are a few of the points of more general 
interest. 

Most of the material is derived from three bright 
middle-class American children, but supplementary 
records were obtained from larger English-speaking 
samples, also from a few children in Germany, 
Finland, Japan, Kenya (Luo tribe) and elsewhere. 
Thus, it is of considerable importance to have 
established that there are some regularities in the 
progression of development not only within, but also 
across, cultures. Five main stages are distinguished, 
though this book covers only the first two: 

1. Two-word utterances, consisting almost wholly 
of nouns and verbs. The common notion that this 
represents ‘telegraphese’, together with the well-known 
theory of ‘pivot grammar’, are both found inadequate. 
Some 11 main functions of early speech are distin- 
guished, and these fit in neatly with the conclusions 
Piaget has reached on intelligence at the sensori- 
motor stage. 

2. Gradual introduction, often over about two 
years, of 14 ‘modulators’, such as plurals, possessives, 
inflected verbs, articles, prepositions, and the copula 
(to be), which make for greater clarity of communica- 
tion. 

As far as one can make out, No. 3 will deal with 
handling of alternative forms of the same sentence; 
No. 4 with embedding one sentence within another; 
and No. 5 with conjunction of simple sentences to 
express relations. 
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A rather surprising finding is the lack of effect of 
parental training. Parents provide vocabulary, and 
they correct words and pronunciations, but don’t 
seem to bother about syntax. Children seem to have 
the innate capacity to develop utterances which are 
as complex as are required for adequate communica- 
tion of their needs. 

Finally, a short but valuable section brings one 
up to date with the work on chimpanzees—the 
Gardners оп Washoe, using straight sign language, 
and Premack on Sarah, using tokens to express 
words and relations. Though these apes neither use 
nor understand oral speech, Brown shows that they 
are carrying out the main functions of language, 
including making up new sentences. If language has 
its origins at pre-human levels, the marvellous 
manner in which children build it up seems less 
inexplicable. 

P. E. VERNON. 


HUMAN SUBJECTS 
Experimentation with Human Subjects. Edited 
by PauL A. FREUND. London: George Allen and 
Unwin. 1972. Pp. xviiit470. Index 12 pp. 
Price £4.50. 

At present there is a stream of publications in the 
field broadly described as Medical Ethics which 
attempt to provide or impose an ethical rationale 
upon the burgeoning medical and social sciences. 
Many are lightweight and contribute little, but this 
collection of distinguished essays is an exception. 
It is the product of a two-year interdisciplinary 
working party convened by the American Academy 
of Arts and Sciences to examine the various issues 
surrounding human experimentation. The editor 
points out that in an experiment the needs and rights 
of the individual and of society are inevitably in 
conflict, but there is no way out of the moral dilemma 
by invoking either a universal golden rule or an 
intricate and particular code of practice. The right 
moral decisions lie in the difficult middle ground, 
and this is the territory critically surveyed in this 
collection. 

The essays concentrate on the ethics of experimen- 
tation as applied to the medical model of clinical 
practice and investigation. The ground is first cleared 
with a useful and lucid philosophical introduction, 
and then subsequent contributions from other disci- 
plines provide further contrasting insights. H. K. 
Beecher, one of the most distinguished and respected 
of American writers on ethical topics, provides an 
illuminating account of the allocation of scarce 
resources within medical practice. H. B. Blumgart, 
a physician, reminds us of the essential experimental 
nature of the doctor-patient relationship, and tellingly 


199 


contrasts this with that of the patient and investigator. 
Informed consent, and its practical, philosophical 
and legal validity, is a recurring theme that is well 
discussed, and due regard is given to special groups 
under constraint: children, the seriously ill, prisoners 
and servicemen. Our attention is rightly drawn to the 
fact that informed consent, however satisfactory and 
apparently morally watertight, can never in itself 
sanction the application of a bad or dubious experi- 
mental design. 

Talcott Parsons, President of the American 
Academy, proposes that experimental subjects, and 
ideally patients, are essentially admitted as partici- 
pating members of a ‘professional complex’—the 
university or teaching hospital. Within this system, 
principles such as academic freedom and democratic 
decision-making apply, and are at variance with 
decision-making processes in commercial and bureau- 
cratic sections of society. Margaret Mead develops 
this theme of the subject as participator in the context 
of the relationship between the social anthropologist 
and his informant. She joins Parsons in wanting to 
see the experimental subject playing a committed 
and participating role as a natural part of the system, 
but it is easier to envisage this applying to the normal 
college student than the seriously ill patient involved 
in a double-blind trial. 

The book examines the need for more insight and 
education into the ethics of experimentation, and 
recommends that hospitals and research institutes 
should have competent and active ethical committees 
which can deliberate intelligently upon issues beyond 
those of mere professional etiquette. Rightly, in my 
opinion, a strong plea is made for lay representation 
on such committees, for the decisions of Parson’s 
‘professional complex’ must in the last analysis be 
accounted to society as a whole. 

Throughout the book there is a tendency to 
consider the ethics of human experimentation in 
medicine as separate from those of other disciplines, 
and in this context it is to be regretted that there is 
no essay dealing with the ethical problems peculiar to 
psychiatric research. Here, the medical research 
model is increasingly found to be wanting, particu- 
larly in the interdisciplinary fields of social and pre- 
ventive psychiatry. Social scientists and educationalists 
may provide important insights and contributions 
to psychiatric research, but they have different 
allegiances and ethical standpoints when compared 
with doctors. Interdisciplinary work is of course 
necessary, yet if conflict is to be avoided much dis- 
cussion must take place to formulate a working ethical 
consensus. 

But these are minor criticisms set against the 
achievement of this thoughtful and stimulating book. 
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All the essays are readable, and the editor has en- 
sured that the various themes are easily recognized 
and assimilated. I am left with a sense of an ongoing 
dialogue, which is as it ought to be, for there is no 
place today for ethical dogma. The book deserves 
wide interest, but should be obligatory reading for 
' those who sit on committees which presume to guard 
the rights of the experimental subject and advise the 
would-be investigator. 
ANTHONY THORLEY. 


MISCELLANEOUS 
Psychiatric lliness. By Н. МЕнвзккү and W. 
Lawton Томск. 2nd edition. London: ВаШёге 
Tindall. 1974. Pp. xi4-284. Index 8 pp. Price 
£2.80. 

As the authors make clear, this is not another 
standard textbook of psychiatry; rather, the aim has 
been to produce a practical guide for general practi- 
tioners, primarily to assist them in their understand- 
ing and handling of patients with various kinds of 
psychological disorder. The second edition of this 
deservedly popular book has been revised and largely 
brought up to date. Largely, but not entirely: the 
only reference to prognosis is Anorexia Nervosa 
(p. 153) and is twenty years old. A more serious 
criticism, in my view, is that the chapter on suicidal 
behaviour is inadequate. This increasingly important 
medico-social problem requires a more extensive and 
detailed discussion than that devoted to it here. These 
strictures aside, the book is a pleasure to read. Parti- 
cularly recommended are the sections on emotional 
and sexual disorders in marriage, on social factors, 
on the doctor’s problems and on psychotherapy. 
The authors have succeeded in providing general 
practitioners with a well-written, sensible and 
eminently useful guide to the management of psycho- 
logically disturbed patients. 

S. GREER. 


Obsessional States. Edited by H. R. Bezom. 
London: Methuen. 1974. Pp. 352. References 
35 pp. Author index 6 pp. Subject index 4 pp. 
Price £5.00. 

As the concept of obsessional states has been slow 
to evolve and many of its puzzles remain, this book is 
welcome and timely. It is in a series of Manuals of 
Modern Psychology, and in the light of much research 
both clinical and psychological aspects are considered 
extensively by 14 contributors. 

Among the clinical papers are discussions on the 
nature and phenomena of obsessional states, and a full 
consideration of the natural history which includes a 
novel collation of the results of several studies, and 
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an interesting appraisal of both the patients’ per- 
sonality and the dynamic situation at the time of 
onset of the symptoms in a well documented series. 
The psychological topics include a review af psycho- 
logical theories, decision making and mood states, 
displacement activity as a form of abnormal behaviour 
in animals, learning models, and the thinking of the 
obsessional patient. 

The third part of the book is devoted to thera- 
peutic approaches, in which behaviour therapy, 
psychotherapy and physical treatments are reviewed 
separately. The number of treatments available today 
still rivals the variety used seventy years ago, and as 
this reflects not only the treatment resistance of the 
illness but also the lack of consensus about the 
feasibility and effectiveness of certain modern , 
methods, the approach in this section also is essentially 
critical. 

This is a valuable contribution, well produced, 
which is particularly useful in giving the reader a 
perspective of the ramifications of these illnesses, 
with facts, experimental results and hypothesis. 
Apart from its immediate usefulness, it can be 
guaranteed a leading role in the literature and in 
moulding current and future thought and practice. 

Joan Porrrrr. 


Infants without Families and Reports on the 
Hampstead Nurseries 1939-45. By ANNA 
FREUD in collaboration with Dororuy BURLING- 
HAM. London: The Hogarth Press and the 
Institute of Psychoanalysis. 1974. Pp. xxx4- 681. 
Index 14 pp. Price £7.00. 

This book consists of two parts. The first (540 Sige) 
gives monthly reports in detail of every aspect of 
caring for infants and children in the Hampstead 
Nurseries during the war years 1939-45—health, 
hygiene, food, nursing, finance, visiting by parents, 
home visits, holidays, emotional and behavioural 
reactions exhibited, etc. In addition, children and 
parent problems are discussed. All this assembles a 
wealth of valuable information for the study of the 
advantages and disadvantages of residential care for 
children who for one reason or another are separated 
from their parents. The second part (126 pages) is 
entitled ‘The Case for and against Residential 
Nurseries’. The pros and cons are comprehensively 
discussed with many illustrative cases, and this pre- 
sentation supports the vital importance of-the three 
needs mentioned in the foreword: ‘the need for 
intimate interchange of affection with a maternal 
figure; the need for ample and constant external 
stimulation of innate potentialities; and the need for 
unbroken continuity of care’, and also confirms that 
residential homes fail to provide adequately for these 
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needs. All the same it must be remembered-that quite 
a number of infants and children, for example 
orphans, have to be brought up in residential homes, 
and this book gives many guidelines to ensuring a 
healthy development, the most important being the 
formation of artificial families consisting of two 
nurses (alternating duties) and three to five children. 
. І. ATKIN. 


The Therapeutic Community. Edited by Jean J. 
Ross and Wurm J. Fosrzap. New York: 
Bebavioral Publications. 1973. Рр. xiv+ 42. 
Index арр. No price stated. 

The Therapeutic Community—' A Sourcebook of Readings’ 
—consists of reprints of fourteen articles published in 
a variety of British and American journals together 
with three original chapters, two by the co-editors 
Jean Rossi and William Filstead of the Rehabilitation 


Centre at the Lutheran General Hospital in. Park- 


Ridge, Illinois. As an epilogue there is an article by 
Maxwell Jones on the Therapeutic Community 
Concepts and the Future. 

Tom Main first used the term Therapeutic Com- 
munity, but it has much in common with ‘moral 
treatment for psychotic patients’ described over 150 
years ago. However, it is the name of Maxwell Jones 
that one particularly associates with the concept of 
Therapeutic Communities. Originally used for help- 
ing chronic neurotics and psychopaths, the underlying 
principles have become increasingly important as 
stress has replaced infection as the killing factor in so 
many medical conditions. 

It is useful to have in one volume fourteen carefully 
selected articles covering professional roles, patients’ 
roles and the use that can be made of milieu therapy 
in many different conditions, delinquency, tuber- 
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*culosis and military hospitals. The basis of choice has . 
been to illustrate the gradual growth and refinement 
of the original ideas as formulated twenty-five years 
ago. : - 

R. F. BARBOUR. 


People ‘with Dyslexia—Report of a Working 
Party. The British Council for Rehabilitation of 
the Disabled (Chairman: Dr. John Kershaw). 
1974. Pp. 161. Price £2.50 (paperback edition 
£2.00). 

- While controversy continues over whether child- 
hood ‘dyslexia’ is an identifiable condition or an 
ill-defined segment on the left hand side of the distribu- 
tion curve of reading skill, there is more and more 
agreement on the importance of the problem and the 
measures needed to overcome it. 

‘This book presents, in fairly popular form suitable 
for an educational as well as a psychiatric and psycho- 
logical readership, many of the main known facts 
about the subject. It is generally accurate, though 
some of the epidemiological information provided is 
confusing and there is a misleading reference to the 
possible importance of left-handedness in the aetiology 
of the condition. A large section of the book (which 
could perhaps be read in conjunction with the 
Department of Education and Science publication 
(Specific Reading Difficulties, 1972), deals with methods 
of remediation together with suggestions for ways in 
which we could make life easier for the illiterate 
. child and adult. Some of these, including one for the 

simplification of public notices and official documents, 

would surely receive welcome from many believing 
themselves to be well outside the- dyslexic com- 
munity! 

P. J. GRAHAM. 
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Books Received 


PSYCHIATRY, PSYCHOANALYSIS AND 
5 PSYCHOLOGY 

Psychiatry for Students. By D. STAFFORD-CLARK. 
Volume I with an Appendix on Clinical Psychology. 
Ву D. BANNISTER. Allen and Unwin. Price £2.65. 

Fish’s Clinical Psychopathology—Signs and Symp- 
toms in Psychiatry. Edited by M. Нлыптом. 
John Wright. Price £2.75. 

American Handbook of Psychiatry. Second edition, 
Volume I. Ths Foundations of Psychiatry. Edited by 
S. Ariety. Basic Books Inc. Price £14.25. 
Volume III. Adult Clinical Psychiatry. Edited by 
S. Ansery and E. B. Вкору. Basic Books. Price £11.25. 

Treatment Settings in Psychiatry—a Comparative 
Study. By J. B. Coras, M. Fryer and А. Ros. 
Henry Kimpton. Price £2.25. 

Philotherapy: A New Approach to Psychotherapy. 
By I. Emery Breitner. Institute of Human ennt Press. 
Price $5.95. 


COMMUNITY, SOCIAL AND ALLIED MATTERS 

Better Services for the Mentally Handicapped— 
Report of the Working Party on the Government 
White Paper (CMND 4683). British Association of 
Social Workers. Price 65p. 

Aspects of the Social Care of the Mentally Ш—А 
Discussion Paper. British Association of Social Workers. 
No price stated. 

The Care and Training of the Mentally Handi- 

capped. A Manual for the Caring Professions. 

By С. Н. Harras, W. I. Fraser and R. C. MoGrui- 

vray. 5th edition. John Wright. Price £5.00. 

Social Grading of Occupations—A New 
Approach and Scale. By J. Н. СоцотнокРЕ and 
K. Hore. Clarendon Press. Price £2.85. 

Progress in Mental Health Information Systems: 
Computer Applications. Ballinger Publishing Co. Price 
£6.50. 

Scream Quietly or the Neighbours Will Hear. By 
Erin Pizzry. Penguin. Price 45р. 

Psychobiological Approaches to Social Behavior. 
Edited by Р. Н. Lrmpgerman and D. SuHapmo. 
Stanford University Press. Price £4.40. 

Just an Ordinary Patient—A Р Survey 
of Opinions on Psychiatric Units in General 
Hospitals. By Wourrep RAPHAEL. King Edward's 
Hospital Fund for London. Price £1.00. 


'The 


CHILDREN AND ADOLESCENTS 

Emotional Problems of Development in Children. 
By M. НЕввккт. Academic Press. Price £5.00. 

А Child's Parent Dies—Studies in Childhood 
Bereavement. By Erna Forman. Yale University 
Press. Price $15.00. 

The Maltreated Child. Edited by Jan CARTER. Priory 
Press. Price £3.50. 

The Battered Child. Second edition. Edited by R. E. 
Herrer and С. Н. Kempe. University of Chicago Press. 
Price £7.50 


PENOLOGY 

Prisoners of Society—Attitudes and After-Care. 
By M. Davies. Routledge and Kegan Paul. Price £4.95. 

Control by Consent—Toward a Penal Philosophy. 
Annual Report 1973/4. The Howard League for Penal 
Reform. Price Зор. 

Il-founded Premisses—The Logic of Penal Policy 
and the Prison Building Programme. The 
Howard League for Penal Reform. Price 15p. 


DEPRESSIVE ILLNESS AND SUICIDE 
The Depressed Woman—A Study of Social Relation- 
ships. By M. M. Werssman and E. S. PAYKEL. 
University of Chicago Press. Price £5.00. 

Somatic Manifestations of Depressive Disorders. 
Edited by A. Еву. Excerpta Medica. Price $13.50. 
Proceedings of the 7th International Congress on 
Suicide Prevention. Amsterdam, Aug. 1973. 
Edited by N. Speyer, R. Е. W. Drexsrra and 
К. J. M. Van рв Loo. Swets and Zeitlinger. Price 

Dutch Guilders 70.-. 


DRUGS AND DRUG ADDICTIONS 

Drug Treatment in Psychiatry. By Т. SILVERSTONE 
and P. Turner. Routledge and Kegan Paul. Price £/4.00. 

Social Aspects of the Medical Use of Psychotropic 
Drugs. Edited by Ruru CoorEensrOOkK. Аййсйол 
Research Foundation of Ontario. Price $10.00; $6.50 
(paperback). 

The Treatment of Alcoholism—Theory, Practice 
and Evaluation. Ву E. J. Laran. Addiction Research 
Foundation of Ontario. Price $2.95. 

Problems and P-ogrammes Related to Alcohol and 
Drug Dependence in 3g Countries. World Health 
Organization. 1974. Price Sw.Fr. 20. 


Many of these books will be reviewed at a later date. 
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Correspondence 


Letters for publication in the Correspondence columns should be addressed to: 
The Editor, British Journal of Psychiatry, 17 Belgrave Square, London, SW1X 8PG 


SOCIO-CLINICAL SUBSTRATES OF 
FOLIE A DEUX 
Dear Sr, 

I read with interest the paper by Drs. Soni and 
Rockley in the September 1974 Journal (125, 230-5). 

In three of their case reports (and possibly in case 7 
also) there was no active treatment of the associate 
other than separation. These three cases (4, 5 and 6) 
and case 7, which presumably needed no active 
treatment, could all be considered ‘folie imposée’. 
Similarly, the two persons considered ‘folie imposée? 
in a recent Australian report (Goldney, 1972) also 
needed no active treatment. This is in marked con- 
trast to Layman and Cohen’s (1957) observation 
that ‘dropping of the delusion appears to be an 
extremely rare occurrence’. Layman and Cohen do 
not comment on the particular subgroups of folie à 
deux, and unfortunately most case reports omit this 
also. It would seem that recovery without active 
treatment after separation may not be as uncommon 
as Layman and Cohen suggest, but that it only occurs 
in the subgroup of ‘folie imposée'. This is implied by 
Drs. Soni and Rockley. 

It would appear, then, that the prognosis for the 
subgroup folie imposée is much more favourable. It is 
also possible that though the literature does not seem 
to support the popularly held belief that separation 
causes а remission in the associate's symptoms this 
may be an artefact of the less dramatic examples of 
folie imposée being less often reported because of their 

` prompt remission. 


Department of Psychiatry, 
The University of Adelaide, 
Box 498, G.P.O., Adelaide, 
South Australia 5001. 


R. D. Gotpney. 
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FACT AND FICTION IN THE CARE 
OF THE MENTALLY HANDICAPPED 
DEAR Sir, , 

I find myself confused by Dr. Shapiro's proposition 
on the role of the doctor in the care of the mentally 
handicapped (Journal, September 1974, 125, 286). Is 
he talking about the ‘psychiatry of mental handicap’ 
(and its *total psychiatric management), or the *role 
of the co-ordinator', or *mental handicap specializa- 
tion'? All these are quoted, apparently interchange- 
ably, but they mean significantly different things. 
Sir George Godber's main proposal (Journal, Decem- 
ber 1973, 123, 617) was that *we ought to look again 
at the role of the doctor in the care of the mentally 
handicapped'. Although Dr. Shapiro's article presents 
some interesting historical examples in the develop- 
ment of the services, it does not, in my view, con- 
vincingly meet this challenge. It is not enough to 
argue that *the management of total life patterns of 
patients’ is medicine; this evades the issue as to the 
criteria under which a mentally retarded person 
should assume the role of ‘patient’, Whilst it is true 
that, perhaps because of default of other services, 
some doctors and nurses (not necessarily from 
psychiatry) have become involved in the problems of 
the mentally handicapped in the past, it does not 
follow that their training or discipline are necessarily 
the most appropriate for them to undertake the major . 
contribution to the preserft-day task. We still lack 
precise definition of the medical skills, attitudes and 
specialized knowledge that are specifically related to 
the mentally handicapped; if we confined ourselves to 
a consideration of the psychiatric needs of these persons 
we might more effectively ward off the 'coup de 
grace to medical involvement’ which Dr. Shapiro 
apparently fears. 

T. L. Рпкшотон. 


University of Edinburgh Department of Social Medicine, 
Usher Institute, 

Warrender Park Road, 

Edinburgh, EH9 1DW. 
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FLEXIBILITY IN THE USE OF 
FLUPHENAZINE DECANOATE 
Dear Sir, 

Having read the article by Dr. Ian Martin and 
Dr. R. Townsend in the February 1974 issue (124, 
173-6), we felt it would be of value to compare some 
of their results with data available at the first full-time 
Modecate clinic in Australia’. Table I summarizes 





CORRESPONDENCE 


" 


the injection at intervals of five to seven weeks. Our 
use of anti-parkinsonian agents (46 per cent of the 
group) is higher than the quoted 90 per cent, despite 
the difference in mean age. Generally, the older age 
group would be expected to show more side effects. 
Our experience has been that it is difficult to stop 
giving anti-parkinsonian drugs such as benzhexol or 
benztropine once they have been prescribed. Extra- 














‚ТАвгк I 
A comparison of dosage distribution 
Dosage (mg.) 6.25 12.5 25 37.5 50 62.5 75 100-300 Total 
Martin and Townsend  . I 9 15 — 9 — — 5 39 
Royal Park è vs 20 28 36 14 20 I 6 5 130 








the dosage distribution of the two groups. It can 
be seen that we adhere to the policy of an 
individually tailored dose; although both in our 
group (91 per cent) and in their group (87 per cent), 
it was clear that most patients receive a dosage of 
50 mg. or less of fluphenazine decanoate, with a 
mean dosage of 31 mg. and 45 mg. respectively. 
Our data are taken from a group of out-patients at 
our clinic on the last appointment day in February, 
1974; the mean duration of treatment was 23 months, 
range being 12-5: months; the mean age was 40 
years, the range being 18—70; the diagnostic groups 
were mainly paranoid schizophrenia (42 per cent) 
and chronic undifferentiated schizophrenics (39 per 
cent). 

Flexibility is part of our procedure, and 27 out of 
the 48 patients on a dosage of 12:5 mg. or less receive 


pyramidal side-effects such as tardive dyskinesia and 
akathisia are at times difficult to treat. 

Finally, we would emphasize the importance of 
reduction in dosage where improvement of a patient 
continues. 

PETER MARRIOTT, 
JoswN GRIGOR, 
ALBERT Hip. 
Royal Park Psychiatric Hospital, 
Parkville, Victoria, 3052, 
Australia. 
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The seminars have been designed for trainee psychiatrists as an introduction to 
the new approach of FAMILY PSYCHIATRY. | 


There will be sessions on the theoretical aspects, the clinical aspects and the 
d management of the family psychopathology. Family Group Therapy, Vector Therapy, 
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'The title should be brief and to the point. A sub-title may be used to amplify the main title. The names of 
the authors should appear on the title page; their names, degrees and affiliations should be given at the end of 
the paper. 

A summary should be given at the beginning of the article. It should be brief and factual and not normally 
more than 120 words. 


References should be listed alphabetically at the end of the paper, the titles of journals being given in full. 
For the reference list, authors should follow the style of the Journal and study the illustrations set out below. 
Titles of books and of journals will be printed in italics and should therefore be underlined in the typescript. 
KENDEL, R. E. (1974) The stability of psychiatric diagnoses. British Journal of Psychiatry, 124, 352-8. 
Rurrer, M., Tizarp, J. & Wuirmore, К. (1970) Education, Health and Behaviour, p. 14. ‘London: Longman. 
Scorr, P. D. (1964) Definition, classification, prognosis and treatment. In Pathology and Treatment of Sexual 
Deviation (edited by I. Rosen). Oxford University Press. 
DunkHEIM, E. (1897) Le Suicide. Paris. Translated 1952 аз Suicide: A Study in Sociology, by J. A. Spaulding 
and C. Simpson, pp. 191-206. London: Routledge and Kegan Paul. 
1 text, references should be made by giving in brackets the name of the author and the year of 
publication, eg (Smith, 1971); or 'Smith (1971) showed that . 


Symbols and Abbreviations. Follow ‘Units, Symbols and oe a Guide for Biological and 
Medical Editors and Authors’ (1971, The Royal Society of Medicine, 1 Wimpole Street, London, W1M 8AE). 
Terms or al ions which might not be understood by the average reader should be explained. 












. Each table and figure must be on a separate sheet and its desired position in the 
text should be indicated d (Table И here). Figures should be original drawings or glossy photos (not photocopies) ; 
the author's name and the title of the paper should be written in pencil on the back. Tables and figures should 
be self-explanatory, with adequate headings and footnotes. Units of measure must always be clearly indicated. 


Editing. Manuscripts accepted for publication are subject to copy-editing and to editorial changes 
required for conformity with Journal style. 


£ Proofs One proof will be sent to each author of an article, Corrections other than printer’s errors may 
be disallowed or charged | to the authors, 


General advice to authors. In the assessment of papers submitted to the Journal, great importance is attached 
to conciseness and clarity. Authors should study ‘General Notes on the Preparation of Scientific Papers’, published 
by the Roy: (6 Carlton House Terrace, London, SW1Y 5AG), 1974 edition. They should check the 
accuracy of ай references i in their manuscript and ensure that dates and spellings correspond in the text and 
reference list. 














BRITISH JOURNAL OF PSYCHIATRY, MARCH 1975 








New EVADYNE . 
Raises the Standards of 
Antidepressant Therapy 





(] Effective against both (] Provides release from 
reactive and endogenous somatic disorders, such as 
depression. persistent fatigue, lethargy, 

[] A potent new anti- loss of appetite, and vague 
depressant with anxiolytic gastro-intestinal distress. 
properties. (| Assistance in re-establishing 


sleep patterns. 


EVADYNE 


IButriptyline Hydrochloride 
For further technical information please contact 
Ayerst Laboratories Limited, Invincible Road, Farnborough, Hants. GU14 7QH 
Telephone: Farnborough 511981 (STD 0252) 
*Evadyne is a Registered Trade Mark. 
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65 Nardi 


can offer dramatic improve- 
ment in agoraphobia, social 
phobias and other phobic 
disorders. In one recent 
controlled study! Nardil 
proved successful in 

a majority of patients with 
phobic anxiety. 





-m “The results confirm previous 
evidence that phenelzine 
(Nardil) is an effective drug 
for the treatment of phobic 
ск "Л rape anxiety.” 


1. Psychopharmacologia (Berl.) 1973, 32, 237. 
Nardil tablets each contain 15 mg 

phenelzine (as Phenelzine Sulphate BP). 
Further information available on request. 
"Nardil' is a registered trade mark. 

p William R. Warner & Co. Ltd., 


Eastleigh, Hants. 
KA Tel; Eastleigh 3131. 
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ONTARIO 
CANADA 


PSYCHIATRISTS 


The Ministry of Health of Ontario requires 
Psychiatrists to work on contract for the 
Lakehead Psychiatric Hospital, Thunder Bay 
and the Northeastern Regional Mental Health 
Centre, Timmins. 


Lakehead Psychiatric Hospital is a 350-bed 
Psychiatric Hospital providing a compre- 
hensive range of Mental Health services to an 
extensive catchment area with a population of 
240,000. Thunder Bay is located on Lake 
Superior and in a University city with a 
population of 110,000. 


Northeastern Regional Mental Health Centre 
has 150 beds, is located in Timmins in 
Northern Ontario and serves a population of 
about 80,000. Although providing a wide 
range of services the. Centre has empha- 
sized consultative services to indigenous 
resources. 


Both hospitals offer access to a full range 
of outdoor recreational activity as well as 
fast, convenient transportation to Southern 
Ontario. 


Qualifications: 


Must be eligible for registration in Ontario 
and possess M.R.C.Psych. 


Salary: 
$35,700 (approx. £15,300) to $49,500 
(approx. £21,200) per annum depending 
on qualifications, experience and respon- 
sibility of the position). 


Incentive Grants: 


in the amount of $10,000 (approx. £4,300) 
are available over and above salary to 
Psychiatrist undertaking a 2-year Con- 
tract. 


Qualified applicants. are invited to submit 
their Curriculum Vitae to: 


Dept 679, 

Government of Ontario Selective 
Placement Service, 

Ontario House, 

Charles H Street, 

London, SW1Y 4QS. 












Bowden House Clinic 


Harrow-on-the-Hill, Middlesex 


А 


(Non-Profit Making. Registered аз a Charity) 


Telephone: 01-864 0221 


A private Clinic, outside the National Health 
Service, for the treatment of patients suffering 
from the neuroses, early psychoses, psycho- 
somatic disorders, drug addiction and alcohol- 
ism. Treatment is undertaken or supervised by 
the experienced psychiatrists whose services 
are inclusive in tbe patients’ fees. A full 
physical examination ànd pathological investi- 
gations are made in the first week. 


Apply: The Medical Director. 









HOLYROOD HOUSE 


South Leigh, Witney, Oxfordshire 
Telephone: Witney 2325 





A Registered Psychiatric Nursing Home 
(35 beds) for the treatment of private 
patients by individual and group psycho- 
therapy and other modern methods. 


Recognised by B.U.P.A. and P.P.P. 


Three full-time consultant psychiatrists 
and qualified professional staff. 


Apply: Medical Director. 
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Internationally accepted 
as the standard depot treatment 
in schizophrenia 


Modecate 


(fluphenazine decanoate) 


| 


| 
і 
j 
| 
| 
| 
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SQUIBB 


Further information available on request E. R. Squibb and Sons Limited, Regal House, Twickenham, Middlesex TW1 ЗОТ 
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Fi 
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Presentations of Serenace (haloperidol! В.Р.) 


0.5mgOral 1.5 mgOral 5mgOral 5 тд/т! Ampoules 2 mg/ml Liquid 





... With efficacy 


Serenace is effective in the treatment of 
ж Acute and chronic schizophrenia.' 

ж Mania and һуротапіа.? 

ж Organic psychosis.° 

** Agitation in psychotic illness.* 

* Childhood behaviour disorders.* 

ж Motor tics, stuttering.’ 


...with confidence 


ж Serenace does not significantly reduce 
blood pressure.’ 


* No weight gain has been attributable to 
Serenace therapy.” 


ж Toxic effects are extremely rare.'? 


** No skin photosensitivity has been reported 
with Serenace.* 


* With Serenace there are no skin effects 
on staff.* 


Full prescribing information is available 
SEARLE Searle Laboratories 


Division of G.D. Searle & Co. Ltd., 

P.O. Box 53, Lane End Road 

High Wycombe, Bucks. HP12 4HL 

Serenace and Searle are registered trade marks 


thereisno  . 
substitute 
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ST. ANDREW'S HOSPITAL, NORTHAMPTON 


St. Andrew's Hospital, which was established in 1838 as a non-profit making charitable foundation, is a 
progressive hospital staffed and equipped for the treatment of every type of psychiatric illness. 


АЙ patients are under the care of Consultant Psychiatrists. 


In general, short stay patients are admitted to Isham House, a luxuriously appointed Nursing Home 
in the grounds. The accommodation consists of private bedrooms, most of which have private bathrooms. 
АП forms of treatment are available, with emphasis on individual and group psychotherapy. 


Facilities for occupational therapy arjd recreation are excellent, and include a 9-hole golf course, 
Squash court, tennis courts, swimming pool and a Social Centre with restaurant, shop and hairdressing 
salon. All these are set in the hospital's own 100 acres of well-wooded grounds. 


Long stay and psychogeriatric admissions are into the main hospital which has been modernised 
specifically for the purpose. Again, accommodation is mostly in private bedrooms. 


St. Andrew's Hospital is only 65 miles from London and is easily accessible from all parts of the country 
by rail and road. 


B.U.P.A. and P.P.P., subscribers are able to claim benefit in respect of their treatment fees. 


St. Andrew's Hospital offers the highest standards of treatment for the whole spectrum of psychiatric 
illness in an ideal environment. 


Further particulars, including fees, may be obtained from the Medical Director, St. Andrew's Hospital, 
Northampton (Tel. 0604 21311) who can be seen in consultation by appointment at the hospital. 


The University of Alberta, Department of Psychiatry, offers a com- 


prehensive four-year graduate training program in psychiatry, in 
preparation for the certification examinations of the Royal College of 
Physicians and Surgeons. Supervised clinical experience is offered in 
Edmonton in The University of Alberta Hospital and at three affiliated 


general hospitals, the provincial mental hospital, and community 
mental health clinics. A comprehensive seminar program covers the 
theoretical aspects of psychiatry. Salaries range from $8,620 to $11,950 
per annum. In addition, a limited number of bursaries, $3,000 per 
annum married, and $2,400 single, are obtainable. Apply to Dr. J. E. 
Runions, Associate Professor, University of Alberta, Edmonton, 
Alberta, Canada T6G 2G3. 
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calm, alert, competent 
with 


Anxiety poses special problems for 
those who work. 

It ruins accuracy, essential for work 
to be effective. 

In fact, by blunting mental faculties, 
inducing psychosomatic symptoms, 
or both, anxiety always impairs the 
ability to work. 

Performance deteriorates. 


References 
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2.7 Am Geriatr.Soc., 7, 405, 1959 


Further information ts available on request 
Stemetil’ is a trade mark of May & Baker Ltd 
Dagenham Essex RM10 7XS for its preparations of 
prochlorperazine 


SIT May & Baker 


МА 3135 
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MINISTRY OF HEALTH 


WHITBY PSYCHIATRIC HOSPITAL 


$30,559 to $34,999 


Whitby Psychiatry Hospital, twenty minutes from Toronto, Ontario, has 
opportunities for a 


PSYCHIATRIST 


with license to practice medicine in Ontario and certification in psychiatry 

from the R.C.P.S. (Canada) or specialist standing in another jurisdiction 

acceptable as comparable to this certificate, and several years’ psychiatric 
experience, for a community oriented psychiatric programme. 


Excellent fringe benefits available. 


Please reply in writing to Medical Director, Whitby Psychiatric Hospital, 
Box 613, Whitby, Ontario LIN 550. 


This position is open to both men and women. 





TAVISTOCK CLINIG 
TAVISTOCK INSTITUTE OF HUMAN RELATIONS 
NATHAN W. ACKERMAN FAMILY INSTITUTE INC., NEW YORK 


Training and Practice in Family Therapy 
London Business School, 29 June-3 July 1975 


A non-residential, inter-disciplinary conference will be held in Central London. 
Tt will be jointly sponsored and staffed by the above organizations. There will also 
be guest family therapists on the staff. 


As full use will be made of members’ own experience their attendance will be required 
throughout the entire programme. 


Applications will be welcomed from professionals currently engaged in family therapy 
and applications will also be welcomed from members of last year’s family therapy 
conference. Special arrangements will be made for follow-up discussions of that event. 
Thirty places will be offered under the auspices of the Central Council for Education 
and Training in Social Work. 

Further details and application forms are available from: 

Mrs. Janet Clark 

Executive Officer (Training), T.I.H.R., 

120 Belsize Lane, London, N.W.3. 
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Once-a-day 
Tranxene 


is the one treatment 
for anxiety that helps 
your patient by keeping 
dosage simple, easy to 
remember, more likely 
to be followed 





Moreover, once-a-day 
Tranxene provides 
effective relief of 
anxiety and perhaps 
fewer side effect 
problems than you've 
come to expect. When 
it comes to choosing а 
treatment for anxiety, 
once-a-day Tranxene 
is the one to remember 


The most unforgettable 
treatment ка anxiety 


Full information on Tranxene (potassium clorazepate) _ 
is available on request from 
Boehringer Ingelheim Limited, Bracknell, MS, 


O Boehringer 







When sexual 
drive cannot be controlled 


Androcur 


the humane alternative 
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Androcur 


cyproterone acetate 


a new form of therapy 
for the male hypersexual 


Androcur is unique 
Androcur (eyproterone acetate) is а radically new approach to the treatment of 
severe hypersexuality and sexual deviation in the male. 
Androcur, the first specific anti-androgen, is the 
result of ten years of intensive research 
by Schering. 





Androcur is effective 

Androcur provides a uniquely effective method of 
excessive and misdirected male libido 
by diminishing the production of androgens and 

blocking their sites of action. Clinical 

trials have demonstrated the strong 
anti-libidinous properties 
of Androcur. 





ontrolling 


Androcur is virtually free from side-effects 
Since Androcur has very few side-effects, it is the 
preparation for male hypersexuality which 
combines high therapeutic effectiveness with 
acceptable side-effects. 


Andrecur has a controllable effect 
Sexual deviation is often associated with abnormally strong sexual 
drive. Reduction of sexual drive without its total suppression 
will often permit the retention of normal conjugal 
sexual activity while controlling 
aberrant tendencies. — 


Androcur and the Patient Profile 
Androcur has proved to be of value in treating men who 
have been guilty of sexual offences such as exhibitionism ; 
pacdophilia; indecent assault; rape; incest; 
voyeurism ; bestiality and paederasty. 


Other types of aberrant behaviour that may be controlled 
are homosexual activities ; fetishism; 
transvestism ; compulsive masturbation and 
sexual aggression in senile or mentally 
defective hospital patients. 












Side-effeots 
Tahitin e 


quiu care while driving. 






ўе. acetate bas 
been Ботай do cause liver abnsmoalities 
in animals, inctuding the de үзем. 
iof tumens, Рай the relevance tio mun 
of this. Kading tas tet been established. 








Pharmaceutical precautions 
Ssote ii «лелі, dry conditions away 
e strong ачок. Sbelt- ble five 





Legal category “4P. 


Package quantities Borhes c 
tablets. 





Product Licence Number 





ther information is 


jte from 






ava 


Й 


Schering Chemicals Limited, 
f cal Division, 























Product Information 


Presentation 

White, scored tablets 
each containing 25 mg 
mesterolone. 


Uses 

Androgen deficiency 
Male infertility. 
Pro-viron is an 
entirely new type of 
orally-active androgen 
with quite distinct 
properties from those 
of older products. It 
offers unusual 
therapeutic possibilities 


and the other side ofthe coin... 


Androgen Deficiency 





Pro-viron adds to endogenous androgens 
unlike traditional androgen treatments which 
suppress the pituitary and merely replace 
endogenous androgens. 
Endogenous androgen levels are not suppressed. 
Testicular function is unimpaired. 
Liver tolerance is excellent. 


PRO-VIRON 


mesterolone 


the unique androgen 


because it can be given 
in high dosage over 
long periods. The 
presence of a methyl 
group at C-1 confers 
К ОМ popeo on 
is steroid which, 
unlike vestosterane, is 
not metabolised to 
oestrogen. This 
difference probably 
accounts for the 
observation that, 
during mesterolone 
(Pro-viron) therapy in 
normal men, pituitary 
gonadotrophin 
secretion is not 


inhibited and 
spermatogenesis is 
unimpaired. 


Unlike testosterone 
derivatives, Pro-viron 
does not cause pituitary 
suppression atthe 
recommended dosage 
and so endogenous 
androgen production is 
unaffected. 


Furthermore, in 

contrast to other orally 
active androgens, liver 
tolerance is excellent (а 
fact probably related to 


the absence of 17-alkyl 
substitution of the 
steroid nucleus). 


Dosage and 
administration 
Androgen deficiency 
Initially 1 tablet three 
or four times daily, i.e. 
75-100 mg daily tor 
several months. For 
continuous substitution 
1 tablet twice daily, i.e. 
5o mg daily, 

Male infertility 

100 mg daily for several 
months. 


Contra-indications, 
warnings, etc. 

In common with other 
androgens, Pro-viron is 
contra-indicated in the 
presence of prostatic 
carcinoma. There are 


no reported side-effects. 


Pharmaceutical 
recautions 
torage: Store in cool, 
dry conditions, away 
from strong sunlight. 
Shelf-life five years. 


Legal category 
S4B. 


Package quantities 
Tubes of 50 tablets. 


Further information 
Nil. 


Product licence 
number 
0053/0030. 


Sehevn 


Schering Chemicals Limited, 
Pharmaceutical Division, 
Burgess Hill, Sussex 

RH15 9NE. 
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The Psychiatrist in Search of a Science: 
III—The Depth Psychologies* 


* By ELIOT SLATER 


In his monumental work on the history of 
dynamic psychiatry (1970), Henri Ellenberger 
has traced the origin of the modern depth 
psychologies back into the mists of time. Both 
ills of the body and ills of the mind were origin- 
ally handled by the priest-physician of primitive 
societies along much the same lines. But there 
came a parting of the ways. Glimmerings of an 
empirical approach to the external world led 
to some degree of objectivity and to the pri- 
mordial elements of science. Some physical 
illnesses could be traced to physical causes, 
and an understanding of causation led in course 
of time to rational therapy along physical lines. 
But mental illnesses remained refractory. It was 
only in a small area of their vast extent that 
their causes could be attributed to bodily 
conditions and thereby to physical causes. Over 
a great reach of time up to the present day, or 
at least till yesterday, it was generally believed 
that, as bodily illnesses had physical causes, the 
illnesses of the mind must have psychological 
causes. It proved beyond the powers of priests 
or physicians to identify them; and there was 
no way of accounting for the variable course, 
outcome and responsiveness to treatment of 
mental disorders. 

However, it is not the way of mankind to 
submit to ignorance. In every age leading spirits 
have grappled with the unknown, have found 
their own solutions for problems of an ultimate 
complexity, have claimed the discovery of the 
truth, and have inspired disciples with the same 
delusion. Even when one doesn’t know any- 


* ‘I. Early thinkers at the Maudsley’ appeared in this 
Journal in 1972, 121, 591-8; and ‘II. Developments in the 
logic and the sociology of science’, ibid., 1973, 122, 625-36. 
It has not proved possible to complete this work in the 
three parts originally envisaged, and a concluding section 
is still to be written. 


thing about causes, one may. light by guesswork 
on a successful treatment. In the case of mental 
illnesses it is possible to do a great deal for the 
patient merely by attending to his symptoms. 
Moreover, symptoms are susceptible to influence 
by suggestion; and useful results could often be 
obtained in a school firmly convinced of the 
rightness of its doctrines and prepared to apply 
them in an impressive way. Any system, whether 
of treatment or of non-treatment, can rely in 
many of the disorders of the mind on a tendency 
to spontaneous remission. So it is that the history 
of dynamic psychiatry has been from the be- 
ginning the story of one gifted healer after 
another, while the theoretical understanding of 
mental disorders progressed little or not at all. 
In fact, it only progressed where some link 
between mental and physical events could be 
established. The nature of mental events is 
hardly less mysterious now that it was two 
thousand years ago. We can make some 
generalizations about human behaviour which 
will be accepted as valid by everyone, but 
nothing about the internal world of endo- 
psychic processes. The cumulative self-corrective 
growth of knowledge, which we see in science, 
has indeed begun to throw some light on mental 
illnesses in their objective or phenomenal 
aspects, but seems incapable of throwing light 
into that dark interior world. 

Modern Western depth psychologies, which 
flourish in great diversity, stem from the trinity 
of teachers, Adler, Freud and Jung, who 
pioneered the field at the end of the last century 
and the beginning of the present one. On the 
scientific time-scale, this is a very long time ago. 
All of these men founded schools, rather in the 
manner of the old philosophical schools of 
Graeco-Roman antiquity. Scholastic and fissi- 
parous tendencies have not been lacking in 
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medicine itself, with its ancient origins; and 
homoeopaths and allopaths are not entirely 
integrated to this day. The existence of separate 
schools is, however, foreign to the tradition of 
science. Before Freud, the great Janet remained 
faithful to the idea of a unified science. Freud 
made psychoanalysis a tight organization, with 
its official doctrine, rules of membership and 
even its own publishing house. Both Freud and 
Jung demanded heavy sacrifices of their disciples 
in the compulsory training analysis. Adler 
formed a more open organization, but he 
expected his patients to join the movement. 
His aim was through them as well as through his 
disciples to educate and so to transform the 
world. 


ADLER 

Adler never claimed status as a scientist. 
He had no gift for systematizing knowledge, 
and he aimed at a humane rather than a 
scientific understanding of human nature, 
Menschenkenntnis, a concrete and practical know- 
how. He tried to help large sections of the 
community, and not merely a few wealthy 
patients. He worked as doctor and educator 
in the fight against alcoholism, infections, 
venereal diseases, tuberculosis and child mor- 
tality, and in school hygiene and in advice on 
the education of children. He had remarkable 
clinical gifts, especially in establishing contact. 
He made his discoveries by objective clinical 
enquiry, and not, as in so much of the work of 
Freud and Jung, through the instrument of 
directed introspection and exploration of the 
world within. 

Adler sees the human being as one and indivi- 
sible, everyone absolutely unique, a rational 
and social being, endowed with free will and the 
ability to make conscious decisions. For Adler 
the family is the total family, with a child's 
relation to his sibs just as important as his 
relation to bis parents. A man is part of the 
community, and he needs to live in conformity 
with it with family and social ties. The human 
community is an organic and creative whole. 
It, too, is part of a larger whole; it is part of 
nature and must live with nature. À man is a 
child of his time, and is placed in time. His 
symptoms, as well as everything else about him, 
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exist in the present, embody the past, and point 
towards a future. Adler's world is teleological. 
People strive towards a hidden goal of which 
they are unaware. This determines both the 
guiding line of life and the perspective in which 
they see the world. Everyone has bis tactics 
and from them he gets his life-style. A man must 
be diagnosed by his actions. { 

Adler sees the neurotic as a pitiful individual 
who makes use of tricks and evasions to escape 
his life duties. The aim of Adlerian psycho- 
therapy is the uncovering of fictitious goals and 
of insincerities and contradictions in life style, 
and the retraining of the individual in an 
orientation towards the community. Above all it 
is necessary to help the patient to gain courage. 
A favourite idea of Adler’s is organ inferiority. 
This depends on an organic basis, perhaps a 
maldevelopment or delayed development or 
hormonic imbalance or a minimal brain syn- 
drome. To this the individual reacts with various 
forms of compensation, such as a neurotic denial 
or over-compensation, or by rising to the 
challenge may make the area of disadvantage 
the scene of achievement. Where Freud taught 
the doctrine of penis envy, Adler was more 
impressed by the prevailing male fear of the 
greater strength, durability and potency of the 
sexuality of women, and he revealed the mascu- 
line protest and aggressiveness that masks the 
inferiority complex of the male. To overcome an 
inferiority insight is not enough. The man must 
act, and for that he needs courage. By an act 
of courage a man may change his goal, and 
thereby gain the power to change his life style. 
It must be a basic aim for the educator to endow 
a child with this courage. 

The cardinal differences between the psy- 
chologies of Freud and Adler may be traced to 
a temperamental difference between them and 
to their orientation towards time. Freud was a 
natural pessimist. He looked backwards in tire 
towards the causes of things, and he sought to 
make his metapsychology a scientific study. He 
saw infancy as a time of subjective omnipotence; 
and all that follows from relationships with the 
parents and the repressions of society, in destroy- 
ing this illusion, leads to the individual be- 
coming divided against himself. The impact of 
civilization is to create and to reinforce the 
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internal divisions that lead to neurosis. Adler’s 
constitutional optimism went with an orienta- 
tion towards the future. He saw motivations as 
teleological forces. He was less interested in 
causes, and his emphasis was laid not on the 
cause but on the aim and intentionality of 
psychic processes. The individual is not divided 
against himself but throughout his life remains 
an integral whole. He begins from small begin- 
nings in an infancy overshadowed by inferiority 
to the greater power and dominance of adults. 
The Oedipus situation existed neither for Adler 
nor for Jung as a universal; they saw it as 
Freud’s personal discovery about his own past. 
For Adler it is only one possible result of the 
family education of a spoilt child, which of 
course Freud was. Neurosis is not an inevitable 
consequence of the process of socialization and 
the repressions that adapt a child to live in the 
community, but rather a subterfuge and an 
evasion of a necessary task. 

Adler’s ideas, in fact, unlike Freud's; were 
common-sense to the point of being common- 
place. Though many of them had the originality 
of a clinician of genius, none of them bear the 
air of the outré, the outrageous, the totally 
surprising, which we would wish to get from 
one who has dared to cross the threshold into 
another world. Adler’s ideas were unsyste- 
matized, and they could be and were digested 
piecemeal. Contemporary clinical psychology 
has been penetrated by such Adlerian ideas as 
inferiority feelings, style of life, organ inferiori- 
ties, masculine protest. Adler inaugurated 
psychosomatic medicine. He was the fore- 
runner of social psychology and the social 
approach to mental hygiene. His conception of 
the creative self being in its goal-directedness 
responsible for the life style makes him the 
father of ego psychology. Group therapy and 
community therapy are the legitimate offspring 
of his thought and work. If modern psycho- 
analysis has undergone a re-orientation and 
now focuses more on the present than the past, 
more on ego problems, and more on inter- 
personal than on intrapersonal relationships 
than in a past era, it is due to the slow but 
persisting infiltration by the Adlerian approach. 
In Ellenberger’s appreciation, there has been a 
massive adoption of Adlerian ideas, for instance 
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by Harry Stack Sullivan, Karen Horney and 
Erich Fromm. It is, then, strange and sad that 
there has been such a widespread collective 
silence about the greatness of Adler’s achieve- 
ment. His ideas are used and the man is 
forgotten. 


Tae UNconscious 


Freud and Jung stand in stark contrast with 
Adler in their common absorption in the 
problems of the inner life. According to Ellen- 
berger, both of them went through some years 
of a disturbed state of mind, calling for intense 
and intrepid self-examination and self-analysis. 
Ellenberger compares the creative illness of the 
pathfinder with the mystical experiences of 
St. Teresa of Avila and St. John of the Cross. 
Those who pass through such an illness, and 
they are many, emerge from it possessed of 
indisputable truths. For both Freud and Jung 
the illness took a highly personal and original 
form; and both of them made it a model to be 
followed by their disciples under the name of 
training analysis. Characteristic of the imposed 
as well as of the spontaneous creative illness 
is the recovery with an enrichment of mental 
life from the questionings and the experiences 
passed through. Above all, there remains the 
deep certainty that the entities encountered are 
no mere abstractions, but are living realities 
more tangible than any conceptualizations on 
offer from the scientists. Freudians cannot be 
expected to accept the objections of epistemolo- 
gists, since they have personally experienced 
the truths of psychoanalysis in a way which 
widely transcends in forcefulness and con- 
vincingness the evidence of logic (Hans Kunz, 
quoted by Ellenberger). 

However, the journey through the un- 
conscious which is made in a training or a 
therapeutic analysis is a very different journey 
in the two cases. Those who undertake a Freu- 
dian analysis develop a transference neurosis, 
have Freudian dreams, and discover their 
Oedipus complex, childhood sexuality and 
castration anxiety. Those who undertake a 
Jungian analysis have Jungian dreams, en- 
counter archetypes, meet their anima and 
confront their shadow. There are other signi- 
ficant differences between the schools. Whereas 
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Freud declared that the psychoanalyst should 
not try to re-educate his patient, Jung, like 
Adler, maintained that the patient should be 
helped from the start and through all the stages 
of the analysis; any insight he gained should 
be integrated into a more rational conduct of 
his everyday life. 

It has been objected that Freud had no 
business to reify unconscious mental processes 
in substantival form as ‘the unconscious’. There 
were great advantages in doing so from his 
point of view; but it was a departure which led 
to an ever-widening gulf between Freudian 
thinking and the main line of scientific thought. 
Janet before him had also employed the term 
‘unconscious’, but he called it a façon de parler, 
a figure of speech, and so earned Freud’s 
contempt. He used it, in fact, like a scientific 
fiction. Hans Vaibinger (1911) has made clear 
the difference between a hypothesis and a 
fiction. While a hypothesis makes a claim for 
truth, and should be confronted with objective 
reality, the fiction plays another role. It is a 
way of looking at things, a metaphor, which is 
retained as long as it is useful and is abandoned 
when it has served its purpose or when it can 
be replaced by a better. An example is the 
notion of freedom of will,* an indispensable 
idea which, however, cannot be substantiated. 
One could multiply similar examples of useful 
fictions beyond number. Adler thought of his 
ideas as fictions, as convenient ways of under- 
standing; but Freud thought that his were 
hypotheses. Indeed, in due course he believed 
he had proved them realities. Jung, too, thought 
and wrote of his concepts as psychic realities, 
but he did not claim scientific status for 
them. 


* Introspectively, one is aware of one’s freedom to act 
in one way or another, and the idea of freedom of will 
seems to be self-evident. His own freedom of will, indeed, 
is equally self-evident to the normal man and to the 
psychotic, even though the former might wish to deny it 
to the latter, Objectively, it is ympossible to support this 
notion with any evidence from the study of human 
behaviour. Logically, it proves to be self-contradictory if 
analysed in any depth, as Vaihinger has shown. Never- 
theless it is a working assumption in ordinary social affairs, 
in planning our own behaviour and in ‘understanding’ 
the behaviour of others. As mens rea it is a basic assumption 
for the criminal law; and without it the law would have 
to be widely different from what ıt is. 
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There are many kinds of “psychic realities’, 
all of them touched with unreality. They are 
often contradictory, or incompatible with one 
another. But to the initiate who works with 
them they have the certainty of something 
directly experienced, something not to. be 
negated by argument.* Jung had no doubt— 
who has?—that there are other approaches 10 
truth than the way of science. He realized, as 
Freud did not, that psychic realities elude the 
scientific method, and if they are grasped it is 
not by the hand of science. Thus, on the subject 
of archetypes he writes (1951): 


‘Clear cut distinctions and strict formulations are 
quite impossible in this field, seeing that a kind of 
fluid interpenetration belongs to the nature of all 
archetypes. They can only be roughly circum- 
scribed at best. Their living meaning comes out 
more from their presentation as a whole than from 
single formulation. Every attempt to focus them 
more sharply is immediately punished by the 
intangible core of meaning losing its luminosity. 
No archetype can be reduced to a simple formula. 
It is a vessel which we can never empty, and never 
fill. It has a potential existence only, and when it 
takes shape in matter it is no longer what it was. 
It persists throughout the ages and requires inter- 
preting ever anew. The archetypes are the im- 
perishable elements of the unconscious, but they 
change their shape continually.’ 


And again: 
‘The picture is concrete, clear, and subject to no 
misunderstanding only when it is seen in its 
habitual context. In this form it tells us everything 
it contains. But as soon as one tries to abstract the 
“real essence” of the picture, the whole thing 
becomes cloudy and indistinct. In order to under- 
stand its living function, we must let it remain an 
organic thing in all its complexity and not try to 
examine the anatomy of its corpse in the manner 
of the scientist, or the archaeology of its ruins in 
the manner of the historian. Naturally this is not 


* Ellenberger attributes Freud’s confidence in his 
discoveries to the creative illness through which he passed, 
of which they were the natural consequence. He writes: 
‘Among the characteristic features of the creative illness... 
is the subject’s conviction, after his recovery, that whatever 
he has discovered is a universal truth . . . Those who have 
known Freud report that he talked of the Oedipus complex 
and the libido as absolute truths that could not suffer any 
doubt.’ 
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to deny the justification of such methods in their 

proper place.’ 

Jung saw in science a strictly and deliberately 
limited attempt, with only certain intellectual 
functions of the human mind for a tool, to 
attain to an understanding of an all-embracing 
reality; and thereby imagining, perceiving and 
understanding only one aspect of that great 
whole. ‘Science is the tool of the Western mind. 
It obscures our insight only when it claims that 
the understanding it conveys is the only kind 
there is.’ Eastern wisdom teaches us another 
more profound understanding. Jung was con- 
cerned above all with the self. The self is all 
that we are. ‘The self is centre and circum- 
ference, the whole man, all that is felt to be 
good and all that is felt to be bad, maleness and 
femaleness, thinking, feeling, sensation and 
intuition, conscious and unconscious.’ It con- 
sists ‘in the awareness on the one hand of our 
unique natures, and on the other of our intimate 
relation with all life, not only human, but 
animal and plant, and even that of inorganic 
matter and the cosmos itself. It brings a feeling 
of “oneness” and of reconciliation with life, 
which can now be accepted as it is, not as it 
ought to be.’ (Quotations from Fordham, 1968). 
Jung’s psychology has, then, a strongly mystical 
slant, while being founded upon a biological 
world-view which seems to lie close to pan- 
theism. The idea of the wholeness of the per- 
sonality contrasts strongly with the analytical 
approach of Freud. In the course of a Jungian 
indoctrination, the analysand is taught to 
recognize and to accept what on first acquaint- 
ance might have been unacceptable, the shadow, 
his own darker side. He finds his place, not only 
in the here and now, but in a human, indeed a 
global consciousness, extending without limit 
back into time. With this understanding he can 
find his way, at any age of life, towards further 
enrichment of his potentialities and further 
individuation. Jungian analysis is, then, like 
Adler’s, more strongly directed towards the 
future than is that of Freud, but resembles 
Freud’s in focusing motivations on the self while 
Adler's directs motivations away from the self 
towards the community. 

Since Jung made no claim for the scientific 
validity of his concepts, he can be excused from 
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facing test and refutation. His holozoism, his 
metaphysics, philosophy and ethics, which are 
the foundation of his psychology rather than 
the other way round, are either felt to be sym- 
pathetic—or not. His place is among the reli- 
gious thinkers, the poets and prophets, artists 
one might say of the soul. And ‘who will refute 
a Mass of Palestrina, or convict Raphael’s 
Madonna of error? All works of art, the 
statues of the gods, temples and cathedrals, 
paintings, symphonies and poems, are communi- 
cations from one human mind to another. In 
terms of communication theory their content in 
‘bits’ is astronomically vast. They are full of a 
meaning which is not to be conveyed in pro- 
positions. These messages are not capable of 
translation into the language of science. Indeed, 
we can only read the message by the reverbera- 
tions it calls up within us, in our own subjectivi- 
vities. Like all great achievements of these 
kinds, Jung's work opens to us perspectives into 
which we may look, or from which we may 
turn away. He gave us the possibility of seeing 
a spiritual world as it had been revealed to 
him; and its greatness js ап evidence of what 
the reach of the human soul may be. 


FREUD 

Freud abides our question if Jung is frec. His 
enterprise was on as vast a scale as that of 
Jung, but his motivation was very different. 
For him religion was an illusion, and he aimed 
at a science and not at an understanding of 
spiritualities. He took from science the analytic 
method of breaking down wholes into their 
parts, the guiding directive of reductionism 
and the aim at understanding by mechanical 
models. He was concerned with causes, and he 
adopted the principle of psychic determinism. 
Unfortunately he took it to connote not only 
that psychic events are caused but that they 
are psychically caused. In practice, if not in his 
formulation of basic theory, he excluded. from 
consideration the organic causation of psychic 
events; and in so doing he set himself, a new 
Columbus, adrift on an uncharted sea, without 
benefit of the aids of science or scientific tech- 
nology. Ellenberger says that Freud's aim was 
to incorporate into scientific psychology those 
hidden realms of the human psyche that had 
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been grasped intuitively by the Greek trage- 
dians, Shakespeare, Goethe and other great 
writers. If so, his method consisted in stripping 
away all magic, all the glamour that irradiates 
the strivings of the spirit, and in bringing human 
motivations down to their earthiest rudiments. 
In this quest he penetrated into the recesses 
of his own and his patients’ minds, above all 
into his own. His genius, equal in its powers of 
clinical penetration, analysis, model-building 
and literary command, has provided imaginative 
masterpieces which the world will surely treasure 
for all time. But he never became aware of the 
fact that the knowledge we can get of the endo- 
psychic world, either our own or that of others, 
is of a different kind from the knowledge we 
can gain of the external world. Our private 
worlds are indeed private; and scientific know- 
ledge is knowledge of a public world, shared by 
or open to all. Perhaps because so much of 
Freud’s most basic work was done by self- 
observation, he became more and more con- 
cerned, in the end almost exclusively concerned, 
with mental phenomena, that is with subjective 
experience. Bit by bit behaviour lost its interest, 
as it became but a pale reflection of the more 
vivid subjective world. This was disastrous for 
the scientific advance of his hypotheses, since 
by neglecting behaviour, which is the public 
aspect of our experience, they lost contact with 
the possibility of empirical check. There seemed 
to be no point in formulating a hypothesis on 
which a behavioural prediction might be based, 
to be confirmed or refuted by subsequent 
observation, when behaviour was to be thought 
of as a mere translation into other terms of the 
language of the unconscious. More tempting, 
then, to seek for explanations by which not only 
public conduct but also the most intimate 
experiences of the mind could be understood. 
It proved a nuisance to Freud when such beha- 
vioural correlates of his hypotheses as suggested 
themselves proved erroneous. Freud had the 
idea that scientific method could not lead to 
error (when, as Popper has shown, error is 
what it seeks, and must always find). Over the 
years he worked on his theories to save them 
from such a fatal flaw. And he succeeded. In a 
tremendous work of orchestration he found a 
voice for all the contending elements of endo- 
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psychic processes. Liberated from any com- 
pulsory ties with the objective phenomena of 
the external world, nothing could possibly 
happen that his theories could not satisfactorily 
explain. Nothing could prove his theory wrong. 
Therefore it must be true. The conviction that 
this was a scientific achievement remained with 
Freud till the end of his career. Even when dis- 
appointed by the interminability of psycho- 
analysis and losing his faith in it as a method of 
treatment, he was still sure that the future would 
vindicate psychoanalysis as the science of the 
unconscious. There are now many contemporary 
schools of psychoanalysis deriving from Freud; 
and many of them have radical doctrinal 
incompatibilities with others. Very likely there 
is not one of his major tenets which is not 
disregarded, or even denied, in one or another 
of the daughter schools. Nevertheless, the 
declaration by Freud that psychoanalysis is a 
science is constantly reasserted and reaffirmed 
by his disciples. It is on that basis that psycho- 
analytic theories are taught in so many medical 
schools. It is the purpose of what now follows to 
examine this claim; and if it appears in- 
admissible, to try to come to some conclusion ` 
on what the epistemological nature of Freudian 
theory is. 


FREUD AND THE Logic OF SCIENCE 


Freudian theory has been accepted over a 
very great range of fields of study, though often 
uncritically, and often by some but not all of the 
workers in these areas. Nowhere has it been so 
ignored and neglected as in the field of science, 
the field it would take as its home ground. The 
persistence of Freudian psychiatrists in pressing 
the claim of scientific status for psychoanalytic 
theory has led to repeated careful consideration 
by a number of thinkers. Nearly all of them have 
come to the conclusion that, though psycho- 
analysis might be a protoscience, might even, 
say by a series of operational definitions, be 
transformed into a science, it is, as it stands, 
something radically different. 

As long ago as 1949 Aubrey Lewis pointed 
out that there was ‘an unbridged gap’ between 
the postulates of Freudian theory and any 
possibility of check by experimental or empirical 
observable fact. In 1958 a symposium was held 
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by the New York University Institute of 
Philosophy, in which this and other points were 
taken up by five psychoanalysts, two psycholo- 
gists, two sociologists and nineteen philosophers. 
All the philosophers were highly critical, but 
perhaps the distinguished epistemologist Ernest 
Nagel (1959) was the most devastating. Freud- 
ian theory, he says, does not satisfy two basic 
requirements which any theory must satisfy if it 
is to be capable of empirical validation. First, 
it must be possible to deduce consequences from 
the theory, and show that an alleged conse- 
quence is indeed implied by it. That comes even 
before examining the empirical data. For unless 
this requirement is fulfilled, the theory has no 
definite content. Questions as to what the theory 
asserts cannot be settled except by having 
recourse to some privileged authority. In the 
case of psychoanalysis the privileged authority 
was available until the death of Freud, but is so 
no longer. Nagel’s second requirement was 
that some, at least, of the theoretical notions 
must be tied down to definite and specified 
observational materials. Here was the gap to 
which Lewis referred. We might say that it is 
quite all right for a theory to be built up on 
unobservables, such as protons, neutrons and 
electrons, or on unconscious entities; but there 
must be a rule of correspondence by which the 
unobservables are rigidly linked with obser- 
vables; and such a rule Freudian theory does 
not provide. With regard to his first require- 
ment, Nagel asked, are there any statements 
which are unmistakable instances of deduction 
from Freudian theory? Or does the theory have, 
rather, the remarkable feature that a statement 
can be shown to be a theorem only if it is first 
accepted as a postulate? He suspected that 
Freudian theory could always be so manipu- 


lated that it escapes refutation, no matter what. 


well established facts might be. 

The answers of the psychoanalysts to these 
and other criticisms at the 1958 symposium 
were rather disappointing. They claimed, for 
instance, that psychoanalysis is something 
special, to which ordinary rules do not apply. 
Analytic hypotheses are devised for use with the 
analytic method, and cannot be assayed except 
in that context. They drew attention to the 
immense amount of data available in even one 
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single case. The task of processing this makes the 
analytic method in the analytic situation the 
via regia to the psychology of personality. 
Freud’s achievement was to show how the 
apparently chaotic lawless world of inner life 
could be subject to a rational order. ‘He sugges- 
ted a cause for what seems to have no cause, and 
a purpose behind the apparently purposeless.' 
None of this meets Nagel’s criticisms; they have 
even been called unfair, though both Farrell 
(1970a) and Ricoeur (1970) have admitted 
them. They can only be met if, like Ricoeur, one 
applies a new understanding of the nature of 
psychoanalysis to see it as something other than 
an empirical science. 

As yet this does not seem to be generally 
acceptable. The defence of psychoanalysis has 
been undertaken by Sir Denis Hill (1970), 
claiming for it the status of a scientific discipline, 
although he clearly sees the fundamental ways 
in which it differs from the physical and life 
sciences, including ethology. Psychoanalysis, he 
says, is concerned not with physical but with 
psychic realities. Psychic realities cannot be 
perceived directly through the senses, but can 
only be indirectly experienced in the self; they 
are inaccessible to the methods used in the 
physical and biological sciences. In consequence 
the truths of psychoanalysis are of a different 
order from the truths of science. Moreover 
psychic realities are related to one another not 
so much by links of cause and effect as by links 
of meaning: 

‘The causal connections between the past sequences 
of psychic experiences are themselves dependent 
upon their future significance for the individual, 
and this is constantly changing. Also involved is 
above all a purpose, which is dependent on the 
future. Together they contribute its meaning, some- 
thing exclusively human. If this is so then psycho- 
analysis should admit to being a causal theory in 
the teleological rather than the mechanistic sense, 
and the hypothetico-deductive method of physical 
science is not logically applicable, except in a very 
limited sense.’ 


Conclusions based on psychoanalytic evidence 
‘cannot be tested except by consensus’. Psycho- 
analysis asks, not How?, but Why? 

All this firmly places psychoanalysis among 
the non-sciences. Against this placement Hill 
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urges Freud’s scientific purpose, his psychic 
determinism, and the consistent attempt by 
him and his followers to fit their theory ever 
more closely to clinical fact. Psychic realities 
like conflict and guilt cannot just be left un- 
explained; and if they are to be explained it 
must be by Freudian methods, i.e. by means of 
an act of identification with the subject making 
oneself aware of the meaning of what he says and 
does. This leaves us where we were. There are 
non-scientific as well as scientific modes of 
explanation; scientific explanations, by Popper’s 
criterion, are refutable and certainly not 'un- 
testable except by consensus’. Nagel’s criticisms 
still apply, and Lewis’s ‘unbridged gap’ has 
not yet been bridged. 

This gap is the root cause of all the trouble. 
Also in 1970 there was an animated debate 
between Cioffi and Farrell. Cioffi accused 
psychoanalysis of shunning any procedure by 
which its theories could be tested and dis- 
confirmatory states could be discovered. It 
is a pseudoscience which employs procedures 
which in fact prevent or obstruct such discovery. 
‘There are a host of peculiarities of psychoanalytic 
theory and practice which are apparently gratuitous 
and unrelated, but which can be understood when they 
are seen as manifestations of the same impulse: the need 
to avoid refutation.’ Freud advised against filling up 
gaps in the patient’s history by enquiries among 
relatives, for thereby confidence in the analysis 
is shaken and a court of appeal.is set up over it. 
For Freud, symptoms, errors, etc., are not 
simply caused by but also ‘announce’, ‘express’, 
‘realize’, ‘represent’ or ‘allude to’ this or that 
repressed impulse. We are given a feeling of 
understanding, without any logical commit- 
ment. Psychoanalytic theories do not play the 
role of hypotheses in the lives of those who use 
them. ‘We do not interpret.dreams, symptoms, 
errors, etc. because it was discovered they were 
meaningful, but we insisted that they were 
meaningful in order that we might interpret 
them.’ 

In his rejoinder Farrell (1970c) pointed out 
that, in the passage italicized, Cioffi was finding 
meanings and motives in the Freudian pattern. 
The understanding he gives us of Freud is the 
same sort of understanding as Freud gives us of 
human conduct and mental disorder. It finds 
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its support in the fact that it brings into view 
and makes sense out of the material available. 
However, Farrell continues, Freud was con- 
stantly changing his views all through his life. 
Much of Freud is not now regarded as good 
psychoanalytic procedure. We cannot accept 
Freud’s descriptions of his own activity as 
reliable. He was a participant observer in a 
therapeutic situation, and therefore not in a 
position to give us reports that can be accepted 
with confidence. Contemporary analysts are 
increasingly aware of this. Freud may have 
thought he was providing a pretty good scientific 
story about human functioning. If so, he was 
mistaken. But even if it is not good science it is 
not necessarily worthless. One of the striking 
‘and puzzling’ [why puzzling?] features of 
psychoanalytic history and practice is the fact 
that psychoanalytic theory and methods are in 
some way or degree affected and controlled by 
empirical fact. Farrell’s third defence is that 
the psychoanalytic interpretations should only 
be considered in the psychoanalytic situation 
and assessed in the light of the patient’s subse- 
quent behaviour. We have met this idea before; 
it would probably be maintained by the great 
majority of analysts. But if it is upheld, it 
deprives psychoanalysis of any general applica- 
bility and circumscribes its ‘truth’ to a particular 
communication between two persons on a 
particular occasion. 

Michael Sherwood (1969) has attempted to 
vindicate the logic of psychoanalysis by aban- 
doning Popper’s criterion and substituting the 
evaluation of explanations for the dialectic of 
hypothesis and refutation. ‘Psychoanalysis must 
be made to stand or fall according to the same 
criteria by which all other sciences are judged 
and... not be accorded a private domain with 
its own private rules of procedure’ (1973). The 
three criteria by which he thinks both psycho- 
analytic and other ‘scientific’ explanations 
should be evaluated are those of appropriateness, 
adequacy and accuracy. To be appropriate an 
explanation must cover the questions raised; 
for adequacy it must be self-consistent, coherent 
and comprehensive. These are qualities that 
help to make an explanation intellectually 
satisfying. The truth claim of an explanation is 
based on accuracy which is, essentially, corre- 
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spondence of empirical assertions with what is 
actually found to be the case. Explanations can 
be more or Jess complete or shallow or deep, 
and cannot be judged solely by the two-valued 
standard of logical validity appropriate to 
deductive systems. They are evaluated rather 
than verified or proved. Explanation and predic- 
tion are not the same thing. Sherwood’s propo- 
sals make a notable advance on the previous lack 
of all standards by which one could assess expla- 
nations involving subjective data. Perhaps these 
are the appropriate criteria for psychoanalysis 
to use. But if psychoanalysis is no longer 
‘privileged’ it is only because Sherwood relaxes 
the rules for distinguishing sciences from non- 
sciences. Explanations are multi-purposed and 
‘are to be evaluated along a number of different 
dimensions, into all of which enter the factor of 
human judgement and the possibility of irre- 
soluble disagreements. Popper’s criterion of 
refutability does not apply; and the rigorous 
standards of the sciences are still beyond 
reach. i 
Hypothesis and explanation, though they 
overlap, differ in their nature and purpose. 
Explanation is the wider concept and does not 
necessarily involve hypothesis. While a hypo- 
thesis is framed to explain a problem, or part of 
one, it is in its essence a guess; its primary 
purpose is to act as a tool, to make a prediction 
and to suggest a test. It raises questions which 
demand answering and stimulates curiosity, 
uncertainty and unrest. Never, not even in the 
physical sciences, does it explain the whole of 
the relevant data; and there is always a mass of 
unexplained material to feed further conjec- 
tures. The hypothesis looks forward, explana- 
tion looks backward. Explanation is applied 
post hoc to phenomena already observed and it 
can be made to fit them as neatly as desired, if 
necessary by ad hoc adjustments. Its psychological 
effect is to set doubts at rest and to replace unease 
and uncertainty by a satisfying feeling of under- 
standing. A well designed non-refutable expla- 
nation has an answer for everything. Sometimes 
an explanation involves generalizations which 
entail empirical consequences which can be 
tested; then the explanation has generated a 
hypothesis. However explanations of past or 
present conditions often involve no testable 
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consequences. If they do not, they are non- 
hypothetical, riskless and irrefutable—but can 
still retain all their charm to satisfy and soothe 
the questing intellect. 

The claim of psychoanalysis for scientific 
status constituted a challenge which in the end 
the philosophers could not ignore. Their dis- 
missive answer earned them no thanks. Working 
scientists on the other hand have thought it the 
better part of valour to leave the subject alone. 
An exception is Sir Peter Medawar. In his 
Romanes Lecture of 1968, republished in 1972, 
he took the view that psychoanalysis is not a 
science but a mythology. ‘It brings order into 
incoherence, it hangs together, it makes sense, 
leaves no loose ends, and is never (but never) at 
a loss for explanation) He considers that 
Freudian psychology, and the psychology of the 
existentialists, are mischievous and impede the 
growth of our understanding of mental illness. 
Freudian and other quasi-scientific psychologies 
are getting away with a concept of truthfulncss 
which belongs to imaginative literature, ‘that in 
which the opposite of a truth is not falsehood 
but . . . another truth.’ 

This is indeed true, and it goes to the heart of 
our problem. Freud declared that the uncon- 
scious contains no contradictions. It is not 
necessary that the various meanings of a symp- 
tom should be compatible with one another. 
At a naive level, we all know from personal 
experience that feelings of love and hate may 
coexist or alternate; or feelings of doubt and 
certainty; or passionate convictions that both of 
a pair of contradictory beliefs are true. As 
Samuel Johnson said, ‘inconsistencies cannot 
both be right; but, imputed to man, they may 
both be true.’ This implies that a description of 
a subjective experience, especially of any 
emotional experience, is refractory material 
for any two-valued logical system. One of the 
basic axioms of logic is that ф and not-p cannot 
both be true. The consequences of abandoning 
that axiom are far-reaching. Not only can one 
rear on such a basis a structure of argument 
which, already self-refuted, is immune to 
refutation; but, as logicians have shown, the 
basic self-contradiction can be shown to entail 
any proposition whatever, in any imaginable 
context. With it one can ‘prove’ or ‘explain’ 
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anything one likes. In fact, with the abandoning 
of self-consistency one enters a world which may 
well abound in ‘meanings’ in a non-logical or 
emotional sense. But it is a world barred to the 
logic of science, a world in which sense may be 
nonsense and nonsense sense. 

Medawar illustrates the insubstantiality of 
psychoanalytic explanation by discussing in 
some detail a selection from the authors’ sum- 
maries of their papers presented to the 23га 
International Psycho-Analytical Congress, 
choosing the proceedings of a congress rather 
than the work of a single author so as to get a 
cross-section of psychoanalytic thought. The 
five extracts he gives illustrate very vividly the 
point he wishes to bring home when he writes: 


‘The contributors to this Congress were concerned 
with homosexuality, anti-Semitism, depression, 
and manic and schizoid tendencies; with difficult 
problems, then—far less easy to grapple with or 
make sense of than anything that confronts us in 
the laboratory. But where shall we find the 
evidence of hesitancy or bewilderment, the 
avowals of sheer ignorance, the sense of groping 
and incompleteness which informs an international 
congress of, say, physiologists or biochemists? 
A lava-flow of ad hoc explanation pours over and 
around all difficulties, leaving only a few smoothly 
rounded prominences to mark where they might 
have lain.’ 


Medawar’s image reminds us of the work of the 
oyster which, irritated by a grain of sand in its 
sensitive entrails, secretes around it a protective 
layer of pearl. If psychoanalytic explanation of 
difficult human problems is so universally 
successful as to submerge them, however 
thorny, we may consider the possibility that 
this is its true function. 

Summarizing the situation we find that: 

т. Psychoanalysis is concerned, not with what 
happens to a man, or has happened to him in 
childhood and infancy, but with how what has 
happened has been experienced. Its world is 
the endopsychic one of internal subjectivity. Its 
only realities are ‘psychic realities’. Within this 
world it is concerned not with hypotheses but 
with explanations. 

2. Psychoanalytic theory and method to- 
gether form a closed system. The method is 
validated by the ‘truths’ revealed, and the truth 
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of the revelations is proved by the infallibility of 
the method. The circularity is common to a 
number of disciplines in the humanities, e.g. the 
law; but it puts psychoanalysis outside the 
discourse of truth-finding by rational processes. 
The fact that psychoanalysis has no truths in the 
objective or scientific sense does not deprive it of 
purpose or meaning or usefulness. What psycho- 
analysts do does not bear the least resemblance 
to what scientists do. Psychoanalysts are 
interested not in criticizing and investigating 
the truth of their theories, but in applying them 
to obtain answers to questions arising in 
particular cases. 

3. As Farrell maintained, psychoanalysis 
does have some empirical content. It is difficult 
to say just what it is, and no one has yet written 
a text giving a stripped down account of ob- 
served, tested and confirmed empirical data on 
which psychoanalysis relies. That there is 
empirical content means nothing in itself; even 
‘a message intended to transmit an affective 
state is bound to employ a cognitive medium’ 
(Parry, 1967). But as psychoanalysis has no 
rules of correspondence tying theory to em- 
pirical fact it runs no risk of conflict. It faces 
no ‘court of appeal’. No observation, not even 
one which conflicts with an accepted interpre- 
tation of the theory, can ever be fatal to it, 
since the theory can at will be modified to 
make room for it. The theory does evolve and 
produce daughters, in part under the pressure 
of clinical observations, but in all its forms is 
unrefuted and irrefutable. 

4. Psychoanalysis does not exercize the 
familiar functions of a science. It does not join 
up with other disciplines, nor share with them 
either its language or its concepts. Relevant 
work in biology and the medical sciences has 
made no impact on it. But science is universal, 
and all the sciences are members of a family. 
Science leads to a unified world view, a view that 
is of the external world. Psychoanalysis is 
concerned with the internal world, about which 
science has nothing to say. Science can dispense 
with psychoanalysis, and psychoanalysis can 
dispense with science. Psychoanalysis is no part 
of science, but is complementary to it. In 
claiming to be a science it mistakes itself and 
lays itself open to attack. Psychoanalysis has 
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other duties to perform than scientific ones. The 
claim made by psychoanalysts that their disci- 
pline is not one of the humanities but a science 
has met with emphatic rejection by both philo- 
sophers and scientists. This rejection is painful 
on both sides. Psychoanalysis should not try to 
team up with strangers who want none of it, 
but should seek the company of its friends. 


PsvcHOANALYSIS AND PsvcHOBIOLOGY 


Attempts have not been wanting by psycholo- 
gists friendly to psychoanalysis to follow the 
advice of the philosophers of science. They have 
tried to break down the immense integrated 
structure of Freudian theory into part-hypo- 
theses, which could then be subjected to test. 
Reports of such work have been provided by 
Kline (1972), Lee and Herbert (1970) and 
Sarnoff (1971). As an example of one of the 
more successful experiments one may mention 
the careful study by Beloff, republished by Lee 
and Herbert. Beloff successfully identified a 
cluster of traits of the ‘anal’ character, defined 
by questionnaire tests and validated. However 
this proved, despite the demands of Freudian 
theory as ordinarily interpreted, to bear no 
relation to the history of bowel training in 
childhood. What it did relate to was the ‘anal’ 
score of the mother. In other words, the ‘anal’ 
character revealed itself as a misnomer, having 
nothing to do with the anus. If we rename it 
‘obsessional’, we find, as we might have expected 
from classical psychiatric family studies, that it 
bears evidence of being in part caused by 
hereditary predisposition. 

It seems that some of the implications which 
one might deduce from Freudian theory have 
found some support, but often ambiguously, 
and in the overall picture with remarkable 
sparseness. These partial results are universally 
found unsatisfactory. Hilgard (1970) notes that 
psychoanalysts are sceptical or hostile to such 
attempts at empirical validation. А depth 
psychology, they think (face Medawar), needs 
a depth method for its study; and psychoanalytic 
theory is very complex, so that tests of separate 
propositions seem trivial or irrelevant. Divided 
from the unity of the grand whole, part- 
hypotheses take on a quality at once crude and 
paltry which, without physiological correlates, 
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makes them uninteresting. А number of 
Freudians, Anna Freud (1969), Hartmann 
(1959), Kreitman (1971) and Ricoeur (1970), 
have protested against the frivolity of this 
niggling approach. 

Much more interesting is the review by 
Stoller (1973), who has discussed the clinical 
implications of Freudian theory in relation to 
recent advances in sex research, with particular 
reference to bisexuality, infantile sexuality and 
the Oedipus complex, libido theory and the 
primacy of the penis. The results of this dis- 
cussion would seem to suggest the propriety of 
heavy pruning. Stoller finds that Freud used 
the concept of bisexuality in so many different 
and irreconcilable ways that his ideas are un- 
testable. Freud’s biological thinking: the concept 
of psychic energy, life instinct v. death instinct, 
libido theory, Lamarckian inheritance of past 
experience of the human race, should be 
abandoned. While Freud’s theories of infantile 
sexuality get high praise, especially for the 
research they have stimulated, his notions 
about the sexual development of little boys and 
little girls and the conflict aspect of gender 
development were mistaken. Close association 
with the warm feminine mother feminizes, but 
with the father masculinizes. So the boy does 
not have the straightforward heterosexual 
development Freud supposed. ‘Instead he has a 
major impediment on the way to hetero- 
sexuality; he must rid himself of whatever 
femininity may develop in the mother-infant 
symbiosis . . . Little girls are shaped in the 
direction of femininity right from the start . .. 
Clear-cut femininity is routinely seen by a year 
or so of age.’ Freud's theory of the sex aberra- 
tions postulated trauma and conflict, and left 
no room for constitutional, nor even for environ- 
mental but non-conflictual causes. His observa- 
tions on zonal phases of libido development have 
been confirmed, but they have no relation to 
neuroses and psychoses. ‘Libido theory as an 
explanation of neurotogenesis has been so far off 
base that it has never attracted serious attempts 
to test it by scientific methods.’ It is significant 
that, when Freudian theory seems to have been 
holed at so many points below the waterline, 
Stoller can still conclude that the good ship 
sails on. From all these advances in sex research, 
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he says, ‘the measureable impact on psycho- 
analytic theory has been mild.’ 

One might go further and say that the 
measurable impact has been negligible. This is 
not really a matter for wonder. Freudian theory, 
as an irrefutable system, is not seriously touched 
by facts of any kind; if there appear to be 
discrepancies between observation and theory 
they are a matter of no consequence. As 
Kreitman (1971) puts it, one should not 
imagine that psychoanalysis will remain viable 
only as far as it is capable of independent 
confirmation. 

‘This is to misrepresent the complex relationship 

between clinical practice and academic investiga- 

tion in this field. The scientist provides interpreta- 
tions of phenomena; the psychotherapist may find 
these interesting, but his main need is for something 
rather different, namely a method of coming to 
grips with the patient’s experience. He also requires 

a theory which will enable him to effect change 

through the elucidation and manipulation of 

emotions. It is just this hope that psychoanalysis 
and its derivatives provide, and it will not be given 
up easily whatever the “scientists” may say.’ 


Rather special interest attaches to the relation 
between psychoanalysis and ethology. The tech- 
niques of ethology demand that animal life 
should be observed in its natural environment 
and in all its complexities, without any kind of 
interference. Observation should be compre- 
hensive, conducted over a substantial time span, 
and meticulously recorded. The information 
gained will be too abundant for any simple 
method of processing entire, and much too 
complex for understanding except in the light 
of a general theory. Complex, subtle, over- 
abundant information is just what emerges in 
an analytic session; and psychoanalysts may 
find themselves well trained for dealing with an 
ethological approach to their problems. They 
are much concerned with mother-child relation- 
ships, as an area in which neurotic or psycho- 
pathic developments in later life might take 
their source. Both ethologists and analysts are 
interested in instinctive behaviour, conflict, 
affectional bonds and sensitive phases of deve- 
lopment. Analysts, by themselves, have never 
been able to develop a scientific methodology; 
ethology supplies it. Hence the fruitful marriage 
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of psychoanalytic theory with ethological obser- 
vation of mothers and babies, as it has been 
systematically applied by John Bowlby (1972, 
1973) among others. 

Bowlby went into ethological work from an 
originally orthodox psychoanalytic position, and 
psychoanalytic ideas no doubt determined the 
observational approach and were used in the 
interpretation of the findings. What particularly 
interests us js that the first volume of Bowlby's 
tripartite work on Attachment and Loss could 
have been written without any reference to 
Freud, and without mention of psychoanalytic 
ideas or use of psychoanalytic terminology. 
Certain equivalences are offered, and transla- 
tions from ethological into psychoanalytic termi- 
nology. But they could have been spared. 
In Bowlby's second volume psychoanalysis 
plays a much more important part. But he 
finds it necessary to discard great themes of 
Freudian teaching: Freud’s whole theory of 
motivation (in favour of a model from ethology 
and control theory) ; the entire economic aspect, 
with psychological energy being distributed 
along paths of least effort; Freud’s distinction 
between realistic and neurotic anxiety; and 
nothing is heard of the Oedipus complex, nor of 
id, ego and superego. Necessary additions are 
also made: Bowlby distinguishes between the 
causation and the function of a behavioural 
system. For imstance, the causative factors 
determining sexual activity are the hormonal 
state, the presence and the characteristics of a 
partner, reciprocal reaction and feedback. The 
function is reproduction. 

Bowlby’s synthesis is on a Darwinian and 
evolutionary: basis, to which he attaches great 
importance. It falls in line with modern bio- 
logical ideas, and identifies itself with the ideals 
of science. It has departed a very long way from 
Freud, not least in the style of thinking. His 
final words on this aspect are: 


‘On reflection it becomes clear that Freud’s 
increasingly deep commitment to a Lamarckian 
perspective, to the exclusion of Darwinian ideas 
about differential survival rates and the distinction 
of causation and function, has suffused the whole 
structure of psychoanalytic thought and theory. 
With the remainder of biology resting firmly on a 
developed version of Darwinian principles and 
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psychoanalysis continuing Lamarckian, the gulf 
between the two has steadily and inevitably grown 
wider. There are thus only three conceivable 
outcomes, The first, which is barely imaginable, is 
for biology to renounce its Darwinian perspective. 
The second, advocated here, is for psychoanalysis 
to be recast in terms of modern evolution theory. 
The third is for the present divorce to continue 
indefinitely with psychoanalysis remaining per- 
manently beyond the fringe of the scientific world.’ 


FREUDIAN THOUGHT IN THE WiDER WORLD 

Though Freud believed that psychoanalysis 
was a science, he did not believe that it belonged 
in the public world, as does all science. Psycho- 
analysis was his own personal possession. He 
insisted that the founder of psychoanalysis 
must be the person best qualified to judge 
what was psychoanalysis and what was not. He 
parted with colleagues, with Adler in 1912 and 
with Jung in 1913, because he wanted not 
collaboration among equals but discipleship. 
If we think of him as an artist, we can under- 
stand that he should demand that the per- 
formance of the tremendous symphony he had 
written should be guided by his sense of the 
fitting. He made many changes as over the years 
he elaborated his system; but it was only he who 
had the authority to make such changes, or to 
sanction them for a pupil. 

Freud's theories had a far wider impact than 
the theories of Adler or of Jung. Adler's ideas 
were too unsystematic, and Jung's too mystical, 
and neither of them made any pretence of being 
scientists. Freud’s system had the concrete and 
mechanistic features characteristic of nineteenth- 
century science. Directing attention to the 
psychic experiences mediated by the mouth, 
the genitals and the anus, one might say that it 
got down to well known fundamentals. The 
approach was satisfyingly reductionist, breaking 
down the complexities of subjective thought and 
feeling to interactions between primitive entities. 
These entities were hypothesized as universally 
part of the human make-up and common to all 
mankind. The search for causes, even if con- 
ducted in metaphysical terms, was sympathetic 
to the spirit of the age. It is only over the lapse 
of decades that we have become aware that 
Freudian causation із non-empirical, and that his 
causative entities are not hypotheses but fictions. 
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There were other great attractions. Freud’s 
analysis of motivations could be applied in a 
wide variety of fields. In fact motivational 
problems had only to be translated into 
Freudian terms for an explanation to present 
itself. In controversy the superficially rational 
argument of one's opponent could be under- 
mined by interpreting his motives. Karl Popper 
(1957) has described the almost magical appeal 
of the two great all-explanatory theories, 
Marxism and psychoanalysis, as they made 
widening circles of converts at the turn of the 
century: 

‘These theories appeared to be able to explain 
everything that happened, within the fields to 
which they referred. Their study had the effect of 
an intellectual conversion or revelation—of opening 
your eyes to the truth hidden from those not yet 
initiated. Once your eyes were thus opened, you 
saw confirming instances everywhere: the world 
was full of verifications of the theory. Whatever 
happened always confirmed it. Thus its truth 
appeared obvious; and unbelievers were, clearly, 
people who did not want to see the truth—either 
because it was against their class interest, or because 
of their repressions which were still *unanalysed" 
and crying aloud for treatment.’ 


Marxism and psychoanalysis were the crea- 
tions of two men of genius, built up by intellec- 
tual effort sustained over many years. These 
men were trying to understand and explain 
processes so complex that they were far beyond 
the grasp of the human mind. They were then, 
and they are still. Any solution proposed was 
bound to prove erroneous and misleading, and 
indeed could only by a miracle contain any 
truth at all. Both Freud and Marx chose, or 
chanced on, lines of thought that led to irrefuta- 
bility. They found ways of handling the data 
which could always be applied in post hoc 
explanation, e.g. by postulating opposed forces 
which could lead either to a balance or to a 
shift either to one side or the other. If the 
theory was so constructed that it was impossible 
to base any specific prediction on it, it was 
shielded against refutation. Whatever happens, 
the Marxist says, must confirm the theory. But if 
this is so, and if all eventualities are equally 
explicable, it is not possible to say why things 
work out in one way rather than in any of the 
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others. In the scientific sense these explanations 
are not explanations at all. But in human affairs 
any way of arranging apparently chaotic 
material is better than none at all. Some order, 
even an unreal one, at least permits discussion; 
and from discussion one may make progress. To 
be sure, progress cannot be made if one is 
convinced that the solution has already been 
found. In very complex situations one can only 
inch along by trial and error. One learns from 
one’s errors—if one recognizes them as such; 
and it is necessary to make errors in order to 
learn. This is where the irrefutable systems fail 
us. If they are always right, they bar the way to 
free enquiry. 

It has been said that no other original 
thinker has had such a wide effect as Freud on 
the psychological thought of our time. Great as 
the range of his influence has been, it has not 
always been for the good. His ideas certainly 
transformed psychiatry in the United States, 
causing a rift between it and medicine which 
is only gradually being healed. His influence has 
also been great, though less petrifying, on the 
psychiatry of other countries of the Western 
world. Freud himself applied his theories in 
anthropology, biography, mythology and reli- 
gion. Sociology has been deeply influenced by 
him; and Freudian ideas have‘ penetrated into 
aesthetics, criminology, economics, educational 
theory and practice, history, literary criticism, 
political theory, administration and govern- 
ment. There is hardly one of the humanities 
that has not become indebted to Freudian ideas. 
It is only the sciences that have remained 
immune; and in general medicine, apart from 
the psychosomatic area, their influence has been 
negligible, an unexpected failure for a study 
which presents itself as medical psychology. All 
this is symptomatic of the greater kinship of 
psychoanalysis to the humanities than to the 
sciences. 

In the humanities Freudian ideas have proved 
useful by the facility with which they can be 
applied in explanation. In all the fields men- 
tioned complex problems arise which are not 
capable of empirical solutions. They are not 
open to scientific method. Yet it is humanly 
impossible to work in any field of study without 
encouraging oneself with the feeling that one 
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‘understands’ it. Any theory which provides 
the internal certitude that basically one does 
understand helps the worker to continue. 
Freud’s theories were especially well adapted 
to sustain this very necessary delusion. The 
model of opposed forces was often extremely 
useful. The reinforced irrefutability of: the 
theory protected the interpreter from being 
shown to be in error. Against all the erosion of 
time, Freud’s system has remained alive bearing 
the brand name, and classical Freudian ideas 
are constantly being applied today despite the 
nineteenth century shadow that lies over them. 
Many successors* have taken parts of his 
theory, maintaining a discreet silence on the rest, 
and have held a place of right in the psycho- 
analytic establishment. 

The profound effect Freud has had on social 
theories, particularly in child-upbringing and 
education, has been traced by the sociologist 
La Piére, with emotions which seem to have 
verged on horror. He would agree with the 
proponents of psychoanalysis that ‘the child- 
rearing practices of much of the Western world 
have been influenced for some three generations 
by his dicta’, but, he would believe, disastrously. 
La Piére’s main complaint is that Freudian 
ideas have undermined the American ethic 
which in the past has always seen the man of 
enterprise as the founding figure of a vigorous 
national social life. From permissive child- 
rearing practices, based on the idea that re- 
pression is the source of neurosis, through 
permissive-progressive schooling, through a 
university life in which the goal is adaptation, 
rather than emulation, into conformist citizen- 
ship under a maternalist government, everything 
is done to encourage dependence rather than 
initiative, self-reliance and enterprise. The 
Freudian ethic excuses one and all from any 
real responsibility for his actions, whether 
criminal or otherwise. 

Perhaps La Piére may not carry us with him 
all the way in the view that a highly competitive 
society is the greatest gift that man has wrung 
from a reluctant nature, or that maternalism in 
government is debasing. But he does bring out a 
paradox in the conceptualization of the relation- 

* eg. Aichhorn, Ferenczi, Anna Freud, Fromm, 
Homey, Klein, Moreno, Rank, Reich, Sullivan. a 
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ship between society and the individual which 
lies at the centre of Freudian ontogeny: 


“It is a miracle, which Freud never attempts to 
explain, that for countless generations men have 
been surviving and in the process developing the 
complex social systems that, according to Freud, 
are the total negation of man’s natural needs and 
inclinations.’ “Го Freud . . . the instinctive equip- 
ment of man is antisocial and never gains ex- 
pression. ‘Man is not born free with the right 
to pursue life, liberty and happiness; he is shackled 
by biological urges that can never be freely 
expressed and that set him in constant and grievous 
conflict with his Society. [The Freudian ethic] 
*makes the world about him а hostile and in- 
hospitable place, and it makes him a terrified 
(unconsciously, of course) and reluctant inhabitant 
of that world . . . Not only is his external world 
inimical to his psychic welfare, but this world has 
been “internalized” to the end that a part of him 
intimidates the rest. There is therefore no escaping 
psychic agony. Should he withdraw from the 
external world, he will still be at odds with 
himself." 

This inherent contradiction has been identi- 
fied by recent Soviet critics (Rollins, 1974), but 
in different terms. They point out that there is 
no good reason to believe that conscious and 
unconscious processes are necessarily in conflict. 
On everyday biological principles we can be 
sure that, in the main, they are synergistic; and 
of course there is abundant evidence that a great 
deal of productive thinking, both of a routine 
and of a creative and original kind, go on in the 
recesses of one's mind without conscious aware- 
ness. Nevertheless the Freudian way of seeing 
things has its uses. It reflects the way that society 
often appears in the eyes of the neurotic or the 
paranoid patient, and the way that the neurotic 
may feel at odds with himself. It has never been 
a disadvantage in psychoanalytic practice to 
have adopted a paranoid—one might even say 
psychotic—conception of the relationship be- 
between society and the individual. 


PsyGHOANALYSIS As THERAPEUTICS 
It is commonly supposed that psychoanalysis 
has for its main purpose the treatment of patients 
suffering from psychiatric illnesses. Certainly 
psychoanalytic ideas are used both in group 
therapy and individual therapy. But it may be 
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less for the relief of symptoms than for the 
resolution of personal problems in living; and 
it may be less with patients suffering from 
illnesses than with normal but temporarily 
troubled or maladjusted persons. Medawar 
(1972) has properly insisted that, if it is a 
contribution to medical practice, psychoanalysis 
must be justified by results: ‘For this reason the 
notion of cure is so important. It provides the 
only criterion by which the validity of psycho- 
analytic notions can be judged.’ New insight and 
deeper understanding of oneself are not the 
point for Medawar, who is looking at the 
Situation from the standpoint of the doctor 
rather than the priest. One has to show, he 
says, that patients get better under psycho- 
analysis, and (a) that a patient who does get 
better would not have got better anyway, 
(b) would not have benefited equally by another 
treatment, and (c) that it was something specific 
to psychoanalysis alone among treatments 
which produced the benefit. These are the kinds 
of criterion which the medical scientist will apply 
in, say, trying out a new treatment for a para- 
sitic disease, and they are necessary for a 
conclusive test. Unfortunately there is practic- 
ally no treatment, psychoanalysis or any other, 
available to psychiatry which could claim 
success by these standards. We have to make do 
with more probabilistic grounds for acceptance; 
but even with inferior testing processes treat- 
ment has advanced, for instance in the field of 
drug therapy. 

The task of obtaining reliable evidence 
bearing on the therapeutic effectiveness of any 
of the psychodynamic or depth psychotherapies 
has proved to be a practical impossibility. No 
adequate controlled trial has ever been staged. 
Items of evidence, individually inconclusive, 
have accumulated, and have shown no consis- 
tent trend showing that these therapies do either 
much harm or much good. To quote Greenblatt 
(1972): ‘The extraordinary thing is that 
although everyone believes that human be- 
behavior, thinking and feeling can be pro- 
foundly affected by the interaction of one 
individual upon another and so much time, 
effort and money is expended on individual 
psychotherapy, it is still remarkably difficult to 
obtain convincing proof that individual therapy, 
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as conventionally practised, is worth all the 
effort. А thoroughgoing examination of the 
pretensions of the various therapies in psychiatry 
has been published by Mechanic (1969), and 
he has to point out the deficiencies of all of 
them. He finds it impossible to justify the 
individual psychotherapies on a cost-effective 
basis. 

In the last few years, however, leading psycho- 
analysts and psychoanalytically oriented psy- 
chiatrists have abandoned the claim that the 
merits of psychoanalysis are to be discovered in 
the field of therapeutics, that is, in a medical 
sense, in the relief of symptoms, the mitigation 
of suffering and the rehabilitation of the socially: 
incapacitated. Anna Freud (1969) concedes 
‘that where quantitatively massive upheavals 
of the personality are concerned, such as in the 
psychoses, the purely psychological methods 
by themselves are inadequate and the organic 
and chemical means have the advantage over 
them.’ What psychoanalysis has to offer, she 
says, for instance in the neuroses, is something 
quite different from treatment in the medical 
sense, something ‘unique, i.e. thoroughgoing 
personality changes, as compared with more 
superficial symptomatic cures. Unfortunately, 
the former is not always aspired to by the 
patients, who aim above all at immediate relief 
from suffering.’ Similarly Sir Denis Hill (1970) 
observes that the objectives of psychoanalysis 
go far beyond alleviation of symptoms. 


‘Symptoms in.this context are regarded as inci- 
dental and often painful expressions of psycho- 
logical defences against unacceptable impulses or 
affect, the true source of conflict and mental 
illness. It is these in the psychoanalyst’s view which 
the patient must be helped to cope with, accept and 
integrate in the personality; having done so the 
patient is free to pursue the goal of personal self- 
realization.’ 

This restatement of the objectives of psycho- 
analysis does not dispose of the need to show that 
they are attainable. There is an implied contract 
between the psychoanalyst and his patient, and 
the psychoanalyst must be able to show that he 
is actually able to provide the far-reaching 
personality changes he offers. Some sort of 
validation of his methods is still called for. In 
fact, it is further away than ever. The aim of 
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thoroughgoing personality changes is. not a 
therapeutic one in any normal sense, and what 
the change of personality is to be proves in- 
capable of definition. It becomes impossible 
to determine the end-point at which the patient 
has achieved the required personality change 
and has become free to pursue the egoistic goal 
of personal self-realization. As Freud discovered, 
the analysis becomes interminable. The aban- 
donment of a clinical aim designed to serve the 
needs and wishes of the patient for one to be 
imposed on him by the demands of theory, 
indifferent to his suffering, takes psychoanalysis 
clean out of the range of medical therapeutics. 
It is hardly surprising that the relationship of 
analyst to analysand is such a different one from 
the doctor-patient relationship. | 
With this, the divorce between psychoanalysis 
and medicine seems to be complete. They have 
proved to be alien to one another in their basic 
concepts, their methodology, their attitude 
towards empirical knowledge, and finally their 
notion of what constitutes treatment. It becomes 
difficult to resist the view that psychoanalysis 
has no place in medicine. It has long been 
tacitly agreed that medicine has no place in 
psychoanalysis. If we unwisely identify psy- 
chiatry with psychoanalysis, it follows that 
medicine has no place in psychiatry; and the 
American Board of Psychiatry and Neurology 
has decreed in effect that the year of internship 
in the training of the psychiatrist is a waste of 
time, a decision not without its critics (Engel, 
1972). If, however, experience shows that 
psychiatry is a medical specialty after all, 
then the alternative consequence has to be 
drawn, that psychoanalysis has no place in 
psychiatry. If practising psychiatrists wish to 
make use of psychoanalytic ideas and methods, 
this will not be for psychiatric purposes but for 
other reasons. Kreitman (1971) has given us a 
clue to what they might be. The psychotherapist, 
he says, needs a theory ‘which will enable him 
to effect change through the elucidation and 
manipulation of emotions. This is what the 
psychotherapist needs to do, and his reward is 
to have influenced another being, not by drugs, 
but by the depth of his understanding and the 
power of his wisdom. The relationship between 
psychotherapist and patient is a symbiotic one, 
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and each needs the other. The need can be so 
great that it becomes an addiction. The immense 
vitality of psychotherapy as a vocation shows the 
intensity of the drive that takes some dedicated 
young people into it, despite its slender claims 
to effectiveness. 


THE NATURE AND FUNCTION OF PSYCHOANALYSIS 
` If psychoanalysis is not a science and is not. 
one of the medical.arts, we are led to consider 
what it is and what are the needs that it fulfils. 
For that there are such needs, and that it does 
go some way towards fulfilling them, can hardly 
be denied in view of its success as a marketable 
commodity. If we attempt to classify and label 
psychoanalysis, we must not be surprised if it 
fits no classification exactly and might well 
carry more than one label. Farrell (1970a, b), 
after discussing and rejecting the view that it is 
a scientific fheory,* considers a number of 
possibilities in turn. It might be thought of as 
the doctrine of a faith: an analysis, especially a 
training analysis, resembles a technique of 
religious conversion; the graduate trainee, once 
through the process, is no longer interested, or 
even able, to enquire into the truth of the 
doctrine. But it does have some empirical 
matter, and it is possible to make some enquiry 
into its empirical truth or falsity. Farrell 
compares it with Yoga, in which also some parts 
are occult and untouchable by logic, and other 
parts are open to empirical support or refutation. 
Psychoanalysis might also be a ‘pre-scientific 
myth’, prolific of interesting psychological 
suggestions, not yet in testable form but capable 
of such a development; psychoanalysis has 
mythic qualities, and indeed recalls and re- 
incarnates the conflict and drama of Greek 
tragedy. This label, also, he finds unsatisfactory. 

Farrell finds in psychoanalysis features which 
are incompatible with each and every designa- 
tion, but he does not give adequate consideration 
to the number of categories which it does fit in 
one way or another. Psychoanalysis is capable 

* He believes that, if not scientific, the theory is 
rational, and in this respect comparable with other rational 
disciplines such as history, economics, jurisprudence, social 
anthropology and sociology. But he admits that no analysis 
has been made to show whether psychoanalytic theories 


attain the internal consistency and logic that these and 
other studies have in their own domain. 
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of being a great number of things to a great 
variety of people. It is certainly for some people 
the doctrine of a faith, satisfying needs of the 
personality which in others are met by a 
religious belief, true with the truth of irre- 
futability, an armour for the soul, explaining, 
sustaining, consoling. Its doctrines have some 
of the valuable qualities of a body of occult 
knowledge. He who has it is, within the bounds 
of its relevance, omniscient. There is a complete 
interpretation available for any human beha- 
viour: the task is simply to extract once again 
from the newest story the eternal verities that 
are there only waiting to be uncovered. Psycho- 
analysis is also a language, a lingua franca for 
all who understand it from all over the globe, 
and for all who have not been initiated an 
impenetrable code which, if attempted by the 
Ephraimite, discloses at once the difference 
between the sayers of'shibboleth' and ‘sibboleth’. 
We may think of it, too, as an art form, offering 
to one's imagination the raw material of words, 
symbols and images for the creation of a fantastic 
literature. Freud was a great stylist as well as 
an imaginative genius, and his work as literature 
will live as long as Nietzsche's. Most seriously 
regarded, psychoanalysis is a highly integrated 
body of metaphysical or metapsychological 
doctrine, a system for organizing into a humanly 
comprehensible form a chaos of unknowables.* 

Can we find a highest common factor in all 
these varied functions? We see that the process 
of psychoanalysing is essentially concerned with 
communication between one person and ano- 
ther. The content of the communication centres 
round the report by one of them about his 
subjective processes. The theory provides a 
framework in which these processes can be put 
in relation with one another and discussed. 
The terminology gives the means by which a 
message in one set of terms can be translated 


* Psychoanalysis is, of course a skill, an expertise. Аз 
such it provokes playful display. It can be adapted as a 
game with almost unlimited possibilities, for the analyst 
to do psychoanalysis on himself, his friends and unfriends, 
his colleagues, his contemporaries, on historical per- 
sonages and on the characters of fiction. Professionally, it 
is a game for two, analyst and analysand, a form of blind- 
man's-buff, with one partner knowing all the rules and 
getting the other to chase him round and round the 
endopsychic space. 
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into another set. These seem to be its most 
essential functions, and in these terms psycho- 
analysis operates as a language. Religious faiths, 
myths and occult knowledge are all attempts to 
order and describe subjective experience, and 
they have their languages for the purpose. The 
arts, more directly, themselves are languages for 
the communication of affective experience. In 
all these activities subjective processes at a 
variety of depths below consciousness are un- 
covered, and affects are released and may be 
purged or abreacted. The propositional calculus 
has no relevance to any of them. Empirical 
knowledge, though nowhere absent, has only a 
servant’s role, such as for the painter a know- 
ledge of his pigments. Finally, the equivalent of 
irrefutability is a requirement for a language, in 
that there should be no ideas beyond its capacity 
to express, and if some gap appears an ad hoc 
adjustment has to be made to cover it. The 
conceptions of Adler, Freud and Jung all 
provide ways in which processes of the mind, 
motivations, fears, blocks, internal projections of 
the outer world, etc., can be sorted out. The 
content of the message so conveyed is its 
‘meaning’. No reasons are needed for preferring 
any one of these systems to the others, certainly 
no logical ones since they have nothing to do 
with logic. One’s choice of language is an 
open one. 

The view that psychoanalysis serves princi- 
pally as a language has been advanced more 
than once by Freudian thinkers. Charles Rycroft 
(1970) maintains that psychoanalysis should be 
recognized as a semantic theory, not a causal 
one. The psychoanalyst (Adlerian, Freudian, 
Jungian, Kleinian or existentialist) knows some- 
thing of the syntax and grammar needed to 
describe the way in which ‘repudiated wishes, 
thoughts, feclings and memories can translate 
themselves into symptoms, gestures and dreams’, 
and can ‘interpret them back into the communal 
language of consciousness.’ The analyst is 
concerned to make contact with his patient, 
and to understand phenomena which interfere 
with the communication. He investigates the 
language his patient is using, in a way com- 
parable to linguistic analysis. Psychoanalysis 
interprets human behaviour in terms of the self 
that experiences it and not in terms of entities 
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external to it. Rycroft believes that psycho- 
analysis might be ‘a semantic bridge between 
science and biology on the one hand and 
religion and the humanities on the other’. This 
seems very doubtful. 

The work of Paul Ricoeur (1970) is on the 
grand scale, covering the history and all the 
philosophical aspects of Freudian theory, and is 
intended as a defence. He accepts the criticisms 
of the epistemologists, logicians, semanticists and 
philosophers of science. He agrees with them that 
psychoanalysis does not satisfy elementary 
requirements of a scientific theory. But, he says, 
we shall admit this and then turn the admission 
into a counter-attack. Psychoanalysis is remote 
from science because there is no possible transla- 
tion from causal language into motive language, 
nor vice versa. Explanation through motives is 
irreducible to explanation through causes. 
Psychologists concern themselves with environ- 
mental variables. For the analyst these are not 
the relevant facts. What is important to him are 
the dimensions of the environment as believed 
by the subject, not the fact but the meaning the 
fact has assumed in the subject's history. For the 
analyst behaviour is a segment of meaning. The 
real history is merely a clue to the figurative 
history through which the subject arrives at 
self-understanding. The psychoanalyst is neutral 
between social demands and instinctual de- 
mands; he sides neither with society nor with 
the infantile demands of the patient. This is 
because he is not concerned with adjustment 
but with ‘true discourse’. Psychoanalysis, as 
seen by Ricoeur, is not science but hermeneutics. 
Its doctrines must be interpreted as myth. 
Psychoanalytic experience unfolds in the field of 
speech, and what comes to light is another 
language which has to be deciphered through 
its meaningful effects in such things as dreams. 

If one accepts Ricoeur’s view the conse- 
quences are far-reaching. In the discourse 
between analyst and patient the significance of 
external events is nullified and replaced by the 
meaning these events have in their projection 
into the internal world of the patient. The arena, 
the drama that is staged there and the protago- 
nists that take part are all within. The endo- 
psychic world subsists in space of its own and 
shares no point in common with the external 
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space of objectivity. The analyst engages in a 
discourse with his patient by which he can to 
some extent enter into the same subjectivity. 
There can be no check on the extent to which 
analyst and analysand are communicating. 
When the analyst says something to his patient 
he does not know that the patient has under- 
stood from what he heard what the analyst had 
it in mind to convey. If he asks the patient to 
enlighten him, he cannot be sure from the reply 
whether he has rightly understood what the 
patient consciously wanted to tell him and what 
he wanted to conceal, not to mention what was 
unconsciously hidden or revealed. Every step 
in understanding demands interpretation, and 
the reasons for an interpretation should them- 
selves be interpreted. The regress is infinite as 
long as it remains endopsychic, and a halt can 
only be called by facing it with an objective test. 

Looked at from another side, the limitation 
appears even more serious. If, for instance, it 
does not matter whether or not the patient’s 
early sexuality actually met with a punitive 
attitude, but matters only if he now believes 
that it did; if the real historical fact can be 
ignored and only the mythical historical fact 
signifies; then truth and falsity become irrele- 
vant, indeed meaningless. Who can ever say 
whether a man is telling the truth about his 
motives, whether he is mistaken, or is telling a 
lie? Truth and falsity are concepts founded on 
objective knowledge and belong to the external 
world. They are standards by which to judge 
the accuracy of our mental processes that focus 
on external realities; to the mind that concerns 
itself only with its own internal goings-on they 
are insubstantial. Truthfulness of mind has to 
be measured against behaviour. Private com- 
munications between analyst and patient then 
become relevant to them only and to no others, 
not even those concerned with the patient’s 
welfare, his family, his doctor, employers, state 
agencies, or the ladies and gentlemen of the 
Jury. 

If psychoanalysis wishes for the logical 
autonomy and self-sufficiency of a language, 
then like other languages—like music for 
instance—it must restrict itself to being a 
medium and disembarrass itself of any empirical 
content of its own. To be capable of conveying 
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everything it must be committed to nothing. 
Freud’s psychic realities would be no more 
than conventional constructs, valuable for their 
usefulness in communicating subjective mental 
processes otherwise difficult to grasp. Ricoeur 
has said that psychoanalytic concepts can and 
should be criticized, perfected or even rejected. 
This would have to be in terms of their efficiency 
in aiding communication, and the appropriate 
discipline for the task would be some form of 
linguistic analysis. Psychoanalysis, so reduced, 
would still provide a service universally desired, 
a breakthrough from isolation and imprison- 
ment within the self, the opportunity of 
confession to an all-tolerant hearer, and the dis- 
covery and better understanding of one’s own 
nature. So much might be enough for the 
Adlerian and the Jungian, though surely both 
of them would use the contact and the under- 
standing actively to help the patient to adjust 
to his world and to himself. 

It seems doubtful whether Ricoeur’s proposal 
will prove acceptable to analysts of Freudian 
schools. But if they wish to take the opposite 
path and to develop their teachings into a 
science the task that lies ahead is a daunting 
one. The first step would be to use the one test 
they have, that of consensus, to prune a rather 
elaborate theory of all unnecessary or in- 
sufficiently substantiated elements. What then 
remained could be reformulated in a simplified 
and perhaps rather imprecise way, but one 
which could be the basis for operational 
definitions and rules of correspondence. Then 
would start the work of conjecture and refuta- 
tion. It would bring back human behaviour into 
the centre of the picture, taking pre-eminence 
over the 'psychic realities! of the endopsychic 
world. Perhaps this too will prove unacceptable. 
Ifso all that would then remain for the Freudian 
psychoanalysts would be to stay where they are 
in a no-man's-land between the sciences and 
the humanities, proliferating and diversifying 
but neither advancing nor retreating; and to 
await the fate of adventures that lose the courage 
to go on. 
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Pornography, the Law and Mental Health 


By F. E. KENYON 


INTRODUCTION 


In recent years there has been a resurgence 
of interest in pornography, particularly in 
Great Britain and the U.S.A. There have been 
many more publications on the subject, as well 
as various surveys and enquiries; some of these 
have been officially sponsored. Well-publicized 
prosecutions have helped to keep the topic in 
the public eye, but at the same time have 
drawn attention to uncertainties and ambiguities 
in present-day legislation (Tribe, 1973). Under- 
lying all this is a continuing concern about the 
possible harmful effects of pornography, its 
implications for mental health and the need for 
more research and informed psychological 
guidance. 

Pornography is a highly emotive topic which 
raises à number of very basic issues touching 
on morals, religion, law and politics. Not the 
least of these is the freedom of the individual, 
in a free society to read what he likes. Dis- 
passionate scientific enquiry into any aspect of 
human sexuality is bedevilled by prejudice, 
polemics and sheer ignorance; these do not 
help the real methodological problems. Margins 
become blurred so that questions such as 
whether pornography is evil, socially harmful, 
offensive or pathological may well get confused 
(Miller, 1972). 


SURVEYS AND REPORTS 

The concise general history of pornography 
by Hyde (1964) is a useful starting point; 
Freeman (1967) gives a popular survey of the 
more specialized types of publication. The 
rather wider field of literary censorship, with 
many pertinent examples, has been chronicled 
by Thomas (1969). The case for pornography 
and its relative harmlessness has been recently 
stated by Simons (1972), while the case against, 
citing many relevant psychological and philo- 
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sophical arguments, has been published as a 
symposium edited by Holbrook (1972). 

American research up to 1961 was sum- 
marized in the comprehensive paper by Cairns 
et al. (1962). This has now been superseded by 
the very extensive survey of the U.S. Com- 
mission, with its impressive array of supporting 
documentation. Good summaries are the paper- 
back version of the Commission's Report (1970) 
and the distillate of the supporting research 
prepared by Burns (1972). Some of this research 
is further evaluated in the review by Money and 
Athanasiou (1973). A critical review of the 
psychological literature (Yaffe and Tennent, 
1973) grew out of the bibliography prepared 
for the Longford Committee of Inquiry. This 
committee’s report (1972) is a disappointing 
hodge-podge which reflects the Chairman’s 
well intentioned but muddled approach. 

The evolution of the legal position is well 
documented (St. John Stevas, 1956; Arts 
Council, 1969; Rolph, 1969), and useful 
annotated catalogues of banned books (not 
always banned because of obscenity) have also 
been published (Craig, 1962; Haight, 1955). 

Many reviews of the subject fail to discrimi- 
nate between written matter, pictures, films, 
plays, live shows and so on. This paper is 
concerned only with written material, whether 
illustrated or not. 

As a working definition pornography will be 
taken to mean writings dealing explicitly and 
almost exclusively with sexual topics, whose 
sole aim is to induce sexual arousal in the reader. 
An arbitrary distinction is sometimes made, on 
an analogy with drugs, between hard-core and 
soft-core pornography. The former is usually 
held to have nothing whatever to commend it, 
the sort of thing the average reasonable man 
would find quite revolting. But, paradoxically, 
some studies have suggested that, because very 
strong stimuli may mobilize ‘perceptual de- 


296 


fences’, less sexually explicit materials may 
generate more reported sexual arousal than 
more explicit materials (Brown et al., 1973). 

Yet another overlapping category is that of 
erotica, which has a more respectable ring to it. 
One distiaguishing feature, according to Ding- 
wall (1973) is that the work affords aesthetic 
satisfaction as a whole and not merely sensual 
stimulation. The serious student of this genre 
should be familiar with the bibliography com- 
piled by Deakin (1964) as well as Foxon's 
(1965) scholarly review of early ‘libertine 
literature’. The remarkable collection of Н. S. 
Ashbee (1834-1900) the annotated catalogue 
of which he published under the pseudonym of 
Pisanus Fraxi in three magnificent volumes 
(privately printed in 1877, 1879 and 1885) later 
passed to the British Museum, adding greatly 
to their ‘Private Case’. The vicissitudes of this 
collection have been amusingly recorded by 
Fryer (1966). 

But further arguments about some porno- 
graphy not being erotic or certain types of 
erotica not being pornographic introduce a 
degree of sophistry which is not always war- 
ranted. The law, far from clarifying the situa- 
tion, has actually confused it by introducing 
further terminology equally difficult to define. 


Soaro-CULTURAL ASPECTS 


One problem is that there are no innate 
qualities of obscenity which make it absolutely 
so for all time and all people. This aspect can 
be demonstrated in studying comparative 
religion where . . . “опе man's innocent fer- 
tility ritual is another man’s lascivious orgy’ 
(O’Flaherty, 1972). 

Another aspect touches on sexual modesty, 
the breaking of taboos and the association with 
dirt and disorder. Further clarification of these 
associations has been made by Mary Douglas, 
particularly in her book Purity and Danger 
(1966). As summarized by Miller (1972)—‘The 
notion of pollution and filth then attaches itself 
not so much to any intrinsic property of what is 
feared, but to the fact that what is feared 
violated some boundary which has been 
established for symbolic reasons’. 

If nothing else, pornography can have 
sociological value by reflecting the mores, 
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inhibitions, fantasies and preoccupations of a 
particular culture at a particular time. 

Perhaps one important variable is the social 
status of women. After all the central theme of 
pornography, in one way or another, involves 
the degradation of women. The considerable 
output of pornography in Victorian times may 
have resulted not only from the repressive, 
puritanical and hypocritical society, but also 
as a reaction to emerging female emancipation. 
Similarly to-day the further threat of ‘Women’s 
Liberation’ could be partly responsible for 
another outpouring of pornography. 

With few exceptions what is clear is that 
pornography is essentially written by men for 
other men—often under the guise of a female 
author ‘confessing all’. Two exceptional women 
authors—they were exceptional in many other 
ways as well, but very different from each other 
—were Mrs. Aphra Behn (1640-1689) notorious 
for her coarse plays, and the highly cultured 
Marguerite de Navarre (1492-1549) who wrote 
but never completed the entertaining Hepta- 
meron modelled on Bocaccio’s Decameron. How 
much those sex differences are innately or 
culturally determined is debatable, but one 
viewpoint is that the romantic story is more 
arousing for women but is not recognized as 
such by men and so is not classified as porno- 
graphic by predominantly male law-makers. 
But one recent attempt to measure reactions to 
erotic literature in a sample of 40 male and 
40 female students showed few significant 
differences in their responses (Englar and 
Walker, 1973). 

One underlying fear is that the advocacy of 
too much sexual licence will lead to the disinte- 
gration of family life, thus undermining the 
whole fabric of society, with resultant anarchy. 
Frequently quoted in this context is the decline 
and fall of the Roman Empire. However, if 
Gibbon's famous account is to be believed, а 
powerful influence in bringing this about was the 
disastrous effect of the introduction of Christian- 
ity, with its misogyny and unhealthy pre- 
occupation with sexual intercourse, chastity, 
mortification and flagellation. 

The more obvious use of obscenity as a 
political weapon was well exemplified in the 
‘Wilkes affair’ (John Wilkes, 1727-97, politician 
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and writer) with the publication of An Essay 
on Woman. This has now been published in full 
for the first time in over 200 years, in a sump- 
tuous new edition (Hamilton, 1973). It also 
illustrates how pornography was originally so 
closely associated with sedition and blasphemy. 
It is probably these wider aspects—threats to 
law and order and to the Establishment—that 
have led to restrictive legislation, rather than a 
paternalistic concern for individual morals. 


Tue Law 


The most important current legislation re- 
mains the Obscene Publications Acts of 1959 
and 1964. These grew out of the older offence 
of obscene libel. Therefore what is proscribed is 
not pornographic literature—pornography as 
such is not illegal—but the publication of an 
obscene article. But what does this word 
really mean? The etymology is disputed, but its 
origin goes back much further than that of 
pornography, to around the sixteenth century. 
Before acquiring its present day generalized 
meaning of offensive, indecent, lewd and so on, 
it probably derived from the Latin obscaenus, 
being concerned with augury and meaning ill- 
omened. Alternatively it was from ob (in the 
way of) and scaena (a stage, originally for reli- 
gious rites). This would answer the seemingly 
paradoxical question of prosecuting representa- 
tions of acts which are in themselves perfectly 
legal. It is the public display or discussion which 
constitutes the obscenity. 

The legal approach to these semantic pro- 
blems seems at first sight to offer a way out by 
providing an operational definition of a ‘ten- 
dency to deprave and corrupt’. But in practice 
many a useless hour has been spent in court on 
just what this is supposed to mean, as there is 
no statutory definition. It is really a legal fiction 
and historically shows well the earlier associa- 
tions with the wider moral and religious aspects. 

In fact it derives from the ‘Hicklin judgement’ 
of 1868. Wolverhampton magistrates wanted to 
destroy 252 copies of a pamphlet entitled The 
Confesstonal Unmasked, on the ground that it was 
obscene. It was an anti-papist tract describing 
the alleged depravity of Roman Catholic priests, 
the iniquity of the confessional and the sorts of 
questions put to females. The author of the 
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pamphlet appealed to Quarter Sessions, where 
the Recorder (Hicklin) allowed it on the ground 
that the pamphlet was concerned only to expose 
the Church of Rome and not to harm anybody’s 
morals. The prosecution then appealed to the 
High Court—then led by Chief Justice Cock- 
burn—who reversed the Recorder's decision 
and held the test of obscenity to be: 

*Whether the tendency of the matter charged 
with obscenity is to deprave and corrupt those 
whose morals are open to such immoral 
influences, and into whose hands a publication 
of this sort may fall’. 

This judgement has affected all subsequent 
legislation, as well as making clear for the first 
time that publications might be banned as 
obscene solely on the grounds of the sexual 
content and not because of sedition or blas- 
phemy. 

To return to the 1959 Act. The majority of 
cases are dealt with by what are sometimes 
called ‘destruction orders’ under Section 3 of 
the Act. This is a way of censoring at the point 
of sale by prosecuting the bookseller rather than 
the publisher. There is no penalty other than 
burning the books, and this on the summons of 
a magistrate. The magistrate states that he 
proposes to order the books to be destroyed unless 
the bookseller, author or publisher ‘show cause’ 
why this should not happen. The right of a 
private citizen to initiate a prosecution was 
abolished by the 1964 Amending Act. A right of 
appeal for trial by jury was also instituted. 

The greatest defence for worthwhile literature 
was the procedure written into the Act for trial 
by jury and the ability to call expert witnesses 
to testify to the ‘public good’ aspect. Section 4 
states that no conviction or forfeiture will take 
place if—‘it is proved that publication of the 
article in question is justified as being for the 
public good on the ground that it is in the 
interests of science, literature, art or learning, or 
of other objects of general concern’. Since the 
Appeal in the Oz magazine case ‘experts’ such as 
psychiatrists are no longer asked about the 
tendency to deprave and corrupt, this being for 
the jury to decide, but can testify about the 
‘public good’ aspect. But it is important to 
realize that this is only after the article has been 
found to be obscene; at this stage a psychiatrist 
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appearing for the defence will be expected to 
argue that publication of the article, notwith- 
standing its obscenity, will be for the public 
good—a somewhat awkward situation to be in. 

The maximum penalty under the Act is three 
years’ imprisonment and an unlimited fine. 
More recently, the refusal to grant costs even on 
acquittal has sometimes made the defence a 
hazardous financial undertaking. Again, it is 
not sufficiently realized that there are a number 
of lesser known Acts which can also be invoked 
to suppress erotic literature if there is a deter- 
mined drive to do so. There are 11 Acts in all, 
which vary from such nineteenth-century ones 
as the Vagrancy Act (1824) and the Indecent 
Advertisements Act (1889) to the Post Office 
Act 1953. This last further confuses the issue, 
as it has adopted yet another definition of 
obscene, this time in its more usual dictionary 
one of lewd and disgusting. 

The Theatres Act 1968 abolished censorship 
by the Lord Chamberlain and brought the 
theatre into a degree of parity with the other 
arts, but it is worth noting that the penalty for 
obscenity is greater than that for inciting racial 
hatred. With the emotional and sexual signifi- 
cance of hair (Berg, 1951) it is no accident that 
the first show to take advantage of the new stage 
freedom was 'Hair'! 

The proposed new legislation, not on the 
statute book at the time of writing, is the 
Cinematograph and Indecent Displays Bill 1973. 
The principal aims are to clear offensively erotic 
posters from the streets and salacious magazine 
and book covers from shops. 


· PSYCHOPATHOLOGY 
Are there any common factors in porno- 


graphical writings which might give some clues 
to the psychopathology? Apart from sexual 
content and sexual aims there is the use of 
taboo words and the revelry in scatology. 
The English language is perhaps not as re- 
warding as others for this purpose (witness the 
recent publication of large scholarly tomes in 
German and Spanish) after the usual four- 
letter words have been exhausted. These have 
now lost their shock value and must be con- 
sidered almost respectable—the reasons for 
inclusion in the Oxford English Dictionary Supple- 
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ment have been given by the Editor (Burchfield, 
1972). À comprehensive etymological review, 
with social comment, is provided in The 
Anatomy of Swearing by Montagu (1968). Other 
vulgar and slang expressions abound, parti- 
cularly for copulation and the penis, although 
there are none for the clitoris. Hidden meanings, 
Suggestive analogies, innuendoes and double 
entendres can be found in the works of many 
great writers, for instance Shakespeare (Par- 
tridge, 1956). Not that the language itself needs 
to be coarse or vulgar for the work to be 
banned, as in the case of Fanny Hil, which is 
delightfully written. But a further hint at some 
of the more immature, unconscious, childish 
origins may be gleaned by the actual fear so 
often engendered—perhaps a hangover from 
the primitive belief in the magic of words 
themselves, especially in altering socialsituations. 

But it is not just the breaking of verbal taboos 
that is important but sexual and social ones as 
well such as incest and the seduction and 
defloration of very young girls—these may or 
may not be associated with violence. It is 
perhaps this latter aspect that concerns people 
most. The aggressive iconoclastic elements are 
further exemplified by anti-Establishment, anti- 
authoritarian, and anti-religious themes. Repeti- 
tiveness, total lack of humour, obvious fantasy 
characteristics and, some would say, production 
solely for profit, are other general features. 

A psychoanalytical view has been expressed 
by Khan (1972), who writes: 'If, aesthetically, 
pornography is lacking in imagination and, 
psychologically, in both emotion and object- 
relation—and if, physically, it symptomizes a 
lack of spontaneous instinctual impetus and 
desire—then one can define it as exclusively pre- 
occupied with the mental pursuit of sensations 
to the exclusion of both emotions and object- 
relations. It aims to conjure up somatic events 
through words, and these are its only reality’. 

Marcus (1966) has written a perceptive 
account of the ‘utopian’ characteristics of 
pornography—for which he coined the term 
*pornotopia'—in relation to space, time and 
representation of the external world. He also 
discusses the relationship between pornography 
and literature in general. Earlier he made the 
observation that after extensive reading he had 
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come to the conclusion that pornography could 
only have been written by men who at some 
point in their lives had been starved—‘Inside of 
every pornographer there is an infant screaming 
for the breast from which he has been torn. 
Pornography represents an endless and in- 
finitely repeated effort to recapture that breast 
and the bliss it offered, as it often represents as 
well a revenge against the world—and ‘the 
women it it—in which such cosmic injustice 
could occur’. 

On the fantasy content, pornography has 
been dubbed as fairy tales for adults, although 
a new look at traditional children’s fairy tales 
has managed to quarry a mine of sexual psycho- 
pathology (Duffy, 1972). But another author 
has pointed out that the gap between fantasy 
and reality is deliberately maintained in erotic 
works by many ‘distancing’ devices, and he 
even offers a way of measuring this (Elsom, 1973). 

Further evidence for the fantasy basis is that 
much of what goes on is physiologically im- 
possible, for example, there are no serious 
physical consequences from many of the 
beatings and whippings. Also there is nothing 
of venereal disease, unwanted pregnancies, sexual 
difficulties, doubts, uncertainties, guilt, post- 
coital sadness or personal commitment. There 
are no practical problems. There is lust in 
plenty, but little in the way of love, joy or 
ecstasy. It is often a mechanical apposition of 
orifices. Perhaps this has greater appeal to 
men, because more males do need sex without 
commitment and can more easily dissociate the 
sex act from the other emotional and biological 
aspects. 

The central theme in the psychopathology of 
pornography is really concerned, on a fantasy 
basis, with the dread, fear and envy of women. 
Lederer (1968) in a series of erudite essays, has 
illustrated just how universal are these fears. 
Women have been seen as a threat at least since 
Eve and the Fall, but perhaps a better descrip- 
tion would be a Delilah complex—woman as 
sexual temptress, betrayer, sapper of strength and 
virility, humiliator and castrator, with the dan- 
gerous ‘vagina dentata’. At the same time she 
is envied for her creativity, nurturant and 
succouring roles. It is no coincidence that all 
women in pornography have especially large 
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breasts. But she is also feared for her insatiable 
sexual appetite—after all one of the fundamental 
differences between the sexes is the fact that a 
woman can have sexual intercourse at any time 
and repeatedly. 

These fears and fantasies are dealt with, in 
pornography, by demeaning, degrading and 
denying. In that masterpiece of sado-masochism 
The Story of O, she is not even given a name. 
She is beaten (sadism), humiliated (fellatio, 
sodomy), reduced to a sexual object (fetishism) 
or her importance completely denied (homo- 
sexuality). In male masochism the man is 
trying to show that complete subjugation is not 
really dangerous but actually exciting and 
pleasant. In depicting bestiality, it is nearly 
always the woman who is raped by an animal, 
thus reducing her to the same level. Further 
illustrations of this theme could be given. 

At the same time male virility and potency 
are over-emphasized, with an enormous penis 
and copious ejaculations (? castration anxiety). 
It is male-orientated psychoanalysis that has 
always emphasized so-called penis envy, but 
curiously enough the erect penis is rarely shown 
in pornographic magazines; one editor actually 
stated that if he did he would risk prosecution 
even though his female illustrations were lurid 
enough. 

Yet another facet of the male orientation is 
that much of what women are supposed to enjoy 
is foisted on to them by assuming it is exactly the 
same as for men. In other words another way 
of dealing with the central dilemma is to say 
there is nothing to fear really, they are just like 
us! This is well demonstrated in the greatest 
erotic autobiography in the English language 
Му Secret Life—in which the author (‘Walter’) 
‘confessed’ to having had intercourse with over 
a thousand women in his life—yet he still 
believed and vividly described their ‘coming’ 
and ejaculating. 


EFFECTS OF PORNOGRAPHY 
This is an extremely complicated problem, 
with a dearth of reliable scientific data. Certain 
basic problems, such as measurement, remain 
unsolved. Ideally, the following considerations 
should be 
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Possible effects could be divided into effects 
on the individual reader, sexual and non- 
sexual; effects on others (society), sexual and 
non-sexual; and effects on participants or writer, 
sexual and non-sexual. Effects could also be 
subdivided into immediate (short-term) and 
long-term, as well as resulting from single or 
occasional exposure versus repeated or con- 
tinued. Perhaps too, effects, at least on the 
individual, could better be divided into effects 
on attitudes, feelings, fantasy life and behaviour. 
Further important variables to be considered 
would be age, sex, social class, educational and 
mental health. 

Often without thinking through the implica- 
tions or taking into account the complexities 
involved, general ‘theories’ have been pro- 
mulgated to describe the effects of pornography. 
These can be subsumed under six main 
headings: (1) Cathartic; (2) Aversive; (3) 
Stimulant; (4) Corrupting; (5) Liberating; 
(6) No important effects. 

The catharsis or ‘safety-valve’ theory is well 
known, and postulates that it: provides an 
effective outlet for many sexual fantasies, which 
might instead be the cause of acting out 
behaviour. Also, like swearing, it could be 
looked on as a relatively harmless way of 
breaking taboos and expressing hostility. The 
aversive theory is that what one reads about is 
found so off-putting and revolting that the 
reader is repelled and made to feel quite sick. 
He may even be led to the view that both writer 
and those enjoying such works are highly 
abnormal, in need of help or treatment, and 
perhaps to be pitied rather than condemned. 
Other possible emotional responses are shame, 
anxiety or anger. The stimulant argument, or 
that of mimesis, postulates that sexual excite- 
ment is engendered, ideas are put into people’s 
heads and they are driven to copy or try out 
these things themselves. They may so lose 
control of themselves as to indulge in rape or 
other anti-social sexual behaviour. 

The corrupting hypothesis, as has already been 
noted, is the pillar of the legal case. If it means 
anything at all it is to cause a person to act 
in a manner contrary to his own moral prin- 
ciples. The corrupting may be of a non-sexual 
kind and affect not only the individual but 
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society at large. This has also been turned the 
other way in the view that people who indulge 
—the ‘dirty old man’ in shabby raincoat—is 
already corrupted, so cannot be further harmed. 
And opponents always point out that it is 
always ‘the other person’ who is corrupted. 
Another variant is that, as with drugs, you-can 
become addicted and so corrupted in this way. 

The opposite view is taken by the liberating 
theory—that it may do a lot of good for an 
individual to be shocked and indeed society as 
well. Ideas, prejudices, taboos and customs 
should be periodically called into question and 
possibly changed. It could even be an enriching 
experience—for instance recent work (Nemiah 
and Sifneos, 1970) has shown that many patients 
suffering from psychosomatic disorders have 
very poor or practically non-existent fantasy 
lives. Under this heading too could come other 
possible therapeutic applications, for instance 
in aiding the rehabilitation of the sexually 
inadequate. 

Finally, there is the school that states the 
whole matter is exaggerated, that there are no 
important effects, pornography quickly bores 
and if freely available and devoid of the 
‘forbidden fruit? element would rapidly find its 
own level and soon be ignored. 


COMMENTS AND CONCLUSIONS 


The short-term effects of pornography have 
been most studied, but often in very artificial 
situations and on highly selected samples. In 
fact, most of the ‘scientific’ evidence is derived 
from the study of university students—it often 
seems that we know more about the sex lives 
of American psychology students than of any 
other group in the world! 

Erection is readily produced, but this is 
usually short-lived, so the likely immediate 
effects are solitary masturbation (it is frequently 
forgotten that reading pornography is essentially 
a solitary occupation), or possibly sexual 
intercourse if a willing partner is available. 

Little is known about the regular ‘clients’ of 
pornography or about any long-term effects, 
but on the other hand such evidence as there 
is does not suggest that pornography influences 
people to behave sexually in any other way than 
that to which they are already accustomed. 
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Sexual patterns of behaviour are well fixed 
long before reading pornography can have 
any decisive influence. But occasional contact 
with pornography is almost a universal experi- 
ence with males. 

Much has been made of the Danish experi- 
ment of liberalizing their laws so that por- 
nography became freely available. However, 
this is not as permissive as is commonly believed; 
it is still an offence to sell obscene materials 
to anyone under the age of 16, or to violate 
public decency, or to make public display of 
‘offensive’ material or unsolicited delivery to 
people’s homes. Official statistics of any country 
on such emotive topics as abortion, suicide, 
and sex crimes should always be treated with 
reserve, although what happens in one country 
may have little bearing in a very different 
socio-cultural setting. There are too many 
variables involved, and experience is too recent, 
to draw any definite conclusions as yet from 
what has happened in Denmark. 

One particular example in this country, 
frequently quoted by opponents of pornography 
is the Moors Murder case (Goodman, 1973) 
which involved the sadistic murder of children. 
Тап Brady, who was subsequently found guilty, 
was also found to have a pornographic collec- 
tion of books, including works by de Sade. But 
it is naive to see this as simple cause and effect 
—that reading a few books can turn a normally 
well balanced individual into a sexual psycho- 
path. Brady came from a typically deprived 
background and showed signs of extreme 
cruelty and deviant behaviour before the age 
of 9. If books did have any influence on him 
and his female accomplice—who is usually 
left out of this argument—his collection on 
Nazi Germany may be even more relevant. 
But whatever legislation is passed there will 
always be a few highly unstable psychopathic 
or psychotic individuals for whom it would 
make no difference. 

The overall importance and potential in- 
fluence of erotic literature has been greatly 
exaggerated. For example Peckham (1969) 
concluded that pornography, far from being 
peripheral to a society, is absolutely central, 
and because it represents the currents of innova- 
tion has always been regarded as a dangerous 
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force. There are many still who read nothing, 
not even a newspaper or magazine, let alone a 
book. Obviously literature has some influence, 
but to what extent fiction actually affects the 
prevailing sexual mores is controversial. If the 
potentially pernicious effects of literature were 
really believed, then what should be banned is 
the most widely read and disseminated type of 
book of all, namely the crime thriller. Surely 
the acceptance of violence and glorification of 
crime must be corrupting. 

Nor is there any evidence to suggest true 
addiction either in the drug or alcohol abuse 
sense or in the technical compulsive one. 
Satiety is rapidly reached, and the average 
man then reacts with boredom or aversion. 

But what about children and the immature? 
There is little reliable evidence that porno- 
graphy even interests children, let alone that it 
has a baleful influence on them. Special legisla- 
tion was introduced, mainly to protect them 
from the worst type of horror comic—the 
Children and Young Persons (Harmful Publica- 
tions) Act 1955—but by 1969 there had not 
been a single prosecution under this Act. 

Much of the conflicting evidence was recently 
aired in the Oz magazine case (No. 28 'School 
Kids’ issue) in which the particular number of 
the magazine was put together by a group of 
young adolescents. However, other factors, not 
just sexual ones, were also involved, such as 
ilicit drug-taking, and incitement to violence 
and anarchy. These other aspects contributed 
to the prosecution being not only under the 
Obscene Publications Acts but also under an 
older more nebulous common law charge of 
*conspiracy to corrupt public morals'. Acquittal 
on this latter charge was subsequently obtained. 
But instead of the trial increasing sales, as so 
many trials have done, the magazine ceased 
publication in mid 1973 with debts of about 
£20,000. 

This also raises the perennial problem of the 
best type of sex education for children, The 
commotion caused by the publication of the 
Little Red Schoolbook is an eloquent testiniony to 
the strong feelings engendered. When critically 
evaluated the standard manuals of sex education 
have been found wanting on many counts (Hill 
and Lloyd-James, 1970). But whatever the 
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answers, commonsense dictates that the imma- 
ture should be protected from all forms of sexual 
exploitation and most would probably agree 
that ‘dirty books’ should not be the sole source 
of sexual mformation for children. 

The poor quality and quantity of ‘orthodox’ 
sexual instruction is one reason for the recent 
growth of self-help magazines which specialize 
in correspondence columns and answering 
readers’ queries. Indeed some of these magazines 
have themselves been prosecuted for publishing 
obscene articles. Much depends on manner of 
presentation and the degree of responsibility 
shown in answering the questions. One magazine 
has even offered a personal counselling service 
as well, Clearly much good could be done in this 
way—relieving guilt, improving understanding 
and education in the best sense of the word, 
particularly for those too shy, frightened or 
inhibited to approach professional counsellors 
or not knowing how to go about it. However, this 
type of publication can be abused with varia- 
tions of the well established gutter press formula 
of titillation followed by moral indignation. 

А recent leader in the Lancet (1972) had this 
to say about this type of publication—'A good 
idea of the range and prevalence of common 
anxieties and dysfunctions—most of them fairly 
easily remediable by reassurance and simple 
advice—can be had from such magazines. ‘The 
advice.given in reply is of variable quality, but 
much of it confirms the inquirer's view that 
more realistic comment can be had from a 
sexually experienced layman than from a 
medical advisor, or even from a psychiatrist 
whose experience of sex problems is drawn 
from the tail rather than the middle of the 
distribution curve’. 

The general conclusion would be that on 
present evidence pornography does little harm 
to mental health and cannot be held responsible 
for initiating anti-social sexual behaviour in 
those not already so predisposed. But porno- 
graphy can be offensive and embarrassing, 
particularly if unsolicited or too publicly dis- 
played.” Perhaps we need to know more about 
the psychology of ‘being shocked’ and just what 
this means. Some even draw an analogy with 
environmental pollution (an interesting variant 
on the old euphemism nocturnal pollutions) 
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but this is not entirely apt. You may find your- 
self in a polluted atmosphere simply by walking 
in the street, but you have to make a deliberate 
conscious choice to seek out and buy a porno- 
graphic book. 

Perhaps the best answer is improved educa- 
tion, rather than more repressive legislation 
and censorship, with pornography regarded not 
as something to be feared but simply as in 
rather poor taste. 


SUMMARY 


After a brief review of recent surveys and 
reports the problems over definitions and further 
classification of pornographical and obscene 
writings are discussed. The important socio- 
cultural variables are described, followed by an 
account of the legal position, with particular 
reference to the Obscene Publications Acts 1959 
and 1964, recent legal decisions and possible 
future legislation. The main psychopathological 
features of pornography are detailed as well as 
six general theories of its postulated effects; 
these are summarized as cathartic, aversive, 
stimulant, corrupting, liberating and no im- 
portant effects. The special cases of children, 
the immature and the mentally disordered are 
further considered, and the many important 
variables often neglected in research. It is 
concluded that on present evidence porno- 
graphy does little harm to mental health but 
can be offensive to many people. It is suggested 
that instead of further restrictive legislation a 
better policy would be increased education, 
with pornography regarded simply as being in 
rather poor taste. 
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Psychiatric Teaching in the General Hospital" 


By GEORGE E. RUFF and PHILIP G. MECHANICK 


'The increasing involvement of psychiatrists 
in the general hospital presents opportunities 
for teaching medical students about the psycho- 
logical evaluation and management of patients. 
We have found it useful to introduce this topic 
during the first year, by collaborating with 
colleagues from medicine and surgery in an 
interdepartmental course on patient саге. 

From the beginning, emphasis is placed 
upon the medical interview—not only as a 
means for gathering data, but also as a step in 
establishing an effective doctor-patient relation- 
ship. The psychiatrist seeks to help the student 
become aware of verbal and non-verbal com- 
munications, to observe his or her interaction 
with the patient, and to make use of feelings 
аз а source of information. Ап explicit outline 
of goals for interviewing is provided, which can 
be used to evaluate the student's progress. 

A ‘psychological systems review’ is included 
within the review of functions which forms part 
of the medical history. This guides the student’s 
efforts to determine what kind of person the 
patient appears to be, what is the emotional 
state, what is the work and living situation, and 
what is the status of significant relationships. 
In addition, the student is asked to assess 
special problems, life change, and the patient’s 
assets and liabilities. 

After the patient has been examined, a 
problem list is prepared, in accordance with 


м Based on a paper presented by G.E.R., at that time 
working in the Department of Psychiatry, University of 
Edinburgh, at the meeting of the Scottish Division of 
the Royal College of Psychiatrists, Glasgow, December 
1973. 


1 Because U.S. students ordinarily enter medical school * 


after receiving a university arts or sciences degree, this is 
approximately equivalent to the third year in a British 
curriculum. An introductory course ın behavioural 
science is also presented during our first year. 


Weed’s suggestions for the problem-oriented 
record (1970). The student is encouraged to 
look for possible relationships between psycho- 
logical findings and the aetiology, course, and 
treatment of the patient’s illness. For example, 
if a student describes a patient with apparent 
hypertension as a tense person who attempted to 
control the interview, the discussion might 
consider whether the patient’s style of dealing 
with others is likely to influence treatment. 
The psychiatrist might also present studies of 
the interaction among biological, psychological, 
and social factors in hypertension. References 
to the literature on the psychophysiological 
mechanisms involved in this condition would 
be provided. 

The problem list is followed by a statement 
of plans for each problem. In the Weed system 
(1970) these fall into three categories: (1) plans 
for collection of further data to establish a 
diagnosis or to facilitate management; (2) plans 
for treatment with specific procedures or drugs; 
and (3) plans for education of the patient about 
his illness and his part in its management. At 
this point, questions are raised regarding 
additional information which may be needed: 
a more extensive mental status examination, 
psychiatric consultation, psychological testing, 
or interviews with other informants. 

Although the topic of psychiatric diagnosis 
is introduced in a general medical setting, most 
teaching of the mental disorders is done in the 
psychiatric clerkship. This is usually taken in 
the second year, on the psychiatric ward of a 
general hospital or in a mental hospital. Detailed 
outlines of goals for knowledge and skills to be 
learned are provided. Emphasis is placed upon 
psychopathology and diagnosis. Basic informa- 
tion on aetiology and treatment give an over- 
view of psychiatry as a speciality. Students 
must learn what is involved in making psychia- 
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tric referrals, and must also understand how to 
interpret psychiatric issues to the patient and 
family. Little attention is given to theory. 

Emphasis during the psychiatric clerkship is 
also placed upon common psychiatric emer- 
gencies—such as anxiety attacks, acute psy- 
chosis, or drug overdose—which call for 
immediate attention. The students should 
learn to do what is necessary, including how 
to give phenothiazine drugs when indicated. 
If the disorder is severe, but less acute, he should 
know what resources are available for more 
specialized treatment. He is also expected to 
understand the general clinician’s role in 
continued care after the acute psychiatric illness 
has subsided. Although most of our psychiatric 
clerkship is concerned with mental disorders, 
part of the student’s time is used to extend his 
or her capacity to deal with psychological 
problems of non-psychiatric patients. 

At the University of Pennsylvania, most of the 
last two years of the medical curriculum are 
devoted to electives. More than twenty courses 
are offered by the Department of Psychiatry 
(Ruff, 1970). These range from advanced 
seminars in behavioural science areas to clinical 
clerkships in the out-patient department, which 
include supervised experience in supportive 
psychotherapy. Courses are also given in more 
specialized fields, including community psychia- 
try, child psychiatry, and marriage counsel- 
ling. 


One of the electives will serve to illustrate 
the type of programme we propose for the 
general hospital. Entitled ‘Psychological Aspects 
of Clinical Surgery’, this was planned and is 
taught in collaboration with members of the 
Department of Surgery. It consists of an eight- 
week clerkship in a surgical ward. The student 
takes the history and examines surgical patients, 
assists in the operating room, and has the usual 
responsibilities of a student extern assigned to a 
general surgical service. Special rounds and 
conferences focus on psychological assessment 
and management of surgical patients. Attention 
is directed to issues such as pre-operative anxiety 
and fear of malignancy. Help is given in dealing 
with these problems through varied teaching 
methods, including role playing. For example, 
a student may interview a faculty member 
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enacting the part of a patient who is to be told 
that he has an inoperable tumour. 

Symptoms of mental disorders are often seen 
on the surgical wards. By encountering patients 
with such problems, the student learns that 
dealing with them is part of the surgeon’s task. 
This tends to counteract the tendency to 
separate what is learned on the psychiatric 
ward from the rest of the student’s clinical 
experience. 

We believe that there is a challenge in pro- 
grammes of the type we have outlined for 
psychiatrists to formulate objectives and develop 
methods to teach the fundamentals of psycho- 
logical diagnosis and management. When 
psychiatrists are explicit in what they propose 
to teach, opportunities can usually be found to 
collaborate with members of other departments 
who share similar objectives. We hope that the 
result will be a higher standard of patient care 
in whatever field of medical practice students 
choose to enter. 


SUMMARY 

A programme has been outlined for psychia- 
tric teaching in the general hospital. The major 
objectives are to help students learn the psycho- 
logical evaluation and management of patients. 
Emphasis is placed upon the medical interview, 
and upon preparing as complete a list of the 
patient’s problems as possible. Students are 
encouraged to include a ‘psychological systems 
review" within the medical history, and to 
consider relationships between the patient's 
psychological status and other aspects of his 
illness. 

After students have had experience with 
psychological evaluations of general medical 
patients, psychiatric syndromes are introduced. 
Emphasis here is upon diagnosis rather than on 
treatment. Electives are available in both 
behavioural science and clinical areas. Àn 
example has been presented of a programme 
in which psychiatric teaching is done on a 
surgical ward in a general hospital. It has been 
suggested that successful teaching of this type 
depends upon explicit descriptions of goals and 
methods, and upon collaboration by colleagues 
in other disciplines who share similar objectives. 
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Multivariate Analysis: the Need for Data, and other Problems 


By B. S. EVERITT 


Summary 
Multivariate analyses are an aid to, not a substitute for critical thinking in the area of data 
analysis. Meaningful results can only be produced by these methods if careful consideration 
is given to questions of sample size, variable type, variable distribution etc., and accusations of 
subjectivity in interpretation can only be overcome by replication. 

The computer revolution has produced many problems for statisticians, not least of which is 
the ease with which experimenters may access packages of programs for multivariate analysis, 
and so bypass a ‘difficult’ (by which is meant one who will not do simply as he is told) 
statistician. Of course there are many abuses of univariate statistical methods. Here, however, 
the abuses are not likely to lead to such seriously misleading results as in the multivariate case. 

Perhaps a major cause of the continuing misuse of statistical methods is the insistence 
of many journal editors in psychology and related areas, on articles being laced with 
multivariate analyses, and on encouraging the pedantic use of significance levels, i.e. the 
inevitable p < ——, as if such inclusions lent an air of respectability to their journal which it 
might not otherwise have had. Research workers in these fields would be better encouraged to 
devote more time to an initial screening of their data using simple graphical techniques, to 
ensure that their data are at least approximately suitable for more complicated multivariate 


analyses. 


I. Introduction 

In 1972, a brief article of mine was published 
in this Journal dealing with the problems of 
using the techniques of cluster analysis in 
practice. Since then it has occurred to me more 
and more frequently that warnings are needed 
not only about the relatively new technique of 
cluster analysis but also about more commonly 
used multivariate methods such as principal 
components, factor analysis, and discriminant 
function analysis. Such a belief has been 
compounded by my dealings with psychiatrists, 
psychologists and others, who seem to have 
come to regard multivariate analysis in parti- 
cular, and statistics in general, as a universal 
remedy for ‘poor’ data, and, in some cases, as 
a substitute for almost no data at all. The 
purpose of this note, then, is to point out the 
difficulties in using various techniques of multi- 
variate analysis in practice, and to suggest 
various ways of overcoming these difficulties. 


2. Sample size or the need for observations 
Multivariate data consists of a set of measure- 
ments (say p in number), made on a number 
(say N) of individuals. In many applications of 
multivariate techniques, such as factor analysis, 
reported in the literature, little attention seems 
to bave been paid to the size of the ratio of IN 
to p required to make any such analyses worth 
while. Many studies have used multivariate 
methods where N is of the same order of p; 
few investigations can be quoted where N is 
much larger than p. Of course, sample size is 
related to the ‘economics’ of data collection, 
the ‘difficulty’ of obtaining data in particular 
areas of research, etc., and so cannot be consid- 
ered solely from a statistical viewpoint. How- 
ever, there are various minimum requirements 
for multivariate analysis which might be made 
on statistical grounds, and which if not met with 
in practice should suggest using other simpler 
methods of analysis. For example, many multi- 
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variate techniques, such as principal components 
analysis and factor analysis, begin with the 
computation of a correlation matrix between 
variables. This correlation matrix is an estimate 
of the population correlation matrix, and in a 
similar manner to the simple correlation co- 
efficient has a sampling distribution which 
indicates its accuracy as an estimate. This 
distribution is extremely complicated and is of 
little help in obtaining any ideas as to how 
large N must be in relation to p before the 
population correlation matrix is reasonably 
accurately determined. However, various 
‘Monte Carlo’ simulations can be done, and 
this author has found, for example, that if data 
are sampled from a population with zero corre- 
lations between its р = 20 variables, and a 
sample size of N = 25 is considered, then the 
estimated correlation matrices may differ widely 
for different samples, and correlations as high as 
0:7 and as low as —o-7 may be recorded. When 
the sample size is increased to one hundred, 
correlations may still be found as high as 0:35 
and as low as —0-35. Obviously, then, when p 
is of the same order as N, the sample correlation 
matrix is a poor estimate of the population 
matrix, and subsequently a principal com- 
ponents or factor analysis performed on the 
sample matrix would be at best unclear, but at 
worst positively misleading. 

Simulations lead to various conclusions 
about the size of N required in relation to p 
which seem to be roughly in agreement with 
other suggestions made with respect to this 
problem. For example, Gorsuch (1974) recom- 
mends an absolute minimum ratio of five 
individuals to every variable, but not less than 
one hundred individuals for any analysis. This is 
perhaps rather too low a ratio of N to p, but 
might well be acceptable in an investigatory 
study for which the purpose was to generate 
hypotheses. In general, however, simulations 
show that perhaps ten individuals for each 
variable may be the kind of ratio to aim for, 
although even this may be rather optimistic, 
since Finney (1974), expresses doubts that the 
minimal N should increase less rapidly than p?, 
perhaps even p? and even worse, perbaps 2p. 
Such figures show that perhaps the majority of 
factor analyses, principal components analyses 
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and the like reported in journals are based upon 
far too few observations for the number of 
variables considered. Experimenters planning 
to use these techniques should either obtain 
larger sample sizes or apply the analyses to 
particular subsets of their variables which are 
thought to be the most interesting or important 
In general the conclusions of any analysis 
performed on data for which N « 5p should be 
viewed with a certain scepticism. 


3. Types of variables 

In many investigations in psychiatry and in 
psychology, the variables recorded for each 
subject may be a mixture of qualitative and 
quantitative measurements. For example, the 
presence or absence of certain symptoms may 
be recorded, along with measurements such as 
height and weight. In many studies no consid- 
eration is given to the types of variables used 
or to their distributions; instead all are inserted 
into the factor analysis or principal components 
or cluster analysis ‘machine’ in the belief that 
in this ‘best of all possible worlds’ the results 
will be meaningful and interpretable. Un- 
fortunately this is not a very realistic assumption. 
For example, Maxwell (1972), shows how 
spurious correlations can arise (leading to 
spurious ‘factors’) when the variables are scored 
in such a way that the great majority of the 
sample are given, say a zero score, i.e. when the 
distributions are highly skew. Therefore, before 
attempting any analysis, distributions of indi- 
vidual variables should be carefully examined 
and some consideration should be given to 
making separate analyses for different types of 


variables. 


4. Detection of outliers 

The presence of ‘outliers’, that is observations 
widely different from the others in the sample, 
may have a serious affect on any multivariate 
analysis performed on the data. For example 
such observations may lead to poor estimates of 
correlations in the correlation matrix to be 
subjected to principal components or factor 
analysis. An example is given by Gnadesikan 
and Wilk, 1969. Some attempt should therefore 
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be made to discover such observations prior to 
analysis. Various methods have been given for 
the detection of outliers; for example Kruskal 
(1960), and Anscombe (1960). In many cases a 
careful examination may show that outliers 
were produced as a result of mispunching or 
misrecording. In these cases the observations 
can be corrected before analysis. If, however, 
‘real’ outliers are present, careful consideration 
must be given to what such a result infers, and 
to whether the observation should be removed 
before analysis. The automatic removal of ‘real’ 
outliers is not to be encouraged, because in 
certain situations such observations may have a 
high information content. 


5. Interpretation of results 

The interpretation of the results of a multi- 
variate analysis is generally a difficult task, 
made more difficult in many cases because of 
problems discussed in previous sections such as 
inadequate sample size. Perhaps one of the 
most difficult areas is the interpretation of 
‘factors’ produced from a principal components 
or factor analysis and the interpretation of 
‘clusters’ produced by one of the numerous 
techniques of cluster analysis. 

The subjective element in the naming of 
factors in well known and is perhaps one of the 
reasons that factor analysis was (perhaps still is) 
the black sheep of multivariate analysis. Many 
different methods of rotation of factors are 
available, and different methods may lead to 
different final factors. The experienced ‘factor 
interpreter’ can often come up with plausible 
explanations for ‘unexpected’ loadings, and 
even in cases where loadings appear that were 
not expected on the basis of hypothesis, he may 
reason, a posteriori, that the loadings ‘make sense’. 
Horn (1967), demonstrates, by analysing some 
artificially generated data, that because of the 
high subjective element present in interpreting 
factors quite ‘meaningful’ factors may be derived 
from data containing no such structure. Also, 
as already mentioned, if N is small in relation to 
p one should be wary about concluding that 
‘high’ factor loadings are defining ‘real’ and 
‘meaningful’ factors. 

The problems of the techniques of cluster 
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analysis have been discussed elsewhere (Everitt, 
1972; Everitt, 1974), and here I shall mention 
only briefly the problem of interpreting ‘clusters’. 
The first problem is that different techniques 
will in general produce different clusters, and so 
it is advisable to apply several different methods 
to one’s data and accept for interpretation only 
those clusters produced by all methods. Another 
technique for validating clusters is to assess their 
‘predictive’ ability with respect to variables not 
used in producing them. For example, Paykel 
(1972), after performing a cluster analysis of a 
sample of depressed patients, assessed the pre- 
dictive value of the clusters with respect to out- 
come on treatment with amitriptyline. 

The main method of overcoming subjectivity 
of interpretation in multivariate analysis is by 
replication, that is by collecting further samples 
and repeating the analyses. The analysis of the 
first sample may possibly be used to generate 
hypotheses, which may then be tested on later 
samples. Of course, if one’s sample is large 
enough such replication could be achieved by 
dividing the sample randomly into two and 
analysing each half separately. What should be 
avoided is using one sample to both generate 
and test the hypothesis. As remarked elsewhere 
(Williams and Dale, 1965), ‘generation of the 
hypothesis cannot be used as its own evidence’. 
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Reduced Central Serotonergic Activity in Mania: 


Implications for the Relationship between Depression and Mania 


: By J. MENDELS and A. FRAZER 


For the past decade there has been extensive 
interest in the hypothesized association between 
brain amine function and disturbances in mood 
(either depression or mania). The more influ- 
ential theories have postulated that clinical 
depression is associated with a decrease in 
aminergic function (either norepinephrine, 
dopamine or serotonin) while mania is asso- 
ciated with increased activity of these amines. 
This essentially ‘bipolar’ approach has tended 
to dominate most studies in this area. Evidence 
supporting these theories has been extensively 
reviewed (11, 61, 70) and need not be detailed 
here. 

We have suggested previously that the rela- 
tionship between depression and mania may 
not be that of two distinctly opposite conditions 
(53, 54, 88). While there are certainly many 
differences in the clinical features of these two 
conditions, it is clear that the majority of manic 
or hypomanic patients do have significant symp- 
toms usually associated with depression (48, 57). 

In spite of this, most investigators have con- 
tinued to pursue the bipolar approach both in 
the development of specific experiments and in 
the interpretation of findings from these studies. 
While this approach has been of heuristic value, 
it is possible that it may have produced a type 
of ‘tunnel thinking’ which may have resulted 
in an inadequate evaluation of certain findings 
not consistent with this initial assumption. 

In a recent re-evaluation of the behavioural 
changes associated with central aminergic 
depletion (58), we noted that the administra- 
tion of parachlorophenylalanine (PCPA), which 
inhibits the synthesis of serotonin thereby 
reducing central serotonergic activity, did not 
produce a depression-like syndrome. Indeed, 


some of the behavioural changes caused by this 
compound were suggestive of mania. Thus, for 
example, rats were liable to. develop insomnia, 
hypersexuality, increased aggressiveness and 
irritability, all of which are, of course, features 
of clinical mania. This observation led us to 
consider the possibility that mania may be 
associated with a significant reduction in 
central serotonergic function, rather than with 
an excess of such function. 

There is evidence from both clinical and 
animal experimental studies which offers some 
support for this suggestion and we believe 
encourages its further exploration. Certainly we 
do not mean to suggest that the evidence is 
conclusive; nor is the discussion which follows 
meant to be a comprehensive review of all 
studies dealing with behaviour and brain 
serotonin. This would be outside the scope of 
the present report, and such reviews are avail- 
able (4). We have selected reports which 
support this hypothesis; and at the same time 
we are not aware of any significant findings 
which would unequivocally refute it. Thus, we 
present this as a basis for further discussion and 
experimentation. 

Much of the data to be reviewed provide 
indirect rather than direct support for the pro- 
posed hypothesis. However, it is well known 
that there is little direct evidence for any of the 
current hypotheses concerning underlying bio- 
logical defect(s) in psychiatric disorders. Strate- 
gies adopted by the clinical investigator, can of 
necessity only offer indirect data on biological 
alterations in the brain of patients. Neverthe- 
less, such ideas have often. been useful in 
stimulating and providing a framework for 


experimentation. 


241 


242 
CLINICAL STUDrES 
1. CSF 5HIAA 

Several investigators have reported a signi- 
ficant reduction in the spinal fluid concentration 
of 5-hydroxyindoleacetic acid (5HIAA), the 
primary metabolite of serotonin, in both de- 
pressed and manic (or hypomanic) patients 
(14, 20, 63), though this has not been a universal 
finding (3, 5, 32, 74). 

Measurement of the increase in CSF 5HIAA 
concentration after probenecid administration 
(47) may provide a superior measure of central 
serotonergic metabolism than basal levels of 
lumbar fluid 5HIAA. There are several reports 
suggesting decreased accumulation of 5HIAA 
after probenecid loading in at least some de- 
pressed patients (32, 85) in one study (32) manic 
patients were also noted to have a similar 
reduction in 5HIAA accumulation. The 17 
manic patients studied were shown to have the 
same accumulation of 5HIAA over 18 hours as 
depressed patients. Unfortunately no control 
group data were available for the 18-hour study, 
so that direct comparison of the rate of 5HIAA 
accumulation between manic patients and 
controls is impossible. However, comparison 
with values obtained in the controls over a 
nine hour period does suggest that the rate of 
accumulation of 5HIAA in both the manic and 
depressed patients may have been reduced. 

The relevance of lumbar spinal fluid 5HIAA 
concentration to the hypothesis proposed here, 
as well as to the more commonly held idea of 
decreased serotonergic activity in depression, is 
complicated by several factors. 

(a) In the rat, changes in dietary factors 
(e.g. carbohydrate ingestion) can alter plasma 
and brain tryptophan concentrations, producing 
corresponding changes in brain serotonin and 
5HIAA levels (28). This phenomenon has 
not been investigated in humans. If this did 
occur in man, then differences in diet between 
hypomanic and manic patients as compared 
with ‘controls’ could contribute to the lowering 
of lumbar spinal fluid 5HIAA observed in the 
patients. Most investigators do perform the 
lumbar punctures in the morning (8.00 a.m.- 
g.00 a.m.) after an overnight fast, certainly 
reducing the impact of any ‘acute’ dietary 
effects. The low concentration of 5HIAA does 
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persist upon clinical recovery in some subjects 
(14, 64),-presumably at a time when the subjects 
are eating normally. 

(b) The fluorescence method used by most 
investigators to measure 5HIAA (2) may be 
non-specific, in that CSF samples can yield 
emission spectra different from authentic 5HIAA 
(89). However, this criticism does not apply to 
all reports; for example, we (63) and other 
investigators (84) have used more specific 
methods involving purification of the sample and 
reaction of the 5HIAA to form a fluorescent 
product (46). 

(c) There is some uncertainty whether lumbar 
spinal fluid 5HIAA reflects brain 5HIAA (6, 
19). There appears to be no doubt that cisternal 
fluid concentrations of 5HIAA do so (23, 34, 
35, 66). As it seems likely that there is normally 
movement of 5HIAA from the cisterna to the 
lumbar sac, the lumbar fluid concentration of 
5HIAA may well reflect brain 5HIAA, 
although the percentage of brain 5HIAA 
represented may not be large (52). Even if 
lumbar fluid concentration does not reflect 
brain levels, the fact remains that there are 
reports of a reduction in lumbar spinal fluid 
5HIAA in both manic and depressed patients. 


о. CSF iryptophan 

Coppen ¢ al. (12) have reported that the 
concentration of tryptophan, the dietary pre- 
cursor of serotonin, in lumbar spinal fluid is 
low in both manic and depressed patients as 
compared with control subjects. Whether CSF 
tryptophan concentrations reflect the concen- 
tration of tryptophan in brain is not clear. For 
example, substances which increase brain 
tryptophan (including the administration of 
tryptophan itself) also increase CSF tryptophan 
(23, 81), suggesting that the lumbar fluid 
concentration of the amino acid may reflect 
changes in brain tryptophan. In contrast, the 
rapid increase in lumbar spinal fluid tryptophan 
after its oral administration (24) indicates that 
the lumbar spinal fluid concentration of the 
amino acid does not reflect brain concentra- 
tions alone. If lumbar spinal fluid tryptophan 
levels do reflect, in part, brain concentrations of 
the amino acid, then the report of Coppen et al. 
(12) might indicate a reduction in brain trypto- 
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phan levels; there is evidence that the concen- 
tration of brain serotonin is responsive to 
alterations in the brain concentration of this 
amino acid, at least in the rat (27). Of course, 
dietary factors may be involved in this clinical 
observation. While the number of subjects 
studied is small, the observation of a significant 
reduction of CSF tryptophan in both manics 
and depressives is compatible with the hypo- 
thesis proposed here. 


3. Antidepressant and antimanic effects of tryptophan 

There are conflicting reports about the results 
of treating depressed patients with tryptophan 
alone or in combination with a monoamine- 
oxidase inhibitor (MAOI). Coppen and his 
colleagues (16) claim that tryptophan alone is 
an effective antidepressant, while other investi- 
gators (9, 65, 68) have not confirmed this. There 
is agreement that tryptophan potentiates the 
antidepressant effects of MAOIs (15, 30, 36, 69). 

More recently there has been a preliminary 
report that tryptophan was more effective than 
chlorpromazine in the treatment of a small 
group of manic patients (go). The clinical 
response was also reported to be more rapid in 
the tryptophan group. The abstract reporting 
of this double-blind crossover study does not 
provide sufficient information for the unequi- 
vocal conclusion that tryptophan has a specific 
anti-manic, rather than a general sedative 
effect, though the authors do suggest that there 
was an anti-manic effect from the tryptophan. 
Tryptophan has been reported to have some 
sedative properties (33, 38), and this may have 
contributed to its therapeutic effect. However, 
in our experience with the administration of 
fairly large doses of L-tryptophan (up to 15 
grams daily) to both controls (56) and de- 
pressed patients (65), we noted little if any 
sedation. While this is not necessarily equivalent 
to its effect in manics, it does lead us to agree 
with Wilson and Prange (go) that the improve- 
ment in these patients is more likely to have been 
the result of tryptophan’s having an anti-manic 
rather than a non-specific sedative effect. This 
claim does not prove that there is a reduction in 
brain serotonergic acitivity in mania, but it is 
more compatible with this view than with the 
suggestion of increased activity. 
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4. Anti-depressant and anti-manic effects of 

imipramine 

The role of imipramine in the treatment of 
depression is well established (44). This effect 
has most often been attributed to the drug’s 
enhancing central aminergic activity by inhi- 
biting the cellular re-uptake process responsible 
for amine inactivation (37). It is therefore of 
interest to note that there are at least two reports 
(1, 83) that imipramine by itself has a significant 
anti-manic effect. In one study (1) 5 out of 5 
manic-depressive, manic patients improved 
significantly while in the second report (83) 
8 out of 17 manic patients improved. In the 
second study significant improvement occurred 
in 5 patients in seven days or less. It should be 
emphasized that both studies were uncontrolled, 
and no firm conclusions can be reached, 
although this percentage of manic in-patients 
would not be expected to improve either 
through a placebo effect or as the result of 
spontaneous remission. Controlled trials with 
tricyclic compounds would certainly be of 
interest. 
5. Methysergide and mania 

Several investigators have administered drugs 
which block the action of serotonin to manic 
patients. The findings with these drugs have 
been controversial. Initial reports that methy- 
sergide was an effective anti-manic agent (21, 
39) have not been confirmed by recent con- 
trolled investigations (13, 17, 29, 51), and 
indeed there are reports of an aggravation of 
symptoms in some manic patients given 
methysergide (13, 17). 


6. PCPA and humans 

As noted earlier, PCPA blocks the synthesis 
of serotonin. Clinical experience with this 
compound is limited. Daily doses of up to 
4 grams have been given to six healthy male 
volunteers, to patients with carcinoid syndrome, 
to several patients with migraine and to at least 
one addict receiving methadone (7, 18, 25, 62, 
78). These subjects had a reduction in blood 
serotonin and/or urinary or CSF 5HIAA con- 
centrations of up to 80 per cent of baseline 
values. There are no clear-cut reports of either 
depression or mania occurring in these subjects. 
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Such changes would be expected in at least 
some subjects if either of these clinical states 
were simply the result of a reduction in central 
serotonergic activity. Thus it would seem that a 
simple reduction of serotonin levels is, in itself, 
not sufficient to produce depression or mania. 
Other factors are required. 


ANIMAL STUDIES 


The administration of PCPA produces marked 
insomnia in rats and cats (40, 45, 67, 72, 82). 
There is a reduction in Delta Wave sleep, as well 
as in Stage 1 REM sleep. A more modest sleep 
decrement is produced by PCPA in the monkey, 
than in the rat or cat (87). The reduction in 
Delta Wave sleep is, of course, one of the main 
features of the sleep disturbances which occurs 
in both manic and depressed patients (10, 59). 
In addition, hypersexuality and an increase in 
aggressive behaviour and irritability can occur 
in rats, rabits and cats after PCPA administra- 
tion (26, 41, 77, 80). These are also common 
clinical features of mania. 

Sheard (76) has reported that the pre- 
treatment of rats with lithium prevents the 
development of PCPA-induced hypersexuality 
and muricidal behaviour. This is of interest, 
since lithium is an effective drug in the treat- 
ment of mania (71, 75). There is also recent 
evidence that lithium is effective in the treat- 
ment of selected depressed patients (22, gr, 
55, 64), which strengthens our previous sugges- 
tion (53, 54, 88) of possible biological similarities 
between depression and mania. 


Discussion 

Weissman (86) has suggested that the beha- 
vioural effects of PCPA (and the associated 
reduction in central serotonergic activity) 
indicate that serotonin’s role may be, inter alia, 
to reduce the response of the organism to 
external stimuli. In other words, the behavioural 
changes produced by PCPA may be inter- 
preted in terms of the resultant serotonin 
depletion causing irritability and hyperreactivity 
to the environment. Certainly it is a common 
clinical impression that manic patients are 
hyperresponsive to environmental stimuli, and 
that reducing these (e.g. by removing the 
patient from a busy ward area to a quiet room) 
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will often be followed by a reduction in manic 
behaviour. 

The observations summarized here are cer- 
tainly not conclusive. Indeed there are clear 
limits on the extent to which it would be appro- 
priate to draw any conclusions. However, they 
seem to us to be sufficiently suggestive to warrant 
the formulation of a hypothesis that there may 
be a reduction in central serotonergic activity in 
mania as well as in depression. The postulated 
deficiency in serotonergic activity in depression 
has of course been noted. by others (11, 49). 

There are some clinical observations which 
тау not be compatible with this, for example, 
the case reports of manic episodes apparently 
being precipitated by the administration. of 
imipramine to manic-depressive patients during 
the depressed phase. There has, unfortunately, 
been no systematic investigation of this effect. 
Thus we are not certain if it only occurs in manic- 
depressive patients (as opposed to other types of 
depression) or whether the manic behaviour re- 
solves spontaneously if imipramine is withdrawn. 

The data on the behavioural effects of PCPA 
in non-manic-depressive human subjects indi- 
cate that a reduction in serotonin in itself is not 
sufficient to account for the emergence of 
either mania or depression. If such a deficit 
exists there is a need for some additional factors 
to be present to allow for the emergence of the 
syndrome. Thus, for example, Kety (43), in an 
effort to integrate the catecholamine and 
indoleamine hypotheses of affective illness, has 
postulated that there may be an underlying 
insufficiency of serotonin associated with either 
а deficiency or an excess of catecholamines, the 
latter responsible for the nature of the manifest 
symptomatology (i.e. excess catecholamines 
being associated with mania and deficient 
catecholamines with depression). 

It is known that there are complex inter- 
actions between serotonin, norepinephrine and 
dopamine (as well as with many other com- 
pounds), and it may be that an abnormality in 
one system (perhaps genetically determined) 
which by itself would not produce any signifi- 
cant clinical symptoms does provide a basic 
vulnerability, so that an alteration in another 
system. (also by itself of limited clinical signifi- 
cance) then allows for the emergence of the 
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clinical syndrome. Thus, for example, while 
PCPA does not produce manic behaviour in 
subjects who do not have this vulnerability it 
might result in clinical mania if given to asympto- 
matic manic-depressives (who presumably do 
have this vulnerability). 

The hypothesis which we have advanced here 
is of potential value in several ways: The new 
formulation should lead to development of new 
experimental strategies which might advance 
our understanding of the biochemical changes 
associated with manic-depressive illness. For 
example, controlled trials of the effectiveness of 
tricyclic antidepressants or other drugs which 
can increase central serotonergic activity should 
be conducted. Further investigation into PCPA- 
produced behavioural changes in cats or rats 
may provide data of relevance for advancing 
our understanding of mania. Clearly, it serves 
to remind us that it is of importance to evaluate 
experimental findings on their own merits 
rather than in terms of the currently prevailing 
hypotheses (i.e. low serotonin in depression and 
elevated serotonin in mania). 

It is also appropriate to note that there are 
now a number of findings of similar (rather than 
opposite) biological changes in mania and 
depression. These include a reduction in CSF 
5HIAA concentrations (14, 20, 63); similar 
alterations in total body and intracellular water 
in manic and depressed patients (42, 50); 
similar changes in sleep patterns (10, 59, 60); 
the presence of a reduced transport of sodium 
into the CSF of both groups of patients (8); 
the precipitation of both depression and mania 
by steroid administration and in Cushing’s 
Disease (73, 79); the effectiveness of electro- 
convulsive therapy in manic and selected 
depressed patients; the response to treatment 
with lithium carbonate (22, 31, 55, 64, 75); 
and the high frequency of symptoms of de- 
pression in manic patients (48, 57). 

These findings emphasize the need to recon- 
sider the biological relationship between mania 
and depression (53, 54, 88). 
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The Male : Female Ratio Among the Siblings of Delinquents 


By R. V. G. CLARKE and P. SOFTLEY 


‘Those interested in the family backgrounds of 
delinquents have paid a good deal of attention 
to family size and position in family (see 
Mannheim, 1965, for a review), but little to 
the ratio of brothers to sisters. This is surprising, 
since it can be argued that boys who come 
from families with a preponderance of brothers 
may be particularly at risk of delinquency; for 
example, their parents might find it difficult 
to control them; they might be more likely to 
play out on the streets and thus have greater 
opportunities for delinquency; and, since de- 
linquency is a predominantly male activity, 
they might have a greater chance of being set 
a bad example through the behaviour of their 
brothers. 

One of us (R.V.G.C.) first became interested 
in this topic during the course of work with a 
number of separate samples of approved school 
boys (i.e. boys aged between то and 17, most of 
whom were persistently delinquent and who 
had been sent for residential training by the 
courts). In these samples, the largest of which 
consisted of 160 boys admitted to Kingswood 
Classifying School, Bristol, during 1968—1969 
(see Clarke et al., 1972, for details) it was noted 
that the boys had many more brothers than 
sisters (usually about 117 or 118 boys to 100 
girls). We calculated the sex ratio of siblings 
for some other available samples of approved 
school boys (see Table I) and these proved to 
be similar (118 : 100) to those we had observed 
previously. In each sample the proportion of 
male siblings was significantly higher (p < :05) 
than would be expected from the normally 
occurring birth ratio of 106 boys to 100 girls 


in the population at large.* One exception was 
that, for boys studied by Millham et al. (1972) 
in the intermediate (13-15) and senior (15-17) 
age groups, the ratio was closer to that of the 
normal population. 

We checked against the slight possibility that 
the disproportion could reflect the fact that 
many approved school boys come from broken 
homes and that bias could have been introduced 
by a failure in the studies reported here 
to distinguish between full, half and step 
siblings (cf. James, 1971). We found that in 
neither the 1962-64 sample of approved school 
boys nor in the samples of girls at Cumberlow 
Lodge (see below) did it make any difference 
to the sex ratio whether or not the sampled case 
came from a ‘broken’ home. 

It is difficult to interpret this evidence from 
samples of approved school boys, as the dis- 
crepancy might not necessarily arise from the 
greater exposure to criminogenic influence of 
boys in families containing a preponderance of 
brothers, but might reflect factors in the decision 
to send a boy to approved school. In making an 
approved school order, courts are expected to 
take account of the boy’s family circumstances, 
and they might believe, for example, that 
parents with more sons might be under greater 
stress or be unable to exercise the necessary 
corrective discipline. Evidence concerning the 
sex ratio of siblings for other delinquent groups, 
especially for ones where decision factors related 


* The sex ratio in families varies slightly with social 
class, parental age, wartime conditions and some other 
factors, but it is unlikely that these variations affect the 
main conclusions reached in this paper. 


ТАВІЕ I 
Ratio of brothers to sisters for some samples of approved school boys 
Date of Age Sample N. N. Male : female 
Source sample range size brothers sisters ratio 

Unpublished material collected by 

Anne Dunlop .. 1962-64 13-15 491 1,030 874 118 : тоо 
Millham et al. (1972) . 1968-70 10-13 283 794 672 118 : 100 
Ostapiuk et al. (1974) 1971 10-17 384 912 774 118 : 100 
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to family background are not so likely to com- 
plicate the picture, was therefore required. 

We were able to find only two published 
studies cancerned with such groups. Koller and 
Castanos (1970) showed that a sample of 374 
male prisoners in Australia came from families 
in which there were many more boys than girls 
(156 : 100); and Koller (1971) found a ratio 
of 105 boys to 100 girls in the families of 121 
girls in an Australian approved school. In both 
these studies, however, the sampled case was 
included in the calculation of sex ratios (Koller, 
personal communication). We have not followed 
this practice, since it must lead to bias when 
comparing the results with the normally occur- 
ring sex ratio; selecting families through male 
siblings (as in the case of Koller and Castanos's 
prison sample) would mean, for example, that 
families with only female children could not be 
included, while families with large numbers of 
boys would have a disproportionate chance of 
inclusion. Excluding the sampled case and 
counting only the subject's brothers and sisters 
seems to be the simplest solution.* 'l'his removes 
the bias inherent in the sampling procedure and 
leaves the sex of the remaining siblings to be 
determined by chance. 

When the sampled cases are removed from 
the families studied by Koller the ratio of 
brothers to sisters for the prisoners becomes 
105 : 100 (about the same as in the normal 
population), but for the approved school girls 
reaches the astonishingly high ratio of 206 
brothers to roo sisters. Because of this result 
we thought it important to see if a similar sex 
ratio obtained for the siblings of delinquent girls 
in this country. Accordingly we drew two 
samples of girls aged 13-17 who had been in 
Cumberlow Lodge Remand Home (in South- 

* A possible source of error in this procedure arises if it 
is the case (as argued by Bernstein, 1948, though not 
supported by Edwards and Fraccaro, 1960), that the last 
born in a family tends to equalize the sex ratio—perhaps 
because parents are inclined to seek a situation where they 
have equal numbers of sons and daughters. This may not 
be a significant factor in the kind of families with which 
we are concerned here. Nevertheless, it is possible to 
demonstrate that when dealing with ‘completed’ families 
removal of the sample case could result in some small bias 
in favour of the sex opposite to that of the sampled case, 
and when dealing with ‘incomplete’ families (as when 
sampling a young age group) such bias would be reversed. 
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East London) during 1968-1969. One sample 
consisted of the first 200 girls who had been 
remanded in the period but who had not been 
committed to approved school, and the second 
consisted of 200 who had been committed. 
The ratio of brothers to sisters in the former 
group was 108 : 100 and in the latter it was 
100 : 100. These results suggest that the findings 
from the Australian study should be treated 
with caution—a sample size of 120 or so might 
be too small for this kind of work. They also 
show that in this country the disproportion of 
brothers to sisters in the families of approved 
school boys has no correspondence in the 
families of approved school girls. 

We should not have been able to take our 
investigations much beyond this point if some 
other research workers had not been willing to 
grant us access to their data, and for this we 
are most grateful. In samples of 291 boys aged 
17 to 20 committed to borstals and a further 291 
boys of the same age committed to senior deten- 
tion centres, ratios of brothers to sisters (sampled 
case excluded) were, respectively, 103 : 100 and 
98 : тоо. These results from data derived from 
a study carried out with the assistance of grants 
from the Home Office and the Ford Founda- 
tion, made available by Dr. Charlotte Banks 
(now at the Home Office Research Unit), do 
not differ greatly from our corrected ratio for 
Koller and Castanos's prison sample or from the 
ratio for the samples of girls in Cumberlow 
Lodge. This appears to rule out the possibility 
that offenders as a whole, for whatever reason, 
come from families with disproportionately 
many boys. It began to look to us, therefore, 
as though selection factors in the decisions of 
the courts were responsible for the dispropor- 
tionate ratio of brothers to sisters in the families 
of boys sent to approved schools. But the possi- 
bility remained that background factors which 
are implicated in primary offending may not play 
as much part in recidivism, and boys at approved 
schools (especially the younger ones for whom 
the disproportion may be greatest—cf. Millham 
et al.’s results above) might be at an earlier 
stage of offending than those committed to 
borstals or senior detention centres. 

It seemed possible to go some way towards 
resolving the issue by examining the families of 
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offenders who had not been drawn deep into the 
law enforcement system, and data kindly 
provided by Dr. D. J. West from the Cambridge 
Study in Delinquent Development, which is a 
longitudinal study of 411 boys living in one 
particular area of London (West and Farring- 
ton, 1973), afforded us the opportunity of 
doing this. Self-report delinquency scores at the 
ages of either 14—15 or 16—17 were available for 
this group, and it was found that the overall 
ratio of 100 brothers to 100 sisters did not vary 
consistently with seriousness of self-reported 
delinquency. 


SUMMARY AND CONCLUSIONS 

Of the various delinquent groups for which 
data are available, only approved school boys 
are found fairly consistently to come from 
families with an unexpectedly high ratio of 
boys to girls, and it would seem likely, taking 
together all the evidence presented in this 
paper, that the disproportion reflects factors in 
the decision to send a boy to approved school. 
(The fact that the preponderance is not found 
in the families of approved school girls in this 
country suggests that the girls’ behaviour may 
give such obvious cause for concern that family 
circumstances assume less importance in the 
decisions made). It should be admitted, how- 
ever, that the alternative explanation ofa greater 
risk of criminality in families with a pre- 
ponderance of brothers is not entirely excluded. 
In the 1962-64 approved school sample, the 
sex ratio in the families of boys with few 
previous convictions was not higher than the 
corresponding ratio for boys with many previous 
convictions. Nor, as might also have been 
expected on a ‘decision’ hypothesis, was the 
preponderance more marked among the larger 
families. ''hese results may simply mean, how- 
ever, that the decision-making process is more 
complex than one might at first think. 

Since approved schools have now been merged 
into a more comprehensive system of child care 
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provision, and approved school boys no longer 
form a separately identifiable group, there may 
be only historical interest in attempting to 
elucidate further the decision-making process. 
As it is, the main value of this research would. 
seem to be that it goes some way towards 
closing a small gap in the literature about the 
families of delinquents, and that it provides a 
further example (if one were needed) of the 
dangers of drawing conclusions about delin- 
quents in general from the study of administra- 
tively defined categories of offenders. 
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Responses to Complex Erotic Stimuli in Homosexual 
and Heterosexual Males* 


By MATIG MAVISSAKALIAN, EDWARD B. BLANCHARD, GENE C. ABEL 
and DAVID H. BARLOW 


The technique of measuring penile erection is 
the most valid assessment of sexual arousal in 
males (Zuckerman, 1971). The stimuli used 
during assessments of sexual preference with this 
technique have for the most part, been still or 
moving pictures of nude single females and 
males (Freund, 1963; McConaghy, 1967; 
Barlow, Becker, Leitenberg and Agras, 1970). 
"Recently Abel, Barlow, Blanchard and Mavis- 
sakalian (in press) have shown that erotic 
films produce significantly greater penile cir- 
cumference changes than either slides or 
audiotaped descriptions in homosexual males. 
Similarly, Sandford (1974) showed the supe- 
riority of films over slides in heterosexual males 
and suggested that sexual activity rather than 
nakedness fer se may be the more important in 
producing sexual arousal. The main purpose 
of this study was to determine what sexual 
activities produce significantly different sexual 
responses in homosexual and heterosexual males. 

In an attempt to assess the sexual response in 
its totality, ratings of subjective sexual arousal 
were also taken. McConaghy (1969) reported 
poor correlation between penile volume changes 
and the subjects’ stated awareness of their 
sexual responses during the showing of films of 
male and female nudes. Less than half of his 
homosexual subjects, for example, could identify 
which sex had elicited greater erectile responses. 
Bancroft (1971) correlated erectile responses 
with ‘sexual interest’ in 25 homoesexuals, and 
found that the degree of correlation was a 
function of the amount of erection produced. 
He speculated that awareness of erection was 
an important factor in the subjective assessment 
of sexual arousal. The second purpose of this 

* This research was supported in part by Research 
Grant MH-20258 from the National Institute of Mental 
Health. 
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study was to examine the relationship between 
erection and subjective ratings of sexual arousal 
under the high-arousal conditions produced 
by erotic films of explicit sexual activities. 

It is commonplace to state that one’s attitude 
toward an object influences one’s assessment of 
and reaction to that object. The usefulness of 
measuring sexual attitude in the assessment and 
treatment of sexual deviations has been reported 
(Marks and Sartorius, 1968). The third purpose 
of this study was to investigate the relationships 
between the two specific measures of sexual 
arousal (erection and subjective reports) and 
the concomitantly measured attitudinal response 
on the Semantic Differential pleasant-unpleasant 
scale. 


METHOD 
Subjects 

Homosexual and heterosexual subjects were 
selected on the basis of Kinsey Scale ratings (1948) 
determined during the initial interview of sexual 
history taking. An independent assessor from our 
research team verified these ratings in a second, 
shorter interview. 

The homosexual group consisted of six male 
subjects who were seeking evaluation and/or treat- 
ment for their patterns of sexual arousal at the 
University of Mississippi Medical Center, and ranged 
in age from 18 to 24 (mean 21:5). Five had a Kinsey 
rating of 5 (predominately homosexual but inci- 
dentally heterosexual), one of 6 (exclusively homo- 
sexual), and none had undergone previous laboratory 
measurement. 

The heterosexual group was composed of six male 
medical student volunteers ranging in age from 21 to 
27 (mean 22:6) with Kinsey ratings of o (exclusively 
heterosexual). They were paid for their participation. 


Measures 
One physiological and two subjective responses 


were measured: 
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I. Erectile response: The apparatus and procedure 
for measuring penile circumference change has been 
described by Barlow et al. (1970). The degree of 
change from a flaccid penis to a fully erect one (by 
self-stimulation) was counted as 100 per cent of a 
full erection, and all further measurements were 
converted to a percentage of full erection. The 
maximum change in strain gauge reading during 
each stimulus presentation constituted the erectile 
response. 

2. Subjective report of sexual arousal: Immediately 
after each stimulus presentation the subject estimated 
the amount of sexual arousal experienced during the 
showing of a film on a o to 100 scale where o per cent 
equalled no arousal and тоо per cent equalled 
maximum arousal. 

3. Subjective rating of pleasaniness: Following each 
stimulus presentation, the subject also rated the film 
on a seven point semantic differential scale in which 
—3 represented very unpleasant, o neutral, and +3 
very pleasant. One and 2 represented intermediate 
points. 


` Stimuli 

Each stimulus consisted of a two-minute black and 
white video tape clip. There were two different 
examples of each of the four following stimulus 
conditions: 

1. Single girl: Nude, young, adult female displaying 
sexually provocative behaviour, e.g. sliding from a 
sofa down to the floor, caressing thighs and breasts, 
looking invitingly at the camera, etc. 

2. Lesbian aciwity: Two adult females engaging in 
explicit sexual behaviour such as cunnilingus, mutual 
masturbation, general body pressure simulating 
intercourse, etc. 


3. Heterosexual activity: Adult male and female 
engaging in sexual intercourse with varying coital 
positions. 

4. Homosexual activity: Two adult males engaging in 
explicit sexual behaviour such as fellatio, anal 
intercourse, etc. 


Procedure 


Following the determination of the Kinsey ratings 
the subject was adapted to the laboratory situation 
until he became comfortable wearing the penile 
transducer and responded with erections to a variety 
of sexual slides (usually within 30 minutes). At the 
end of the adaptation session the use of the two 
subjective scales was explained to the subject, 
emphasizing that the rating of sexual arousal should 

4 


not be based on size of erection but rather on subjective 
‘feelings’ of sexual arousal. 

Two experimental sessions were administered one 
to seven days apart. The same eight stimuli (two 
examples of each of the four stimulus conditions) were 
presented in each session, the order of presentation 
being counterbalanced for each group. Instructions 
reiterating the purpose and procedure of the study 
were given at the beginning of each session. The 
homosexual subjects were told, “This is part of your 
evaluation in which we will compare your reactions 
to different kinds of sexual situations.’ The hetero- 
sexual subjects were told, “This is an experiment 
comparing the reactions of different people to different 
kinds of sexual situations. You have been chosen to 
participate in this study because we want to see how 
normal, healthy heterosexuals react to these different 
situations.’ Further instructions to the groups did 
not differ. ‘In a moment I’m going to show you some 
films. There will be eight different films, all of a 
sexual nature. What I want you to do is simply to 
relax, attend to the films, and let yourself get involved 
in them. After each film clip I'm going to ask you 
to make a judgement of that film based on the two 
rating scales.’ Instructions were given, again em- 
phasizing the subjective aspect of the sexual arousal 
rating and the asexual aspect of the pleasantness 
scale. ‘After you have rated the films on the two scales 
I will start the next film and we will continue the 
same way. Are there any questions? . . . All right now, 
remember, just relax, attend to the films, and let 
yourself get involved in them.’ Care was taken that 
the subject had returned to the non-aroused, flaccid 
state, as indicated by the polygraph record, before 
each new stimulus was introduced. A five-minute 
recess occurred after the fourth stimulus presentation 
in each session. Thus, a total of 16 stimuli were 
presented in two sessions to each subject. 


RESULTS 


The results of a two-way analysis of variance 
with repeated measures on one factor for each 
dependent variable separately showed no signi- 
ficant difference between the two groups in 
overall response (all F’s < 1:0), but revealed a 
significant interaction of groups stimuli for 
each dependent variable (erection: Е = 9:79, 
р < ‘oor; sexual arousal: Е = 27:90, 
р < ‘oor; pleasantness: Е = 18:51, p < +001; 
d.f. = 3°30). 

The mean values of each group of subjects 
under each stimulus condition for all three 
dependent variables, as well as the results of 
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between-group differences (F Tests) and within- 
group differences (Newman Keuls Test), are 
presented in Table I. 

Between-group differences: The two groups 
differed significantly in their response to the 
lesbian and the homosexual stimuli on all three 
dependent measures. There was a difference in 
the two groups’ response to the single girl, which 
failed to reach significance with the measures of 
erection and sexual arousal but was significant 
(р < +05) with the ratings of pleasantness. 
The two groups did not differ in their response 
to the video tape of heterosexual intercourse. 

Within-group differences: In the homosexual 


group, responses to the homosexual and the 
heterosexual stimuli did not differ, nor did 
responses to the lesbian and the single girl 
stimuli. There were significantly larger responses 
to the homosexual and heterosexual stimuli 
than to the lesbian and single girl stimuli on all 
measures. In the heterosexual group, responses 
to the homosexual stimulus were significantly 
lower than to the single girl, lesbian, or hetero- 
sexual stimuli, which did not differ. 
Relationship between erectile changes and 
subjective ratings of sexual arousal and pleasant- 
ness: In assessing the correlation between 
erectile response and subjective sexual arousal, 


TABLE І 
Mean values of per cent full erection, per cent subjective arousal and subjective rating of pleasaniness in six homosexuals 


and six heterosexual males under four erotic stimulus 





jons 























Erotic stimuli 
Heterosexual Homosexual 
Group Single girl Lesbian couple couple 
x Per cent full penile erection 
Heterosexual 42°83 60-17 51-00 18:17 
at a a b 
Homosexual .. 22°33 28:50 44:67 54:67 
a a b b 
Level of чиа between group com- 
parison .. *10 *05 n.s. Or 
X Per cent subjective arousal 
Heterosexual 57:67 68-67 68-17 10°33 
a a a b 
Homosexual .. 30°33 33°67 72:33 78:17 
a а 
Level of кена of between group com- 
parison . s *10 *05 n.s "оо: 
X Subjective rating of pleasantness 
Heterosexual 1:92 2:00 1:96 —1:33 
а а а 
Homosexual .. 0:25 0:54 2:47 2:46 
a a b 
Level of Spee of between group com- 
parison .. “05 *05 n.s. *001 


Note: Within апу row, cell means that do not share subscripts are different at least the «05 level. 
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intra-individual Pearson r’s were computed on 
the 16 stimulus presentations per subject. 
Table П presents the correlation coefficients 
between erectile response and sexual arousal for 
each subject. 

Five out of six subjects in each group showed 
significant correlation between erection and 
sexual arousal. The magnitude of the individual 
correlations (0:61 or more) indicates that a 
high degree of the variance in one variable 
(36 per cent or more) is accounted for by the 
second variable. 

Examination of the individual data of the two 
subjects who showed zero-degree correlations 
revealed that the heterosexual subject had 
responded indiscriminately with high erectile 
responses to all stimulus conditions. The homo- 
sexual subject had a severe personality disorder. 

The correlation between erection and sub- 
jective arousal for each group was calculated 
using as data the mean values of the six subjects 
in each group. The correlation coefficients for 
the homosexual and heterosexual group were 
+57 and -74 respectively (p < ог). 

The correlation coefficients for each pair of 
dependent variables were computed based on 
the data of the 12 subjects across all stimulus 
presentations and are presented in Table ITI. 
They are all significant (p < -or). 


Discussion 
The failure of the heterosexual films to 
differentiate between the two groups is pro- 
bably due to the presence of both a man and a 
woman in this stimulus condition, allowing the 
subject to focus on the figure of his preference. 
TABLE II 
Correlation for each subject between per cent full erection 
and subjective report of arousal 


Sexual orientation 


Subjects ———— (A P ——— 
Homosexual Heterosexual 

I —:07 -Вужж 

2 -63%* .71%% 

3 -бд%* -Вужж 

4 -g2** -61* 

5 .88** — +13 

6 73% 78% 


* р < ‘05. жж р < ‘ol. 


Taste ПІ 
Correlation between per cent full erection, subjective 
aspect of arousal, and ratings of pleasantness for all 





subjects 
Subjective Per cent 
report of full penile 
pleasantness erection 
Per cent subjective 
arousal un :82** .64%% 
Subjective report of 
pleasantness .. us — *55** 
++ р < +01 


This clearly shows that films of heterosexual 
intercourse have no usefulness in assessing sexual 
preference. 

The failure of the single nude female films to 
significantly differentiate between the two 
groups was unexpected and could have possibly 
been due to the absence of explicit interpersonal 
activity in this stimulus condition. Indeed, in 
the heterosexual group erectile response to the 
single girl movies was substantially, though not 
significantly, smaller than erectile responses to 
the lesbian (and heterosexual) films. 

The lesbian films on the other hand, emerge 
as a stimulus capable of significantly differen- 
tiating between homosexual and heterosexual 
arousal patterns in males. The finding that 
sexual responses to the lesbian films were not 
significantly different from the response to the 
single girl in either group suggests that the 
lesbian stimuli are processed as genuine hetero- 
sexual cues by males. The homosexual films, as 
expected, significantly differentiated the two 
groups. 

In the heterosexual group, erectile response to 
the homosexual films was significantly smaller 
than responses to the heterosexual, lesbian, or 
single girl films. In the homosexual group, 
erectile responses to the homosexual and 
heterosexual films were significantly greater 
than responses to the single girl or lesbian films. 
These findings seem to suggest that in order to 
generate high levels of sexual arousal with films 
the erotic situations presented should contain 
male cues for male homosexuals and female 
cues for heterosexuals and that films of explicit 
male homosexual activity and lesbian behaviour 
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could be the stimuli of choice in the assessment 
of homosexual and heterosexual patterns of 
arousal in males, respectively. 

Of particular interest is the close relationship 
' found between the two measures of sexual 
arousal. Ten out of 12 subjects shewed significant 
correlation between erectile response and sub- 
jective report of sexual arousal. Furthermore, 
the correlations between these two measures for 
the two groups separately and together were 
significant. It is possible that, in accord with 
Bancroft’s (1971) suggestion, awareness of the 
substantial erectile responses generated by the 
erotic films was instrumental in the evaluation 
of subjective sexual arousal. In a sense, these 
findings justify the common and understandable 
tendency to use the terms erectile response and 
sexual arousal interchangeably. More im- 
portantly, they suggest that subjective reports 
of sexual arousal can accurately reflect sexual 
arousal under high arousal conditions. These 
results, of course, must be interpreted with 
caution, since subjective reports can be influ- 
enced by instructions or expectancy (e.g. 
Barlow et al., 1972) or can be under the control 
of contingencies different from those controlling 
objective measures (Hersen and Barlow, in 
press). 

Furthermore, we observed a general tendency 
for the values of subjective sexual arousal to 
exceed the corresponding erection values, with 
one exception. The value of subjective sexual 
arousal was relatively less than the correspond- 
ing erection value only in the case of the 
heterosexual group’s response to the homo- 
sexual condition, which was also perceived as 
unpleasant by the same group. It is speculated 
that the underestimation or overestimation of 
sexual response by verbal reports of sexual 
arousal could be a direct result of the subject’s 
attitude to the stimulus eliciting the response. 

Freund et al. (1973) have recently demon- 
strated that heterosexual males rated pictures of 
nude males significantly more ‘disgusting’ than 
neutral pictures, whereas homosexual males 
rated equally pictures of nude females and 
neütral pictures. 'l'hese findings are confirmed 
in our study, in that the heterosexual group 
evaluated the homosexual films negatively 
(—1:33 unpleasant) whereas the homosexual 


group evaluated the single girl and lesbian 
films positively, albeit very close to neutral. 
Despite the numerous close-ups of the fully 
exposed vulva in the lesbian films the homo- 
sexual group responded equally to these and to 
the single girl movies. These results would seem 
to refute the not uncommon belief that male 
homosexuals have an aversion to the female 
body and especially to the adult female genitalia. 


SUMMARY 


Erections were measured concomitantly with 
subjective reports of sexual arousal and of 
pleasantness in six homosexual and six hetero- 
sexual males. The stimuli used were two- 
minute video tapes of four different sexual 
activities: (1) a single, provocative nude female, 
(2) two females engaged in lesbian behaviour, 
(3) heterosexual intercourse, and (4) two males 
engaged in homosexual behaviour. 

The homosexual group responded with signi- 
ficantly greater erections and subjective sexual 
arousal to the heterosexual and homosexual 
film than to the single girl or lesbian ones. The 
heterosexual group's sexual responses to the 
homosexual films were significantly lower than 
to the single girl, lesbian, or heterosexual ones, 
which did not differ. The heterosexuals rated 
the homosexual cues as unpleasant, whereas 
homosexuals rated the heterosexual cues as 
mildly pleasant. The lesbian and homosexual 
films significantly differentiated the two groups 
on all three dependent measures. Ten out of 
12 subjects showed significant individual correla- 
tions between erection and subjective reports of 
sexual arousal. Correlation coefficients for the 
entire group between erection-subjective reports 
of sexual arousal, erection-pleasantness, and 
subjective reports of sexual arousal-pleasantness 
were all significant. 
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The Chronic Patient’s Comprehension and Recollection of 
His Own Clinical Review 


By A. J. GHEADLE and R. MORGAN 


INTRODUCTION 

The patient undergoing rehabilitation is 
expected to do more than passively accept care 
and treaunent. He is also expected to learn. 
The doctor or nurse purveying rehabilitation 
finds that the job increasingly includes teaching 
as well as treating patients. Most but not all 
of the transactions between teachers and taught 
are conducted by means of the spoken word. 
The extent to which messages are conveyed 
intact by this means (and without this no 
learning will occur) will depend among other 
things upon the speaker’s clarity of expression 
and the listener’s ability to understand. 

In a previous paper (Cheadle and Morgan, 
1972) we showed that the mentally disabled 
patient often has an imperfect understanding of 
common English expressions. Our sample of go 
patients understood on average only 63 per cent 
of the colloquial, slang, abstract and collective 
terms that we included in a special question- 
naire. Individual performance ranged from 
8 per cent to тоо per cent correct answers. 
Poor individual scores were associated with a 
low IQ and with a long time in hospital, but 
bore little relation to diagnosis. 

In that study the setting was artificial and 
standard and was designed to get the best 
possible performance from the patient. In the 
present study we have investigated the patient's 
ability to understand and remember advice 
given to him orally in the real-life setting of one 
of his regular clinical reviews. 


Tae CrmicAL Review 
Several official reports have stressed the need 
in rehabilitation for a comprehensive system for 
reviewing patients’ progress. 
The Piercy Report (1956) recommended that 
‘resettlement clinics’ should be set up and meet 
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regularly. It described the clinic as essentially a 
case conference, which should provide a full 
assessment of the patient's capacity and limita- 
tions in relation to both employment and 
home life. 

The Department of Health and Social 
Securitys publication Hospital Services for the 
Mentally Ill (1971) said (para 24): ‘Regular 
conferences between the medical, nursing, 
social work and occupational staff will help to 
ensure that no patient who can return to normal 
life is overlooked.’ 

The Annual Report of the Hospital Advisory 
Service for 1971 (H.A.S., 1972) said (para 54): 
‘a complete multidisciplinary assessment of each 
patient, recorded in the notes and repeated at 
appropriate intervals is the basis of accurate 
diagnosis and the provision of a suitable thera- 
peutic programme.’ 

The Tunbridge Report (1972) recommended 
that ‘assessment clinics’ should be set up and 
in Appendix XIV it described their purpose 
and organization. 

The Department of Employment’s Industrial 
Rehabilitation Units have always found it useful 
to review the condition and progress of their 
rehabilitees in this way. 

Since 1961 our hospital has devoted every 
Thursday afternoon to patients’ ‘Reviews’, and 
considerable experience of taking part in the 
activity has been built up by both staff and 
patients. 

The system involves each patient being 
reviewed at the end of his or her first month in 
the hospital and thereafter at pre-determined 
intervals varying from 4 to 12 months according 
to the patient’s chronicity and likely length of 
stay. The review committee is made up of a 
consultant psychiatrist acting as chairman, 
a medical assistant, two nursing officers, one 
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community nurse (acting as the patient’s social 
worker) and one of six Charge Nurses/Ward 
Sisters. Sometimes observers are also present in 
the room. Each review begins (without the 
patient being present) with a formal report from 
each team member, at the end of which treat- 
ment changes (in the broadest sense) are dis- 
cussed and provisionally agreed; all this takes 
about 10-20 minutes. Then the patient is 
brought into the room. He usually finds this 
less of an ordeal than it sounds, because every- 
one is well known to him. The same pattern is 
almost always then followed. The patient is 
welcomed by the chairman, told of the contents 
of his work report by one Nursing Officer, told 
of the contents of his ward report by the Charge 
Nurse, told of any proposed changes, and asked 
for his views. There may be further questions and 
discussion, after which the chairman sums up 
and the patient leaves. It may all sound very 
formal and forbidding, but it is usually quite 
friendly and relaxed, though serious. The patient 
is generally in the room for about five minutes, 
sometimes longer. In this way the team reviews 
a prearranged list of 6 to ro patients in an 
afternoon. (At June 1974 rates of pay, each 20- 
minute review would cost about £3.36 in staff 
salaries, taking no account of time spent 
interviewing patients or preparing reports before- 
hand or implementing decisions afterwards). 
The standard pattern of these reviews, and 
the staff members’ long experience of their own 
roles, made it quite easy to records and analyse 
the transactions with the patients. For six 
months’ worth of reviews a secretary took down 
the conversation in shorthand and afterwards 
typed a transcript. Each patient was interviewed 
by one of us (A.J.C.) as soon as he left the review 
room, and again a week later. This interview 
took a standard form designed to elicit from the 
patient everything he could remember, and his 
answers were written down. (One patient 
refused to be interviewed; no patient in this 
series refused to be reviewed). The written 
records of (a) the review and (b) the subsequent 
intereviews were later analysed into topics and 


compared. 
RESULTS 


The study covered 113 patients’ reviews. In 
each review an average of 13:2 topics (range 
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3-24) were discussed with each patient. At 
subsequent interview the patients recalled a 
mean 41:4 per cent of these topics (range 12 per 
cent-83 per cent). At the interview a week later 
their recall had fallen to an average of 30:5 per 
cent, but the pattern of what they recalled 
remained the same; having checked this we 
have discarded these reinterview results, and so 
considerably simplified the analysis. 

We had expected that many patients would 
need a lot of prompting in order to recover all 
their recollections, and the interview was there- 
fore designed in three parts. The open question 
‘What did they tell you at your review?” yielded 
58:8 per cent of all topics they remembered. 
Each patient was then asked one by one what 
each member of the review team had said, and 
this yielded a further 25:6 per cent of the 
recalled topics. The patient was then asked 
subject by subject if anything further had been 
said, e.g. ‘Did they have anything else to say 
about your work . . . your behaviour . . . what 
you do with your spare time?" etc. This set of 
questions yielded a further 15-6 per cent of the 
topics recalled. The more competent the patient 
the more he remembered in response to the 
first (open) question and the less he depended 
upon prompting with the other questions. 

The transcript of a typical review is given in 
the Appendix. 

Some idea of the recall achieved by non- 
patients was obtained in the following way. 
Three sample review transcripts were chosen, 
containing respectively seven, thirteen and 
twenty topics. The three transcripts were spoken 
into a tape recorder by A. J.C. and the recording 
was presented individually to nine staff volun- 
teers, who were then questioned in the same way 
as the patients. We consider that the task as 
presented was more difficult for the staff con- 
trols, but they managed to recall an average of 
68 per cent of the topics (range 62—80 per cent). 
Their percentage recall of the 20-topic review 
was as good as that of the 7-topic review. 


Discussion 
Analysis of these results is complicated by the 
fact that the number of topics discussed with 
each patient varied widely, from 3 to 24. We 
have had to express the proportion of topics 
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they recalled as a percentage of the number 
given, which makes statistical treatment of the 
data more difficult. 

We wished first to relate the patients’ per- 
formances to the various available nosological 
data. For this purpose the sample was divided 
into quartiles according to performance. As in 
our previous study (Cheadle and Morgan, 
1972), the main association was with IQ 
(p < о-оот). This conflicts with Fletcher’s 
(1973, page 20) impression of the performance 
of general hospital patients. The bottom 
quartile also was older (р < 0-05), had been 
longer here (p < 0:05), longer in hospital 
altogether (p < 0-01), Ш for a longer time 
(p < оо) and had a worse Disability Score 
(р < o:o1) (Morgan and Cheadle, 1974). No 
association could be shown between performance 
and Social Withdrawal score (Wing, 1961), age 
at first admission, or diagnosis. 

When patients! recall of topics was analysed 
according to the staff person who mentioned the 
topic, some differences were found. They re- 
called significantly more (p < 0:05) of what the 
doctors said to them, close to the mean amount 
of what the Charge Nurses said to them, and 
significantly less (p < 0:01) of what the 
Nursing Officers said to them. Since the latter 
were both excellent nurses, relating well to 
patients and well-known to them for several 
years, this can only be explained by supposing 
that the Nursing Officers tried to say too much. 
They contributed 43 per cent of the topics, 
though they formed only a third of the review 
team. The main reason for this was that one of 
them had to say a lot about the patients! work 
performance. Rank order correlation between 
number of topics mentioned by these categories 
of staff and the percentage recall by the patients 
was —I*0. 

From this evidence it was soon clear to us 
that the average patient could cope with having 
only a limited number of topics mentioned to 
him at one review session. From inspection of 
the data, about 15 topics appeared to be the 
critical number. Twenty-five patients were given 
more than 15 topics each and recalled à mean 
36:6 per cent of them. The patients who 
collected such a load of advice were of all grades 
of intelligence and disability. The other 88 


patients who were each given 15 topics or fewer 
remembered 43 :6 per cent of them (p < o-or). 
Fletcher (1973, page 20) notes that general 
hospital patients are like this too; the more 
information they are given the less of it they 
remember. Our non-patient controls performed 
differently, recalling the same percentage of 
topics, regardless of the number of these that 
the review contained. 

We also analysed topics according to their 
subject matter. A convenient classification was: 
patients’ work (559 topics), their mental state 
and behaviour (329 topics), selfcare (130 
topics), leisure activities (204 topics), and 
miscellaneous (267 topics including money 
matters, relations, feelings about being in this 
hospital, plans for the future, etc.). The number 
of topics recalled seemed to be determined very 
little by the patients’ particular interest in the 
subject or any readiness to accept advice on it. 
Once again it seemed to depend much more on 
the sheer volume of advice offered. The absolute 
number of topics recalled varied directly with 
the number mentioned, but the percentage 
recalled varied inversely with the number 
mentioned (rho = —0:9). We found no 
evidence to support Ley and Spelman’s (1967) 
finding that patients remember the first thing 
they are told better than the last. 

We hoped to be able to extract from our data 
some evidence about the most comprehensible 
way of speaking to patients. We left each staff 
member free to express himself in his or her 
own way, and we relied on there being enough 
different natural techniques to show up differ- 
ences in patient response. For example, one 
Charge Nurse had a notably concise and clear 
delivery, while another rambled, repeated 
himself, inserted many irrelevant words (e.g. 
‘y’know’) and was hard to understand even if 
you did know what he way trying to say; 
patients recalled equal amounts of what these 
two nurses said to them. We did not know 
whether to expect wordy repetition or brief 
relevance to produce the better patient recall 
(though we had in mind the remarks on p. 379 of 
Lawson et al. (1964)). To investigate the point 
we counted the number of words used per topic 
given, with the idea that ‘topic density’ might 
influence recall; it did not (rho = 0:096). Nor 
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could staff rank be shown to have any significant 
bearing on the degree of recall (rho = 0:024); 
while it may have been the doctors’ status which 
gained them top place in the ranking, it 
appeared to us that the Charge Nurses and 
Sisters were able to secure second place by 
being closer to the patient and by part of their 
job being to give the same items of individual 
advice repeatedly before and after the Reviews 
as they gave during them. 

Information about the patients’ attitudes to 
the Review experience was obtained by asking 
them three questions at the end of the first 
interview. When asked ‘Did you feel nervous 
before you went in?’ 51:4 per cent said ‘Yes’ 
and 40:4 per cent admitted that they remained 
nervous after they had gone in. Asked ‘Did it 
help you?’ 8g per cent said ‘Yes’ and sounded 
convincing; the 11 per cent who said ‘No’ 
made no bones about saying so. Those who 
admitted to feeling nervous managed as a group 
to recall the same amount as those who said 
they were not. 


SUMMARY 

A system is described for reviewing the pro- 
gress of chronic psychiatric patients under 
rehabilitation. The advice tendered to a sample 
of 113 patients at their reviews has been re- 
corded and analysed. The patients’ ability to 
recall this advice ranged from 12 per cent-83 per 
cent (mean 41 per cent). The main clinical 
factors associated with the patients’ performance 
were IQ and length of illness; no association 
could be shown with diagnosis or social with- 
drawal. The patients! performance was distinctly 
poorer than that of non-patient controls. 

If recall performance is in any way affected by 
the nature of the subject on which advice is 
offered, or by the technique, status etc. of the 
staff person offering it, this could not be 
demonstrated beyond reasonable doubt. The 
factor swamping everything else was the volume 
of advice offered. When this was large it led to 
a smaller percentage recall and nice versa. 

From this study three practical points emerge. 
(1) The mentally disabled person has an im- 
paired grasp of all advice offered to him. 
(2) This impairment is worse the lower the IQ, 
and the longer the person has been ill, regardless 
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of the amount of time spent in hospital. (3) The 
number of small topics presented to such a 
person at one time should not exceed about 
fifteen. 
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APPENDIX 
Transcript of Fred W's Review on 24.4.73 
(Fred is an unmarried chronic schizophrenic, aged 52, who 
spent 25 years in Rubery Hospital before transfer one year 
earlier for rehabilitation. Wing group ic, withdrawn, 
sluggish, rather obese and silent.) 


Dr. Moraan: Hallo Fred, do sit down. Thanks for coming 
in to see us, We've been talking about how you’ve got 
on in the last six months. Will you listen first to Mr. 
Staples telling you about the report on your work. 

Ми. SrAPLEs (Nursing Officer i/c patients’ work interests) : 
Well Fred, the report on your work over the last six 
months is an improvement on last time. Better than it 
was. Two things need your attention. Оле is the speed. 
you work. We shall never be satisfied, but it’s defi- 
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nitely a lot too slow at the present time. And use a bit 
more initiative. Do you know what I mean by that? 
If you run out of work, instead of waiting to be given 
more, ask for it and take more interest in it. Two 
things you have to do to get a better report in six 
months time. The speed you work and using a bit 
more initiative. 

Dr. Moroan: Fred, I want you to listen next to Mr. Best 
who will tell you about your ward report. 

Ма. Besr (Unit Charge Nurse): Well, it’s a fairly good 
one, Fred. You've maintained the good standard you 
had in the previous six months here. Mr. Blake’s 
pleased with the way you help over there. One thing 
you could improve: you go to bed at 8 o'clock every 
night—go a bit later and mix with the others a bit 
more. [Mr. Blake being another of the Unit Charge 
Nurses]. 

Dr. Moraan: Anybody else? 

Mn. SrAPLES: Why do you go to bed at 8 o'clock every дау? 

FRED: (Doesn't answer). 

Mr. Besr: You don't take advantage when there are other 
things to do, Fred. There’s a party on Monday, 
you’ve opted out of it. 

Евер: I can’t eat much. 

Mz. SrAPLEs: We'll have to get some nice horse racing. 
[Fred is known to put money on the horses]. 

Mr. McGowan (Unit Nursing Officer): It seems you 
told Mr. Blake your ambition in life was to go back to 
Rubery. True or false? 

FRED: I feel strange here. 

М». McGowan: Strange, in what way? Strange, be- 
wildered ? 

Frep: (Doesn't answer). 

Dr. Curner (Medical Assistant): You've found friends 
now, haven't you? One or two people have told me. 
Stanley—Charles F——? 

Mx. Bzsr: What about Ozzie? You have an interest with 
him in horses, haven't you? 

Евер: (Nods and grins sheepishly). 

Mr. MacGowan: We got the impression that you were 
only punching your time here until you got back [to 
Rubery Hospital—understood]. The trouble is they'd 
probably take up the same line as us. You don't have 
to live in hospital, you could get out, you could do а 
little job. All these hospitals are taking the same line 
with people like you. As far as we're concerned, it 
isn't too easy to see why you should stay in hospital. 

Dr. Morgan: You don't think Dr. E—— would allow 
you to have a permanent billet in Rubery, do you? 
What is he going to say? ‘Off and away as soon as 
possible'. He's that sort of man, isn't he? 





A. J. Cheadle, в.м.м., Research Assistant, 


FRED: Yes. 


Mr. McGowan: Anyway, І am sure it won't come to.1t, 
Fred. Indications are that it won't. If you look at the 
people who come in every morning—you know some 
from other units. Have a look and talk with a few of 
them sometime. Try and find out who they are. 
Charles F- would be able to put you in touch 
with them. Day-patients. That is, patients who don't 
live in the hospital but come in each day to work, and 
most of us agree that you could achieve that and 
perhaps more. 





Dr. Morean: Fred, we don't want you to underestimate 
yourself. It seems as though you're telling yourself 
you're fit for nothing and will stay in hospital for the 
rest of your life. We think you're a cut above that. 
Now we've spent enough time on that subject, Fred. 
We're going to start you on a course of injections 
shortly which certain other patients have too, 
instead of the tablets you are taking. O.K.? Did 
anyone else want to mention anything? Right then, 
thanks. Quite a lot of good things have been said 
about you this afternoon. You've earned youself good 
reports and that's good. Off you go—well done. 

Analysis of Topics 

Work Improved over the last six months 

Too slow at the moment / 

Show more initiative / 
Mental state Maintained a good standard / 
and behaviour Injections instead of tablets м 

You help in Һе ward 

Don’t underestimate youself "A 
Leisure activity You have opted out of a party 

You have an interest in the horses 

Go to bed a bit later м 

Mix with others a bit more м 

You have found а few friends 

Miscellaneous You want to go back to Rubery? 

All hospitals are discharging patients 
now 

Have a word with some of the day- 
patients 


Total number of topics = 15 
Number remembered by patient ( / ) = 7 
Percentage recall = 7/15 = 46:7 per cent 


R. Morgan, M.B., M.R.C.Prych., Director of Rehabilitation, 


St. Waulstan’s Hospital, Malvern, Worcestershire 


(Received то July 1974) 
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Red Cell Folate and Macrocytosis During Long-Term 
Anticonvulsant Therapy in Non-Anaemic Mentally, 
Retarded Epileptics 


By R. D. EASTHAM, J. JANCAR and J. D. CAMERON 


INTRODUCTION 

In a previous study, macrocytosis was found 
in non-anaemic mentally retarded epileptic 
patients treated with anticonvulsants, and a 
direct relationship was found between drug 
dose and the degree of macrocytosis, when the 
sole anticonvulsant given was phenobarbitone 
(Eastham and Jancar, 1970a and b). An 
attempt to use the measurement of red cell 
size to detect folate deficiency during anti- 
convulsant therapy before the development of 
overt anaemia was unsuccessful. Following these 
findings, yeast tablets were given as a natural 
source of folate to both epileptic and non- 
epileptic mentally retarded patients, and preli- 
minary results showed that folate deficiency 
associated with long-term anticonvulsant 
therapy could be corrected within three months, 
without increasing either the frequency or the 
severity of convulsions in epileptic patients 
(Eastham and Jancar, 1971). Supplementary 
yeast tablets were therefore given routinely to 
all epileptic patients on anticonvulsant therapy 
in the hospital; there were no side effects from 
this medication. 

Red cell folate concentrations, serum anti- 
convulsant levels, and haematological findings 
following long-term yeast therapy have now 
been analysed. The method used for blood 
counting has been changed since the earlier 
reports, but macrocytosis associated with anti- 
convulsant therapy is still present in non- 
anaemic epileptics. 


METHOD 
Routine haematological investigations were 
carried out at first using a Coulter FN counter 
and a microhaematocrit, the red cell volume 
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(MCV) being calculated from the observed red 
cell count and the corresponding haematocrit. 
Later haematological investigations were carried 
out using a Coulter ‘S’ counter. 

Red cell folate estimations were carried out 
by the method of Hoffbrand, Newcombe and 
Mollin (1966). 

Serum phenobarbitone levels were estimated 
by the method of Toseland, Grove and Berry 


(1972). 


Patients 

Following routine haematological investiga- 
tions plus red cell folate estimations, 50 non- 
anaemic adult mentally retarded patients (24 
males and 26 females) and 54 non-anaemic 
adult mentally retarded epileptics treated with 
long-term anticonvulsants (28 males and 26 
females) were given two yeast tablets three 
times each day, in addition to their other 
therapy, for three months, at the end of which 
time the haematological investigations were 
repeated. 

As a result of the findings of the trial of yeast, 
yeast supplements were subsequently given 
to all epileptic patients on long-term anti- 
convulsant therapy, and 111 serum pheno- 
barbitone levels, 59 red cell folate concentra- 
tions, were estimated later; 689 routine full 
blood counts were also performed. 


RESULTS 
Using both instrument systems as described 
above, there is a significant difference between 
the results from the two clinical groups (Table Т). 
Increases in red cell folate following supple- 
mentary yeast tablets are shown in both non- 
anaemic epileptic and non-epileptic patients 
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after three months and in epileptic patients 
after long-term yeast supplements (Table II). 
The increases after three months in both 
clinical groups are significant (р < 0-oo1, 
t = 5:15 and 4°41 respectively). 

When the increase at three months in red cell 
folate concentration was compared with the 
initial red cell folate concentration, it was 
found that there was a significant indirect 
correlation (у = 132:13—0:505x where у = 
increase and x = initial red cell folate; г = 
0:4395 with a coefficient of error for 104 
results of 0-079). These results indicate that 
there was no increase in red cell folate levels 
during three months of yeast supplements when 
the initial red cell folate concentration was 
265 ng./ml. or more. 

In 44 epileptic patients whose sole anti- 
convulsant therapy was phenobarbitone there 


was a direct correlation between oral dose of 
phenobarbitone based on body weight, and MGV 
which was not significant (Р = >0:05, г = 
0-211 with a coefficient of error of 0:13). 
When results of MCVs from a total of 111 
epileptic patients (70 males and 41 females) 
treated with phenobarbitone were compared 
with the oral dose based on body weight, there 
was no significant correlation (Р = > 0:05, 
г = 0:06). 

No significant correlation was found when 
red cell folate levels were compared with 
phenobarbitone dosage in 29 patients (13 males 
and 16 females) (т = 0-063). There was an 
indirect correlation of borderline significance 
between the МСУ and the corresponding red 
cell folate concentration in 59 patients (22 males 
and 37 females) (г = 0:268, coefficient of 
error = 0:13, P = <<0:05). 


TABLE I 
Results of MCV readings in epileptics and non-epileptic non-anaemic adult patients using (a) Coulter Fn counter and 
microhasmatocrit (b) Coulter S counter 





МСУ results using Coulter Fn counter plus microhaematocrit 








Epileptics 


Males plus females (264) 96-4-£7°78 Fl 
ignifi 


cant 


erence t = 6:402 


Non-epileptics 


Males plus females (384) 
Р = «o-oor 


92°5+7°38 Fl 


(Eastham and Jancar, 1970b) 





МСУ results using Coulter S counter 








Epileptics 
Males (137) 92:71:3-4:78 Fl 
Females (56) 93°39+4:06 Fl 
Males plus females (193) 92:91--4:58 Fl 


Non-epileptics 


Males (132) 
Females (364) 
Males plus females (496) 


89:7723-4: 10 Fl 
89:514-4:30 Fl 
89-58-L4:24 Fl 





Significant difference between epileptics (males plus females) and non-epileptics (males plus females) 


t — 7:642; 


= <0:001 


ТАВІЕ II 


Results of red cell folate concentrations in non-anaemic patients, before and after supplements of yeast for three months, 
and after long-term yeast supplement 





Red cell folate (ng./ml.) 














3 month yeast No. of Long-term yeast 
supplements patients supplements 
19959 3-68 -47 59 227:68-E 107-78 





Patients Pre-yeast 
Epileptics .. E 54 152:041-55'12 
Non-epileptics .. 50 175:103-73:42 








226:523-77:20 — 


BY R. D. EASTHAM, J. JANCAR AND J. D. CAMERON 


Discussion 

‘Mean red cell volume (MCV) results have 
again been found to be significantly increased 
during long-term anticonvulsant therapy in the 
absence of anaemia, using a Coulter ‘S’ counter. 
The mean red cell volume (MCV) in both 
epileptic and non-epileptic patients is found to 
be smaller when this instrument is used, 
probably because errors due to plasma trapping, 
inherent in methods using centrifugation to 
determine the packed cell volume, are elimi- 
nated. There was no significant correlation 
between red cell folate concentration and pheno- 
barbitone dosage, and only a borderline indirect 
correlation between red cell folate concentration 
and the corresponding МОУ. Whereas the 
earlier report of Eastham and Jancar (19702), 
when a Coulter FN and microhaematocrit 
estimation was used, found a significant direct 
correlation between the phenobarbitone dosage 
and МСУ, no such correlation was found using 
the Coulter S system, but there was a significant 
direct correlation between serum phenobarbi- 
tone levels and the MCV. An explanation for 
these results is still needed. 

The results from the three-month trial of 
yeast tablets and subsequent long-term treat- 
ment with yeast tablets in epileptic patients 
show that red cell folate deficiency can be 
safely repaired in this way, and future deficiency 
avoided. The level at which no response to 
yeast occurred in the present series was approxi- 
mately 260 ng. per ml, which is very close 
to the results of red cell folate concentrations 
found in normal control subjects by Howell et al. 
(1973) (961-9 ng./ml. in males and 244-9 
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ng./ml. in females), and these latter results are 
approached during long-term yeast therapy in 
epileptic patients (227-68 ng./ml.). It is now 
established practice to give prophylatic yeast 
tablets to all epileptic patients in the hospital 
while they are being treated with anticon- 
vulsants, and there is now no longer any need 
to estimate red cell folate concentrations in 
such patients. 


SUMMARY 
The occurrence of mild macrocytosis during 
long-term anticonvulsant therapy in non- 
anaemic patients has been confirmed, but not 
explained. Folate deficiency during such long- 
term therapy can be simply and cheaply 
prevented by regular yeast supplement. 
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Self-Destructive Behaviour in Oral and Intravenous 


Drug-Dependent Groups 


By M. R. GOSSOP, J. P. COBB and P. H. CONNELL 


Pierce-James (1967), has shown that British 
heroin addicts have a very much higher mor- 
tality rate than the general population. The 
same applies to American narcotic addicts; a 
20-year follow-up study of a group of narcotic 
dependents showed the very high death rate of 
23 per cent over this period (Vaillant, 1973). 
Pierce-James (1967), distinguished between 
suicidal, accidental, and other causes of death, 
and also demonstrated a higher rate of successful 
suicide attempts among heroin addicts than in 
the general population. Connell (1965) sugges- 
ted that the incidence of suicidal threats and 
attempts in childhood and adolescence is 
higher than is generally recognized, and in 
both adolescents (Gould, 1965) and intra- 
venous narcotic addicts (Frederick e£ al., 1973) 
suicidal and self-destructive behaviour is more 
common than successful suicide. The distinction 
between suicidal attempts and self-destructive 
behaviour is unclear. Stengel (1964) defined as 
suicidal attempts, ‘all cases of potentially 
dangerous self-poisoning or self-inflicted injury.’ 
The present study, however, does not assume 
that self-poisoning or self-inflicted injury neces- 
sarily implies suicidal intent. 

Self-destructive behaviour among drug- 
dependent individuals has received little atten- 
tion. It has been suggested that drug abuse 
may be a special form of self-destructive behav- 
iour (Frederick, 1972), and that narcotics 
addicts are more self-destructive than non- 
users (Frederick et al, 1973). Waldenberg 
(1972) noted that drug users were over- 
represented among his samples of wrist-cutters. 
The drug-dependent population, however, is not 
homogenous. Both clinical observation of in- 
patients at a London drug dependence unit and 
comments in the literature (e.g. Graff and 
Mallin, 1967) suggest that oral dependents 
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may differ from intravenous users on variables 
related to self-destructive behaviour. 

The present study compares oral and intra- 
venous drug-dependent patients with respect to 
self-destructive behaviour. Self-destructive be- 
haviour is however, difficult to define precisely. 
For the purposes of this study two main cate- 
gories were investigated. These were: self- 
inflicted injury (e.g. cutting or burning any part 
of the body), and self-poisoning (overdosing 
which required medical attention). 


METHOD 

Subjects 

The subjects of this study were 97 consecutive 
admissions during an 18-month period to the 
Drug Dependence Unit of the Bethlem Royal 
Hospital. These subjects were divided into two 
groups. The first consisted of 56 intravenous 
drug users. Of these, 42 were males and 14 
females. The second group consisted of 41 
orally dependent patients; of these 23 were 
males and 18 were females. The drugs of 
preference for the subjects of the intravenous 
group were mainly heroin and methadone. In 
the oral group amphetamines and barbiturates 
were mainly used. All subjects, however, were 
multiple drug users and used a wide range of 
substances according to their availability. The 
drugs of preference for these groups are dis- 
cussed more fully by Gossop and Connell (in 
press). The two groups were kept in separate 
wards, and contact between the two was 
prohibited. The average age of subjects passing 
through the two wards tends to vary between 
20 and 26 years (Teasdale and Hinkson, 1971; 
Gardner and Connell, 1971), and most of the 
subjects tend to fall within the range 16—35 
years. Accordingly, only subjects between these 
ages were included in the study. The average 
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age of the subjects in the oral group was 22:4 
years, and that of those in the intravenous group 
24:1 years. Subjects who took their discharge 
against medical advice within three days of 
being admitted to the unit were excluded, 
because of insufficient data. All patients were 
diagnosed as drug-dependent, and most were 
also diagnosed as suffering from a personality 
disorder (Glossary of Mental Disorders, 1968). 
No patients were diagnosed as having a psychotic 
illness. 


Procedure 


The two categories of self-destructive behav- 
iour were self-injury and self-poisoning. ‘The 
records of each patient were comprehensively 
studied and included nurses’ notes. The presence 
of any relevant aspects of self-destructive 
behaviour was noted. The frequency of the 
items was noted for each patient. Other relevant 
items were also noted (e.g. subsequent deaths). 


RESULTS 


Comparisons were made between the two 
groups using the Chi Square test. The results 
show that there was a higher incidence of self- 
injury within the orally dependent group than 
within the intravenous group (Table I). 
However, the incidence of self-injury can be seen 
to be relatively high within both groups. Of the 
orally dependent subjects, 32 per cent had on 
one or more occasions injured themselves; but 
even among the intravenous users there were as 
many as 11 per cent self-injurers. A further 
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analysis of this category of behaviour showed 
that there was no difference between the groups 
with respect to single occurrences of self-injury; 
but there was a difference when the incidence 
of repeated self-injury was examined. On this 
variable, the orally dependent group was found 
to score significantly higher than the intra- 
venous group. This again is shown in Table I. 

A comparison of the incidence of self- 
poisoning revealed no difference between the 
groups, although it is notable that this is high 
for both groups (54 per cent for the oral group; 
36 per cent for the intravenous group). Simi- 
larly, comparisons with respect to overdosing 
once, and overdosing repeatedly showed no 
differences between the groups. 

The correlation between self-injury and over- 
dosing was calculated for each group by means 
of the Contingency Coefficient. For the oral 
groups, there was a significant positive correla- 
tion (С = +0:39; p < 0-01), but for the 
intravenous group, no significant correlation was 
found (C = +4+0:22; п.з.). The correlation 
between sex and self-injury was also calculated 
for each group. This was extremely low, and 
non-significant for both groups (for the oral 
group С = +о:09; for the intravenous group, 
C = -ro-o7). 

Three of the 97 subjects in this study were 
known to be dead at the time that this paper was 
written. АП were males, and all died from 
overdoses. Two were dependent upon intra- 
venous narcotics and one was dependent upon 
oral drugs. All had a history of previous self- 
destructive behaviour. 


TABLE I 


This table shows жал of self-injury and self-poisoning in each group. The two groups are compared, and the 
value of x and its level of significance is shown for each comparison 








Oral group Intravenous ; 
(N — 41) (М = 56 Chi 
square р 
No.ofSs %ofSs | No.ofSs %ofSs 
Self-injury on one occasion only .. 3 7'5 4 7 о пз, 
Self-injury on more than one occasion 10 24'5 2 4 9:4 <0:01 
Self-injury (total) and 2. 13 32 6 її 6.8 <о*ої 
Overdosing оп one occasion only s 7 17 7 13 04 n.8. 
Overdosing on more than one occasion 15 37 13 23 2:2 n.s. 
Overdosing (total) m se ES 22 54 20 3'I пз. 
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Discussion 


This investigation was concerned with two 
variables relating to self-destructive behaviour. 
The first of these was self-injury. The results 
indicate that there was no significant difference 
between the number of patients in each group 
who injured themselves on one occasion only; 
however, there were significant differences 
between the two groups in the incidence of 
repeated self-injury, and in the total incidence 
of self-injury—on both of these variables, the 
oral group scored higher than the intravenous 
group. This suggests that those patients in the 
orally dependent group who cut themselves 
tended to be more likely to repeat this behaviour 
subsequently than the intravenous users, who 
were more likely to cut themselves cither on one 
occasion only or not at all. 

An important distinction must be made 
between the destructive effect of administration 
of the drugs themselves and other forms of 
self-destructive behaviour. Intravenous drug 
abuse is by itself more likely to be injurious to 
health than oral abuse. Frederick et al. (1973) 
assume that intravenous abuse of narcotics is a 
special form of self-destructive behaviour, and 
the belief that heroin addicts are a highly self- 
destructive group is widely held. However, the 
assumption that intravenous abuse is a special 
form of self-destructive bebaviour is often based 
upon interpretation rather than on direct 
evidence. Also, the belief that heroin addicts are 
a highly self-destructive group is frequently 
based upon the high mortality rate of this group,. 
although this is partly due to accident, sepsis or 
causes other than that of direct self-destructive 
intent. The findings of the present study 
suggest that on certain self-destructive variables, 
other than those directly associated with drug 
abuse, intravenous users tend to be less self- 
destructive than oral users. This is a surprising 
result and poses important questions. 

One possible explanation is that the difference 
is due to the direct pharmacological action of the 
drugs. Gossop and Connell (in press) studied 
comparable groups from the same clinic, and 
suggest that intravenous users prefer narcotics, 
whereas oral users tend to prefer amphetamines 
and barbiturates. Intravenous narcotics have a 
sedating effect, whereas amphetamines and 


barbiturates may produce states of extreme 
agitation. Self-destructive behaviour is more 
likely to occur in such states of agitation than 
when the subject is sedated. But although this 
pharmacological explanation may be valid, it 
does not exclude the further possibility that 
personality factors may play an important role. 
Those individuals who become dependent upon 
oral amphetamines and barbiturates may differ 
on personality and other variables from those 
who become dependent upon intravenous 
narcotics (Teasdale, 1972; Gossop, Stern and 
Connell, 1974). Such differences between the 
two groups may be associated with the differences 
in self-injurious behaviour observed here. 

On the second variable, self-poisoning, the 
results show no difference in the incidence of 
overdosing within the two groups. However, 
self-injury and self-poisoning were found to be 
positively correlated within the oral group, but 
not within the intravenous group. This suggests 
that within the oral group there were a number 
of individuals whose self-destructive behaviour 
could manifest itself in both self-injury and 
overdosing, whereas within the intravenous 
group, overdosing and cutting were not related. 

Pao (1969) suggests that the proportion of 
patients who cut themselves within a general 
psychiatric hospital sample of comparable age 
is about 8 per cent. Although the incidence of 
cutting and self-injury among the intravenous 
subjects was roughly comparable to this (11 per 
cent), that among the oral users was very much 
higher (32 per cent). In this way the oral group 
appears to differ not only from the intravenous 
group but also from the general psychiatric 
hospital population. 

Another difference between both groups in this 
study and the general psychiatric population 
may lie in the relationship between sex and 
self-injury. Previous investigations all tend to 
stress that multiple self-injury is a phenomenon 
which is more prevalent among females. 
Estimates range from between 3:1 (Phillips 
and Alkan, 1961), and 20 : 1 (Graff and Mallin, 
1967). It is striking that this study failed to 
replicate these findings. The results show no 
correlation between sex and self-injury. 

Three of the 97 subjects in the study were 
found to have died in the two years since the 
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beginning of the investigation. All three had 
records of previous self-destructive behaviour. 
This ratio of 32 : 1 for self-injury or attempted 
suicide to successful suicide or accidental death 
is similar to that quoted by Frederick et al. 
(1973). This finding, together with those of 
Pierce-James (1967) and Vaillant (1973), 
suggests that the risk to life which is associated 
with the self-destructive behaviour of drug- 
dependent individuals must be taken seriously. 


SUMMARY 


Although the higher mortality rate among 
heroin addicts is well documented, compara- 
tively little is known about self-destructive 
behaviour in this group. Also, few studies have 
been made of subjects dependent upon oral 
drugs. In the present study, the records of 97 
consecutive admissions to a drug dependence 
unit were comprehensively examined. Two 
main variables were investigated, self-injury 
and self-poisoning. The results show a higher 
incidence of self-injury in the orally dependent 


group than in the intravenous group. On the. 


self-poisoning variable, there was no difference 
between these two groups, although the inci- 
dence of self-poisoning was high for both. There 
was a significant positive correlation between 
self-injury and overdosing in the oral group, but 
not in the intravenous group. The results show 
no correlation between sex and self-injury. 
Three subjects, each of whom had a history of 
self-destructive behaviour, were known to have 
died from overdoses since the beginning of the 
study. It is suggested that the pharmacological 
action of the drugs abused by the two groups 
may account for differences in self-injury, 
although personality factors may also be 
involved. Finally, it is suggested that the risk 
to life associated with self-destructive behaviour 
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in drug-dependent individuals must be taken 
seriously. 
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A Further Review of the Results of Stereotactic 
Subcaudate Tractotomy 


By E. O. GOKTEPE, LUCY B. YOUNG and P. K. BRIDGES 


There is accumulating evidence of the 
clinical effectiveness of selective stereotactic 
psychosurgery in some severely disabled psychia- 
tric patients who have not responded to other 
forms of treatment (Stróm-Olsen and Carlisle, 
1971; Bridges, Góktepe and Maratos, 1973; 
Kelly et al., 1973). The risks of adverse effects 
resulting from operation are now small, and 
their significance is further diminished when 
related to the distress over long periods of 
those patients who are suitable for psycho- 
surgery. The criteria for selection have been 
considered by Bridges and Bartlett (1973). 

An initial investigation was carried out by 
Stróm-Olsen and Carlisle (1971) on the first 
210 patients who had a stereotactic tractotomy 
(Knight, 1969). It was originally thought that 
the operation might involve the substantia 
innominata, but this is now considered unlikely 
and therefore the procedure is probably best 
described as a stereotactic subcaudate trac- 
totomy (Knight, 1973). The site and extent of 
the lesion have also been considered by Corsellis 
and Jack (1973) and by Newcombe (1975). 

The present report describes a follow-up 
study of the next 208 cases, including details 
about their background, outcome and changes 
in clinical needs and in social adjustment 
following operation. The investigation also 
involved an analysis of prognostic factors, which 
will be dealt with separately (Bridges et al., 
in preparation). 


METHODS И 
The aim was to review all patients who had 
undergone a stereotactic subcaudate tractotomy 
subsequent to the previous review and who could 
be assessed at least two years after operation. 
The minimum follow-up period proved to be 
2} years. The number of patients fulfilling these 
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criteria were 208. It was intended that each 
patient should be seen by one author (E.O.G.), 
who would carry out a structured interview and 
make a global clinical assessment of the patient’s 
psychiatric state when seen. In addition, a close 
relative or other informant would similarly be 
interviewed in a standardized way by the social 
worker (L.B.Y.). Most patients attended the 
Unit, but others were visited at their homes or 
in hospitals. 


Assessment 


This involved clinical, psychological and 
social aspects. In order to obtain a psychological 
assessment of the patients’ state at the time of 
review each was asked to complete two question- 
naires. One rated depression, the Wakefield 
Inventory (Snaith et al., 1971), the other was a 
measure of anxiety, the Taylor Manifest 
Anxiety Scale (Taylor, 1955). 

As in previous similar studies, a five-point 
global scale was employed, but the definitions 
differed slightly from those used by other 
authors. We have favoured emphasis on social 
function (Bridges et al., 1973) as suggested by 


` Kerr et al. (1972). In our previous report the 


cases were grouped into those who did well 
(categories I and II) and those of poor out- 
come (categories III and IV). With more 
patients available in the present investigation, 
and bearing in mind that category III can 
involve clinically useful, if limited improve- 
ment, the patients in the present report were 
considered in three groups, namely, categories I 
and II together, category III and category IV 
(Table VI). 


Diagnosis 
A satisfactory scheme of diagnosis is crucial 
to a study of this kind, but it would be difficult 
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to achieve general agreement on the classifica- 
tien employed. Apart from the problem of 
nomenclature, the essential alternatives are 
either to accept the diagnosis of the referring 
psychiatrist, who is likely to know the case with 
greater accuracy, although this will involve 
personal preferences with regard to diagnostic 
presentation, or else attempt to impose a stan- 
dardized diagnostic scheme on the symptoms 
recorded at the time of operation. Diagnosis 
might also be carried out on the basis of the 
presenting symptoms. For example, phobic 
anxiety would then be grouped with other 
cases of anxiety, although there are many who 
regard phobic anxiety as often associated with 
an underlying depressive illness and would 
therefore include such cases under the heading of 
depression. 

We have felt it most realistic to emphasize the 
presenting symptom, which can be fairly easily 
identified. Thus, all patients with phobic 
anxiety were included in the anxiety group. 
Similarly, patients presenting with a major 
drinking problem were diagnosed as cases of 
alcoholism, although significant depression or 
tension was also present in every case, otherwise 
operation would not have been undertaken for 
them; this was also true of the drug-dependent 
patients. 


The sample 

Of the 208 patients, 134 were fully assessed, 
25 were found to have died, and 49 were in- 
completely assessed or could not be inter- 
viewed. Of the last group some information 
from other doctors was obtained for 26, but for 
23 few independent data were available. The 
reasons for lack of contact with the 49 patients 
were various: 8 were abroad, 23 refused to co- 
operate, other difficulties were encountered in 
the case of 4, and despite considerable admini- 
strative effort 14 could not be traced. Of the 23 
who declined co-operation there was evidence 
from their letters that 8 had shown improve- 
ment, and 8 were unchanged, while 7 did not 
mention their progress. 

The age of the patients at the time of opera- 
tion and their sex distribution are given in 
Table I. The follow-up periods for the patients 
interviewed were: 24-3 years (15 male, 23 
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female), 3-4 years (23 male, 31 female) and 
4-44 years (11 male, 31 female). 

The social class distribution of the patients 
seen was: Class I, 13 patients (9:7 per cent); 
П, 21 (15:7 per cent); ПІ, 6 (49:3 per cent); 
IV, 25 (18:7 per cent); V, 3 (2:2 per cent), 
and for 6 patients (4:5 per cent) this information 
could not be obtained. 


RESULTS 


The results deal mainly with the group of 134 
patients who were fully assessed, and informa- 
tion is also given about the 25 who had died by 
the time of the review. The fact that 49 patients 
were either not seen or not fully assessed could 
introduce bias into the sample. Some idea of the 
personal characteristics of this group can be 
obtained from Tables I and II. Information 
from their doctors was obtained for 26 from the 
group, and this suggested that 10 might be in 
categories I and II (38:5 per cent), 10 in III 
(38:5 per cent) and 6 in IV (23:1 per cent). 
Breaking this down by diagnosis, 17 were 
depressed and 47 per cent of these appeared to 
be in category I and II; 7 were cases of anxiety 
(29 per cent in I and П); there were none with 
obsessional neurosis, and 2 (both IIT) had other 
diagnoses. These figures indicate a poorer 
response than that of the main group (Table 
VI) but—inevitably—the information about 
improvement in these cases was incomplete and 
usually available after a shorter post-operative 
period, in a few cases less than one year. 


The illnesses 

Table II gives the primary diagnoses, included 
in four main diagnostic groupings for the total 
208 patients. In Table III is presented the 
duration of the illnesses before operation. It 
can be seen that 56:7 per cent of the patients 
were ill for то years or more and only 3-7 per 
cent for less than two years. This table also 
suggests that the outcome after operation is not 
necessarily worse for illnesses of longer duration. 

The most common precipitating events 
offered by the patients included: their own 
physical illness (20), difficulty with inter- 
personal relationships (20), death of a close 
relative or spouse (14), pregnancy (11), over- 
work (8) and physical illness in the family (7). 
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TABLE I 
Age distribution at operation 
Patients not seen 
Patients асай ——— 
Patients at time Independent Independent 
interviewed of review information information Totals 
available unavailable В 
Age (years) | ——————————— c r a —————— 
Male Female Male Female Male Female Male Female Male Female 
<20 I I — — — — — — I I 
20-29 7 18 2* — 2 4 3 4 14 а6 
30-39 9 23 = mm 3 4 2 4 I4 31 
40-40 15 15 I 1* I 6 I 3 18 25 
50—59 10 16 I 1* ї I — 2 12 20 
6 10 5 4 I 2 I 3 13 19 
70—79 I 2 I 8 I — — — 3 10 
80+ — — — 1 — — — — — I 
49 85 10 15 9 17 7 16 75 133 
* One death by suicide. 
Taare П 
Diagnoses 
Patients not seen 
Patients dead | ——————— — — — — — — ———- 
Patients interviewed at time Independent Independent 
of review information information 
available unavailable 
Male Female Totals Male Female Male Female Male Female 
DEPRESSION 
Chronic .. xis 21 47 4 12 4 9 2 7 
Recurrent s 3 7 78 I I — 2 I 3 
ANXIETY 
Chronic tension 
and anxiety .. 9 7 — I 3 2 I 2 
Phobic anxiety .. 3 5 24 I — — I — — 
OBSESSIONAL NEUROSIS 7 II 18 — — — I 2 2 
OTHER 
Schizophrenia .. 1 3 — — — I — I 
Personality dis- 
order .. - — 3 I I — I — I 
Drug dependence 3 2 2 — — I — 
Alcoholism m 2 — 14 I — — — — 








e 


` 
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In the case of 41 patients there was felt to be no 
apparent cause. 


Background 

As part of the assessment of the background 
of the patients, they were asked about neurotic 
traits in childhood. Detailed results are not 
given, as they were relatively uninformative. 
However, nail biting was the commonest, 
expectedly, and occurred in over half the 
cases. The next most frequently reported traits 
for the three larger diagnostic groups were 
childhood phobias (occurring in 40 to 50 per 
cent depending on the diagnostic group) and 
temper tantrums (about 30-40 per cent). All 
those in the miscellaneous diagnostic group 
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reported persistent truanting, and over 80 per 
cent of these patients had a history of delin- 
quency in childhood. 

Table IV gives details of relationships with 
parents in childhood. Both the depressed group 
and those with miscellaneous diagnoses showed 
high incidences of deaths of parents when young. 
Those in the miscellaneous group of diagnoses 
had suffered most from breakdowns in the 
parental relationship and from a disrupted 
family situation in childhood (adopted, brought 
up in an institution or otherwise separated from 
parents). 

Information about the family psychiatric 
history appears in Table V. Patients were asked 
whether their parents, siblings or other relatives 


























ТАВІЕ НІ 
Periods between onset of illness and operation ( years) 
By diagnostic 
(% of 134) 
<2 2-4 5-9 10—15 16+ 
Depression 2 10 19 16 31 78 
Anxiety .. I 6 6 4 7 24 
Obsessional neurosis 2 I 6 5 4 18 
Other .. — — 5 5 4 14 
5 (8:796) 17 (12:796) 36 (26-996) 30(22°4%) 46 (34:376) 134 (10070) 
By outcome 
(96 of each total) 
Iand П 2(40°0%) 15 (88-2%) 19(52:8%) 16(53°3%) 26(56:570) 78 
III as E 2 — 9 9 18 33 
IV te 2 I 2 8 5 7 23 
5 17 36 30 46 194 
Taste IV Р 
Relationship with parents (% of n) 
Obsessional 
Depression Anxiety neurosis Other 
n= 78 n= 24 n= 18 n = I4 
% % % % 
Before 16 years old 
Death of mother sie ss a 12:8 — — 21:4 
Death of father КИ x 22 20:5 20:8 5:5 14°3 
Parental divorce or separation .. E T - 16:7 II'I 28:6 
Parental strife... ae 38:5 58:3 33:3 10'О 
Anomalous family situation 14*1 8:3 5:5 28-6 
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TaBe V 
Family psychiatric history (% of n) 
Obsessional 
Depression Anxiety neurosis Other 
n — 78 n — 24 n — 18 n = 14 
% % % % 
Father 
Depression Е T xi p 8:3 16-7 28:6 
Suicidal behaviour .. 2% 3' — — 14°3 
Alcoholism А E “> = 16:7 12:5 II-I 25-0 
Other psychiatric illness i 9:0 8-3 II'I — 
Mother 
Depression А 20° 29:2 II'I 28:6 
Suicidal behaviour* E zs 10°3 — — = 
Alcoholism a Е 2s pà 2:6 — — — 
Other psychiatric illness ss 16:7 == 22:2 28-6 
Siblings 
Depression 2 € ES es 20°5 8-3 27:8 25-0 
Suicidal behaviour* 10°3 4'2 5'5 zi 
Alcoholism is Е 5'I — II*I — 
Other psychiatric illness то. 8:3 ІІТ 14-3 
Other relatives 
Depression 2 HP эдей s 12:8 8-3 22-2 14°3 
Suicidal behaviour* .. Se ae 71 8-3 II'I 14-3 
Alcoholism } s zx 1°93 12*5 — 25-0 
Other psychiatric illness es a 11:5 16:7 II'I 21-4 
* Fatal or attempted. 
(grandparents, aunts, uncles, nephews and with phobic anxiety did better than those with 


nieces) had suffered from depression or other 
psychiatric illnesses requiring treatment, whe- 
ther any had died by suicide and whether any 
showed evidence of alcoholism. The four diag- 
nostic groups show a generally similar pattern 
exceptthat suicidal behaviour was reported for 25 
relatives of the 78 depressives, of whom 13 had 
died by suicide, and this includes some patients 
who had lost more than one relative in this way. 
The family incidence of depression and of other 
psychiatric illnesses was similar for all groups, 
as was the occurrence of paternal alcoholism, 
which was overall 17:9 per cent. 


Ouicome 

The definitions of the categories employed 
and the outcome in relation to diagnosis are 
shown in Table VI. It is apparent that depressive 
illnesses did best, as 67:9 per cent had re- 
covered or were much improved. The results with 
recurrent depression were better than in the case 
of the chronic persistent illnesses. Of the patients 
with anxiety, 62-5 per cent did well, and those 


chronic anxiety or tension. The comparable 
result for the obsessionals was 50 per cent. Of the 
miscellaneous group, only one was clearly helped 
by operation (7-1 per cent). An analysis of factors 
of prognostic significance will be considered in a 
separate report (Bridges et al., in preparation), 


Psychological tests 

Table VII gives the results for the two 
psychological tests carried out at the time of 
review, in relation to diagnosis and outcome. 
Of the 134 patients, 127 completed all the tests 
correctly. The global assessments I~V were 
made on the basis of the clinical interview, a 
method that is necessarily empirical, but the 
psychological test results supported its validity, 
as we have found previously (Bridges et al., 
1973). The mean values for categories I and II 
were significantly lower than those of category 
III and category IV, while the mean results 
for the latter two groups did not differ signifi- 
cantly. Of the patients who did less well (III 
and IV), the depressives had the highest scores 
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Tase VI 
Outcome by diagnosis 











I II III IV V "Totals 
DEPRESSION 
Chronic .. АР 23 21 15 9 — 68 
* Recurrent 2 4 5 I — — IO 
67:9% 20:5% 11:5% 78 (99:976) 
ANXIETY 
Chronic tension 
and anxiety .. 7 2 4 4 NS 17 
Phobic anxiety .. 4 2 I = — 7 
62:5% 20:8% 16:7% 24 (100%) 
OBSESSIONAL NEUROSIS 7 2 6 3 — 18 
50% 33:376 16:7% 18 (100%) 
OTHER 
Schizophrenia .. — — 2 2 — 4 
Personality disorder — — 2 1 — 3 
Drug addiction . . — I 2 2 — 5 
Alcohlism zu — == = 2 = 2 
71% 42:9% 50% 14 (100%) 
TOTALS Si is 45 33 33 23 — 134 
58:2% 24:676 17:2% (100%) 





I Recovered, no symptoms and no treatment required. 
II Well; mild residual symptoms, little or no interference with daily life. 
III Improved but significant symptoms remain which interfere with the patients’ life. 














IV Unchanged. 
V Worse. 
Taste VII 
Mean psychological test results and outcome 
I and II т IV 
n Wakefield Taylor n Wakefield Taylor n Wakefield Taylor 
Depresion .. .. 52 11'9 16:9 13 22:1 31:7 9 24°9 30-1 
Апхї E .. I4 14°7 18-8 4 19-8 22:3 4 19:7 20:0 
Obsessional neurosis.. 10 9'2 19:9 4 17:6 26:6 4 17:6 26:6 
Other we ee -2 — — 6 17:3 22:7 5 29:2 32:4 
Am .. - .. 78 12-0a 16-6b 27 19*9c 27'5d 22 22-1€ 28: 5f 
av. c р < 0:001 bod р <o-oo1 cv. e NS. 
ave р < 0:01 bof p<o-oo1 d v. f N.S. 


* 127 patients completed all tests correctly. 
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on both tests and the anxiety group of poor 
outcome did not show higher scores on the 
Taylor Scale, as might have been expected. 
Thus the two psychological tests did not 
differentiate between diagnostic groups but were 
clearly different for those who did well com- 
pared to those whose outcome was poor. 


Epilepsy 

Among the 134 interviewed, 7 patients 
suffered at least one fit after operation, and one 
of these had a history of a fit before operation. 
Four of the seven had only one post-operative 
fit, with no recurrence during the follow-up 
period and no anticonvulsants were required. 
The other three patients had more than one fit 
and were treated with anticonvulsant medica- 
tion. The incidence of post-operative epilepsy 
in this series is therefore 2*2 per cent. 


Other side-effects 

No socially incapacitating effects on the per- 
sonality developed after operation. The occur- 
rence of adverse personality traits is probably 
most reliably observed by relatives, though not 
always with objectivity. However, the relatives 
reported what they regarded as undesirable 
effects in 9 cases (6-7 per cent). These included 
a tendency to excessive eating (2 patients), 
volubility (2), extravagance (2), reduction in 
social standards (2) and a lack of consideration 
for others (1). 


Deaths 

At the time of the review 25 patients were 
found to have died. Their age distribution is 
given in Table I. Three deaths were by suicide, 
and one of these involved a drug addict. Another 
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drug addict died from taking excessive medica- 
tion in circumstances which might have been 
suicidal. These two addicts account for both 
deaths in the age group 20—29 years. One death 
from broncho-pneumonia, associated with a 
major seed displacement, occurred in an elderly 
patient 34 days after operation (Knight, 1973). 
This is the only such complication that has 
occurred after over 750 operations so far 
performed. 

The other deaths were unrelated to operation, 
the minimum post-operative period being three 
months, and all the remainder, except three, 
occurred after more than six months. The 
commonest causes were broncho-pneumonia (6), 
cardiac failure (5), and carcinoma (4). Post- 
mortem neuropathological examinations were 
carried out on some of these patients by Corsellis 
and Jack (1973) who were able to demonstrate 
the site and degree of localization of the psycho- 
surgical lesions. 


Clinical changes after operation 

The mean durations of admissions, in weeks 
for a similar period before operation as the 
period between operation and follow-up, are 
given in Table VIII, which also includes the 
number of admissions, presented similarly. 
Most patients are returned to the referring 
hospital after operation for further rehabilita- 
tion, so this almost routine admission is omitted 
from the number of admissions; but the length 
of this admission is included in the total mean 
periods. 

Similarly, the numbers of courses of electro- 
plexy given to the patients during comparable 
periods before and after operation are shown in 
Table IX and the numbers of suicidal attempts 


"TABLE VIII 
Admissions during comparable periods of time before and after operation, by outcome 


Number of admissions Mean duration 
of admissions 
o I 2-3 4+ (weeks) 
I and П Before .. ae 18 26 32 2 19°2 
After .. > 52 20 6 — 10:0 
ПІ Before .. MM 13 9 8 3 20.9 
After .. T 18 8 6 I 20:2 
IV Before .. 2% 4 8 8 3 31°5 
After .. a 10 7 5 I 28:1 
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in Table X. There was a striking reduction in the 
rieed for ECT among the patients in categories I 
and II, with a less marked reduction for the 
other patients. The pattern of suicidal attempts 
is given both by diagnosis and by post-operative 
outcome, the latter shown both before and after 
operation. This table shows two features. Those 
of good outcome were not characterized by 
fewer attempts before operation, yet there was a 
considerable reduction (from 33 total attempts 
to 5) after operation. Again, the pattern changed 
little for the patients of poor outcome. 


Social changes after operation 

The social worker’s interview with the 
relatives included an assessment of the patients’ 
social function both before and after operation 
in terms of marital adjustment and work 
capacity. These assessments were made without 


TABLE IX 


Number of ECT courses required during comparable 
periods before and after operation, by outcome 
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knowledge of the clinical outcome. The criteria 
and the results appear in Table XI. 

It can be seen that marital adjustment 
improved a good deal by the time of the review. 
Results after operation were not worse for the 
separated, divorced and widowed group, who 
are likely to lack support in the post-operative 
period. Single patients, however, did not 
appear to do so well—only about one-third 
were of good outcome. Work capacity for those 
who did well improved greatly after operation. 


Discussion 


The background of the patients revealed 
considerable disturbance among the whole 
group, as was found in our previous study. 
With a few exceptions, there were no obvious 
differences between the past histories of patients 
in the different diagnostic groups. However, it is 
noteworthy that 12 relatives of the 78 depressives 
had made at least one suicidal attempt and 
another 13 had died by suicide. The proportion 
was also high in the case of the miscellaneous 
group of diagnoses (3 relatives having died dy 




















ECT courses gs 3 . 
suicide). Paternal alcoholism occurred in 17:9 
о I 2-9 4+ per cent of all cases, with the largest incidence 
Taat (25 per cent) among the patients with miscel- 
ап Bei f dy ae Би к 4 laneous diagnoses. All patients in the miscel- 
H 2 laneous group reported persistent truanting, and 
I Before I9 8 6 — the 1 ЖОЕ . f 
After 26 5 pr ee ¢ large majority of these also had a history о 
IV Before do. ст Ga wem delinquency. This, and other data described, 
After 17 5 Nt Lm suggests considerable disturbance in childhood 
among this small group, mainly consisting of 
TABLE X 
Numbers of suscidal attempts during comparable periods before and after operation, by diagnosis and outcome 
Before After 
I and П III IV I and П ПІ IV 
Number of | —————————— ————————— LL ———————————— 
attempts I 2 3+ I 2 3+4 I 2 3+ I 2 38+ 1! 2 3+ I 2 3+ 
Depression I1 I 2 2 92 I 2 — I 2 - - I = I — 2 I 
Anxiety 2 - - I - - = - = = - I I - - - 
Obsessional 
neurosis 2 - 2 I — I - - 2 - = = I = = - 
Other .. - 1 - 1 I 2 c cd I1 =- = 2 - I I 2 I 
Total attempts 15 2 16 3 6 12 4 - 6 5 - = 3 2 12 т 8 6 
33 21 10 5 17 15 
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Taste XI 
Social assessments before and after operation, by outcome 














Before After 
IandII III IV Totals IandII Ш IV Totals 
STATUS . 
Satisfactory marriage .. 30 6 5 41 50 4 4 58 
Intermediate . 20 7 2 29 4 II 3 18 
Unsatisfactory .. M 6 3 4 13 5 2 4 11 
Unassessable 4 I 1 6 — — — — 
Separated or divorced . . 4 I 3 8 5 I 4 10 
Widowed 55 “> 5 ї 1 7 5 ї 1 7 
Single 9 14 7 30 9 14 7 30 
134 134 
WORK CAPACITY 
I oF 6 2 — 8 61 IO — 71 
2 te 15 8 5 28 11 9 4 24 
3 К 35 9 7 5I 6 6 8 20 
ey 17 13 9 39 — 8 ІІ 19 
Unassessable 5 I 2 8 — — — — 
194. 134 





Male 1—Potential for regular, full-time work. 


2—Short absences or changes of work due to illness. 
3—- Periods of 6 months or more off work due to illness. 


4—Unable to work. 


Female r—Normal capacity for housework and work. 
2—Impaired capacity for housework, only capable of part-time work. 
3—Manages little housework, unable to work. 


4—Unable to care for house and family. 


patients with personality disorders, alcoholism 
or drug dependence. 

The study has shown that among a group of 
psychiatric patients, 56-7 per cent of whom had 
been ill for ten years or more, there were 58-2 
per cent overall who completely recovered or 
retained only mild symptoms causing little or 
no interference with their lives, following a 
stereotactic tractotomy. It might be mentioned 
thateven five years should now be considered too 
long before suitable patients are assessed for 
psychosurgery. No patient was found to be 
worse after the operation, meaning that the 
pattern of their illness had not changed for the 
worse, with more severe psychiatric symptoms 
appearing post-operatively. 

Depression as a diagnosis produced the best 
results (67:9 per cent in categories I and II), 
followed by anxiety (62:5 per cent) and then 


obsessional neurosis (50 per cent). Patients with 
other diagnoses did not do so well, and of the 
patients in this group only one showed marked 
improvement (7-1 per cent). 

Our previous comparison of a group of 
depressives with an obsessional group of 
patients (Bridges et al, 1973) showed higher 
rates of recovery, but the study involved selected 
groups, and a number of patients had had two 
operations. Stróm-Olsen and Carlisle (1971), in 
their investigation, which was similar to the 
present one, assessed the results by means of a 
five-point scale with criteria that were slightly 
different. Bearing this in mind when making 
comparisons, the proportion of patients they 
found in categories I and II was 48-7 per cent 
overall, and by diagnostic groups; depression 
56 per cent, anxiety 41:3 per cent, obsessional 
neurosis 50 per cent and other diagnoses 22-2 
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‚ рег cent. More recently, Kelly et al. (1973), also 
using a five-point scale for which, again, allow- 
ance must be made for different criteria, 
assessed a smaller group of patients only six 
week after operation. They reported on the 
effects of limbic leucotomy as follows: depression 
40,per cent in categories I and II, anxiety 22:2 
per cent, obsessional neurosis 41-2 per cent and 
other diagnoses 11-1 per cent (overall 30 per 
cent). It would seem that a longer post-operative 
period than six weeks is required for the full 
effects of psychosurgery to become apparent, 
even allowing for the possibility that the cryo- 
genic lesion of limbic leucotomy produces effects 
more rapidly than those resulting from radio- 
yttrium implantation. 

Evaluation of outcome in this study depended 
upon a clinical assessment, but there is con- 
siderable objective support for the validity of 
the method. This is to be obtained from the 
psychological test results found at the time of 
the review (Table VII), by the evidence of a 
reduction in treatment needs (Tables VIII and 
IX), and by an obvious reduction in suicidal 
behaviour (Table X) found for the patients of 
good outcome (I and IT). These findings were 
also confirmed by improvements in social 
function (Table XI). There is no evidence that 
patients of good outcome had had shorter 
illnesses (Table ITI) or less severe illnesses before 
operation (Tables XIII and IX), with the 
exception of a relatively shorter mean period of 
admission before operation for those who did well. 

Improvement of a degree that places patients 
in category III is often of considerable clinical 
value, especially in relation to the chronic and 
disabling illnesses for which psychosurgery is 
carried out. Sometimes symptoms can be made 
more tolerable despite little general change in 
the patient's social functioning. However, 
although category III implies a definite, if 
limited, clinical improvement, patients in this 
category more closely resemble those in IV 
(Table VII-XI) than those in І and II, when 
objective criteria are used. 

Following the encouraging results in the 
original report of Strom-Olsen and Carlisle 
(1971), and bearing in mind the well-recognized 
poor prognosis associated with many cases of 
alcoholism and of drug dependence, it seemed 
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worthwhile to attempt operation on patients 
with these problems who presented with either 
prominent anxiety or depression as well, since 
these symptoms had been found to be especially 
likely to respond to psychosurgery. However, 
it became apparent on clinical grounds, before 
the present study was carried out which con- 
firmed that impression, that such patients have 
little chance of being helped in this way, and 
therefore cases with these diagnoses are now 
unlikely to be accepted for operation. 

There will be general risks associated with any 
surgical operation, and this must always be 
taken into account when psychosurgery is con- 
sidered, but otherwise the most significant side- 
effect from stereotactic tractotomy is the small 
increase in the incidence of epilepsy. This risk 
needs to be weighed against the possibility of 
relieving the intractable illnesses for which the 
operation is carried out. Adverse post-operative 
effects on the personality are uncommon and 
usually of relatively little consequence. In 
assessing the importance of the small but real 
risks associated with psychosurgery, it is 
necessary to take into account the high incidence 
of suicidal attempts found before operation and 
also the familiar observation that affective 
disorders, for which psychosurgery is especially 
valuable, are associated with a risk of death by 
suicide of the order of 15 per cent (Guze and 
Robins, 1970). 


SUMMARY 

Following a previous review of 210 patients 
who had undergone a stereotactic subcaudate 
tractotomy for intractable psychiatric illnesses, 
the results for the next 208 patients were 
studied 24-413 years after operation. 

Of the total group of 208, 134 were indi- 
vidually interviewed in a structured way and in 
every сазе a close relative was also seen. 
Twenty-five patients had died, and in one of 
these а major seed misplacement contributed, 
the only time this has happened. Forty-nine 
patients either could not be traced, could not 
be fully assessed or were unco-operative, but 
some details about this group were obtained. 

The psychiatric background of the patients 
showed evidence of considerable disturbance 
among the whole group. In particular, suicidal 
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attempts had been made by 12 relatives of the 78 
depressives, and a further 13 had died by 
suicide. Paternal alcoholism occurred in 17:9 per 
cent of all cases. These features did not other- 
wise differentiate between the four main 
diagnostic groups—depressive illnesses, anxiety, 
obsessional neurosis and a group with miscella- 
neous diagnoses. 

As many as 56-7 per cent of the 134 patients 
interviewed had been ill for over ten years 
before operation and 39:6 per cent for two to 
ten years. But the global clinical assessment at 
the time of the review showed that 58:2 per 
cent had recovered completely or retained only 
mild symptoms (I and II), 24-6 per cent were 
improved (III) and 17-2 per cent unchanged 
(IV). In no case did the operation cause worsen- 
ing of the psychiatric condition (V). Of the 
diagnostic groups, depressives did best with 
67-9 per cent in categories I and II, for anxiety 
this was 62:5 per cent and for obsessional 
neurosis 50 per cent, but of patients with other 
diagnoses only one improved considerably 
(7*1 per cent). 

The validity of the clinical assessment was 
supported by psychological test results which 
were significantly different for the patients in 
categories I and II, compared to those in III 
and in IV. In addition, considerable reductions 
in the number of admissions to hospital, in the 
mean period in hospital and in the numbers of 
suicidal attempts were found after operation in 
the case of the patients of good outcome, but not 
for the others. Social assessments showed 
improvements in marital adjustment and work 
capacity after operation for those in categories 
I and II. 

No socially disabling personality traits 
appeared, but relatives complained of some 
undesirable effects in 9 patients (6:7 per cent). 
Epilepsy requiring anticonvulsant medication 
occurred in 2*2 per cent. 


Е. О. Göktepe, р.р.м., Research Fellow, 
Lucy B. Young, Senior Social Worker, 
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Further Report on Prophylactic Lithium in 
Recurrent Affective Disorders 


By R. P. HULLIN, R. MaDONALD and M. N. E. ALLSOPP 


INTRODUCTION 


Evidence continues to accumulate for the 
proposition that lithium salts have a marked 
prophylactic effect on recurrent affective dis- 
orders. An earlier paper (1), together with 
reports from Baastrup et al. (2) and Coppen 
et al. (3) indicate that this effect is a strong one. 
This paper reports the current position regarding 
a trial in one centre which has been in progress 
for eight years, in which the effect of lithium was 
investigated on the frequency of admission to 
and time spent in psychiatric hospitals. 


PATIENTS AND METHODS 


The patients and methodology have been 
described previously (1). A comparison was 
made between a period in which a patient was 
receiving an appropriate dosage of lithium 
carbonate and the corresponding period imme- 
diately preceding the initiation of treatment. No 
patient in the trial had received lithium for less 
than 18 months, and all results were included 
even when in relapsed patients there was 
evidence of inadequate lithium or none in 
the blood plasma upon admission to hospital. 


The 95 patients involved include those consi- 
dered in the previous study who were still 
receiving lithium, and also patients who have 
entered the trial since. 


RESULTS 


The effect of prophylactic lithium treatment 
on the admission frequency and time spent in 
hospital related to age and sex is indicated in 
Table I. Although all groups show a very 
marked reduction in admission frequency and 
time spent in hospital when receiving lithium, 
it would appear that the improvement is most 
marked in males and least so in premenopausal 
females. 

The results of lithium treatment with respect 
to sex and diagnostic category is considered in 
Table IT. 

Not surprisingly, in view of the anti-manic 
effect of lithium, unipolar manics of both 
sexes show a complete response to prophylactic 
lithium. It is of interest that there may be some 
sex difference between the response to lithium 
of unipolar depressives. No male patient in this 
category has been re-admitted during lithium 


TABLE I 
Effect of prophylactic lithium treatment on the admission frequency and time spent in hospital 


Average 

Average time on 

Group No. age lithium 

(months), 

Pre-menopausal females 11 36 48 
Post-menopausal females 47 60 53 
Males .. SE vee. #87] 54 49 
Whole group .. .. 95 66 50 





Average Average 
Average Average time in time in 
no. of no. of hospital hospital 
admissions admissions before during 
before during lithium lithium 
treatment treatment treatment treatment 
(weeks) (weeks) 
3:80 0-80 23:8 6-45 
5°11 0:63 38:7 5:50 
2:92 0:30 20:5 1:05 
4H 0:71 297 3°91 
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Taste II 
Complete lithium response related to age, sex and diagnostic category = 
Average time No. without 
Group No. Average on lithium re-admission 
age (months) (%) 

Pre-menopausal females ы: Hs II 36 48 5 (45). 
Post-menopausal females s E 47 60 58 33 (70) 
Males under 46 ss A vs 13 37 49 7 (54) 
Males over 46 .. Е АР 24 67 50 21 (87) 
Unipolar manic: males Е zm 5 63 52 5 (тоо) 
females Е е 4 54 48 4 (100) 
Unipolar depressives: males  .. zs II 51 40 1I (100) 
females .. ie 25 54 51 18 (72) 
Bipolar: males .. zs Es x 20 53 52 11 (55) 
females .. ps Br e 27 57 52 15 {es 
Schizo-affectives (1 M, 2 F) .. va 3 63 2 (67 





treatment, but 28 per cent of females have had 
at least one re-admission whilst receiving 
lithium. ‘The bipolar group, irrespective of sex, 
do less well than those suffering from the 
unipolar form of iliness. It should, however, be 
remembered that some of the relapses in this 
category were due to a failure to take the 
lithium tablets as directed. The data include 
12 cases of this kind in which, upon admission, 
usually in mania, no lithium was present in 
the plasma. 


Swe EFFECTS AND AcuTE loxiorrv 
(а) Асше toxicity 


Since our last report we have had no further 
patients suffering from acute toxic effects, and 
almost all patients are without complaint of 
any obvious physical symptoms. 


(b) Thyroid function 

The evidence of a thyroid-depressing effect of 
lithium continues to grow, and we believe the 
case for some routine, regular assessment of 
thyroid function in lithium-treated patients is 
now very strong. Protein-bound iodide (PBI) 
levels, determined routinely, have been used as 
a screening procedure in this study. When per- 
sistently low values of PBI were found, further 
thyroid function tests such as triiodothyronine 
determinations and radio-active iodide uptakes 
have been performed. When these additional 
tests confirmed the presence of hypothy- 


roidism, patients were placed on an appro- 
priate dosage of thyroxine so as to restore the 
function test values to the euthyroid range. 
For 126 patients currently receiving prophylactic 
lithium in our trial (some of whom have not 
yet had 18 months of treatment and hence have 
been excluded from the above statistics) seven 
patients have given persistently low serial PBI 
values, and hypothyroidism has been confirmed 
by other thyroid function tests. The average time 
from commencement of lithium to the first low 
PBI value in this group was 54 months (range 
30-75 months). In some of these patients during 
the early years of the trial lithium was dis- 
continued, and within six weeks of discontinua- 
tion euthyroid values were re-established, 
though not without apparent psychiatric dis- 
advantages. Latterly lithium treatment has 
been continued with thyroxine supplementation 
as described above. Of the 7 subjects who 
became hypothyroid, 4 (1 male, 3 females) 
had high titres of thyroid antibodies, which 
antedated the reduced thyroid function. How- 
ever, two other female patients who have been 
receiving prophylactic lithium for periods of 43 
and 72 months respectively, have not yet shown 
low PBI values despite having high titres of 
thyroid antibodies. 

In addition to these 7 patients, another 4 
(2 male, 2 female) have shown low PBI values 
on at least five occasions, but the results of other 
thyroid function tests have been equivocal. No 
change in medication has therefore been insti- 
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tuted, but these patients are seen at more fre- 
quent intervals and their thyroid status is 
closely monitored. Transient low PBI values 
have also been found in 16 other рашын 
receiving prophylactic lithium. 

Thus, to summarize, 5:6 per cent of the patients 
have developed persistent hypothyroidism, 
another 3:2 per cent have given low PBI values 
on more than five occasions and a further 
12:7 per cent have shown occasional low values 
for PBI. Hence, in total, 21-5 per cent of patients 
in the trial have shown some indication, albeit 
only occasionally, of reduced thyroid function. 
Since many of the early clinical symptoms of 
hypothyroidism are difficult to distinguish from 
those of depression, there is a strong case for 
including some screening test of thyroid function 
in all patients receiving prophylactic lithium. 


(c) Calcium metabolism 


It has been shown that lithium is retained in 
bone (4), and that although one fraction of the 
retained lithium is labile and disappears within 
4 to 5 days of discontinuing lithium treatment 
there is a second fraction (approximately 50 per 
cent) which is tenaciously retained and does 
not disappear from bone for periods of many 
weeks or months (5). This finding, obtained in 
rats receiving lithium in their drinking water, 
has been confirmed in human post-mortem 
tissue obtained in three cases in which lithium 
had been stopped for periods varying from 
three to nine months before death. It is pro- 
bable that the retention of lithium in bone and 
its subsequent release due to resorption provides 
an explanation of our finding in metabolic 
balance studies (6) that after discontinuation of 
lithium treatment discrete periods of 2 to 5 days 
occur when the cation reappears in both plasma 
and urine. We have been carrying out studies 
in conjunction with the M.R.C. Mineral 
Metabolism Unit, Leeds, to determine whether 
the lithium retained in bone or the effect that 
lithium has on calcium metabolism by virtue of 
its diagonal relationship in the Periodic Table 
has any adverse consequences on the bone 
metabolism of patients receiving lithium for very 
long periods. The results of these investigations 
will be presented in due course. 
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Discussion 


Assuming that the natural history of recurrent 
affective disorders is not characterized by de- 
creasing episode frequency with increasing age 
—and there is evidence suggesting this is not 
so (7), this further report provides more 
evidence that lithium exerts a strong pro- 
phylactic effect against this illness. The problems 
of categorizing those patients likely to respond 
to treatment and of determining which bio- 
logical action of lithium is responsible for its 
beneficial psychiatric effect now assume con- 
siderable importance both clinically and in 
clarifying the aetiology of recurrent affective 
disorders. 

Appropriate preliminary screening of patients 
and regular monitoring of plasma lithium levels 
have minimized the possibility of acute toxic 
effects. The occurrence of long-term lithium 
effects on thyroid and calcium metabolism 
requires careful assessment and consideration 
in preliminary screening procedures and in 
routine monitoring. 


SUMMARY 


A further report on the effect of lithium as a 
prophylactic agent against recurrent affective 
disorder is presented. A group of 95 patients 
was studied for an average period of 50 months 
(range 18-96 months). The number of ad- 
missions to and time spent in a psychiatric 
hospital during lithium treatment were com- 
pared in each patient with the situation in an 
equivalent period immediately prior to the 
commencement of prophylactic treatment. The 
average number of admissions for episodes of 
depression and/or mania fell from 4:11 to 0°71 
and the average time spent in hospital from 
29:7 to 3:9 weeks. Sixty-six of the patients in 
the group have not been readmitted to hospital 
while receiving lithium; these total responders 
included the whole of the g unipolar manics 
and 11 unipolar male depressives. Patients with 
bipolar manic-depressive psychosis had the 
lowest percentage (55 per cent) of total 
responders. 

The occurrence of long-term side-effects of 
lithium on thyroid function and calcium 
metabolism is discussed. 
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aride BP in a sustained-release formulation. Lentizol is 
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* Brom-ergocryptine in the Treatment of Phenothiazine- 


Induced Galactorrhoea 


By P. BEUMONT, J. BRUWER, B. PIMSTONE, A. VINIK and W. UTIAN 


INTRODUCTION 

An ergot alkaloid, 2-br-alpha-ergocryptine 
(CB 154), referred to hereafter as brom- 
ergocryptine, has been reported to inhibit 
puerperal lactation (Varga, Lutterbeck et al., 
1972), and to terminate breast secretion in 
patients with inappropriate lactation (Lutter- 
beck, Pryor et al., 1971). Besser, Park et al. (1972) 
found that the drug suppressed elevated levels 
of plasma prolactin in five patients whose in- 
appropriate lactation was due to a variety of 
causes. This hormonal effect was accompanied 
by clinical changes such as the disappearance 
of galactorrhoea, return of menstruation, and 
an increase in sexual potency. 

The purpose of the present investigation was 
to study the effects of this drug specifically on 
the raised prolactin levels, galactorrhoea and 
menstrual disturbances that arise in patients as 
a result of psychotropic medication (Beumont, 
Gelder et al., 1974). 


THE PATIENTS 

Nine female patients at a psychiatric hospital, 
aged 27 to 49 years, volunteered for the study. 
Two had previously borne children. All were 
being treated with phenothiazines, their daily 
dosages ranging from: thioridazine 100 mg. 
(patient E) to thioridazine roo mg., trifluo- 
perazine 15 mg., perphenazine 12 mg., pro- 
cyclidine 15 mg. and amitriptyline 75 mg. 
(patient С). All patients had an inappropriate 
secretion of a milk-like substance from their 
breasts. Only two were having regular menstrual 
bleeds. The remaining seven were amenorrhoeic, 
but whether this was due to their medication 
or to some other cause was unclear at the outset 
of the investigation. It was thought that some 
of these patients ‘were in fact post-menopausal. 

At the beginning of the study the patients 
were examined clinically, the size of the sella 
turcica was checked by radiography, and routine 
biochemical and haematological investigations 
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were performed (urea and electrolytes, liver 
function tests, cholesterol and full blood count). 
In none was there evidence of any endocrine or 
gynaecological disorder which might have 
accounted for their galactorrhoea. 

The patients were observed weekly over a 
period of nine weeks. The severity of the galac- 
torrhoea was assessed by a thorough examina- 
tion of the breasts, and was graded on a scale 
of + to +++-+. At each interview blood 
specimens were taken for hormone assay, at a 
constant time following the morning dosage of 
drugs. The specimens were centrifuged immedi- 
ately after collection, and the plasma was 
frozen. For each hormone, all samples from 
individual patients were measured in the same 
batch. No change in medication was made 
during the first four weeks of the study. From the 
fifth week onwards, brom-ergocryptine 2°5 mg. 
b.d. (Besser, Parke et al., 1972) was added, but 
the dosage of phenothiazines was kept constant. 
During the final week of the investigation, the 
routine biochemical and haematological investi- 
gations were repeated. 


METHODS 

Hormone assay 

Plasma LH and FSH were measured by radio- 
immunoassay using purified LH and FSH for 
labelling with I'*5, and specific antisera obtained 
from Calbiochem. All results were expressed in 
terms of the HMG—Second International 
Reference Preparation, kindly supplied by 
Dr. R. Bangham, Medical Research Council, 
Mill Hill, London. Plasma prolactin (HPr) 
was also measured by radioimmunoassay, using 
HPr for standards and labelling. Antiserum and 
HPr were kindly supplied by the National 
Pituitary Agency, U.S.A. 
Statistics 

Paired analysis of the significance of differ- 
ences between median hormone levels of indi- 
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vidual patients before and after brom-ergo- 
cryptine administrations was performed. 


Clinical effects кошын 

In none of the patients did the galactorrhoea 
completely disappear during the course of 
treatment with brom-ergocryptine, but in all 
five instances in which it was pronounced there 
was a marked decrease in the amount of the 
secretion (see Table I). Patient C, who had been 
amenorrhoeic for eight months, since shortly 
after starting on phenothiazines, had an 
apparently normal menstrual period four weeks 
after the initiation of brom-ergocryptine. No 
change in menstrual functioning was observed 
in any of the other patients. There were no 
discernible side-effects nor significant changes 
in the results of routine investigations. 


Endocrine effects (Table I) 

On the basis of the initial LH and FSH 
results, the patients could be divided into two 
groups, viz. those in whom the plasma values 
of both these hormones were below 40 m.i.y/ml. 
(patients A, B, C, D and E), and those in whom 
one or both values were above this level (patients 
F, G, H and I). The values recorded were within 
the range that we have found in normal pre- and 
post-menopausal women respectively. The intro- 
duction of brom-ergocryptine did not appear to 
have any consistent effect on plasma levels of 
these two hormones in either of the groups. 

Initial values of plasma prolactin were raised 
above the upper normal limit of 25 ng./ml. in 
all but two of the patients. Prolactin levels 
tended to be higher in those patients whose LH 


and FSH values were in the pre-menopausal, 
range (group т patients), than in those whose 
gonadotropin levels were in the post-menopausal 
range (group 2 patients). All but one of the 
patients showed a fall in plasma prolactin 
after brom-ergocryptine. 

Histograms of the mean levels of plasma 
prolactin, LH and FSH, before and after brom- 
ergocryptine, are shown in Fig. 1. The difference 
between the median prolactin concentrations of 
individual patients before and after brom- 
ergocryptine administration was significant at 
the 1 per cent level (t = 3,895). Changes in LH 
and FSH levels were not significant. 

Changes in plasma prolactin in individual 
patients over the nine weeks during which 
assessments were made, are shown in Fig. 2. 


Discussion 

The raised prolactin values in our patients 
are in keeping with previous reports concerning 
prolactin levels in women receiving pheno- 
thiazine medication (Beumont, Gelder st al., 
1974). Plasma prolactin fell after brom- 
ergocryptine, although in several instances 
values were still considerably elevated above 
the normal range. i 

Previous reports on the use of brom-ergo- 
cryptine have stressed that the drug ‘terminates’ 
the galactorrhoea (Lutterbeck, Pryor et al., 
1971; Besser, Parke et aL, 1972), but it is 
unclear from these publications whether palpa- 
tion of the breasts was employed in the assess- 
ment of breast secretion. In the present study, 
the inappropriate secretion was found to persist, 
although its severity was clearly decreased. 


TABLE I 
Galactorrhoea, menstrual status and plasma levels of prolactin, LH and FSH in individual patients prior to and after 
the introduction of brom-ergocryptine 

Patient A Menses LH (m.iu/ml)t FSH (mi.u/ml)t ^ Galactorrhoea HPr (ng./ml.)t 
Бе Prior After Prior After Prior After Prior After Prior After 

A 3 + + 5 (6 7 о 8 (8) 8 (8 + + бї (55) 31 (з) 
B 33 + + 20 (21) 20 (24) ат (18) 18 (30) +++ ++ 86 (76) 32 (50 
Cc 27 — + 16 (18) 19 19) 14 (14) 12 (14) + + 120 (123) 63 (50 
D 4 — —_ 16 T 15 (18) то (9) 15 (п) ++ + 123 (123) 77 is 
E 4 = — 5 (5) 9 (16) 25 (24) 32 АЗ) +++ + 18 29) 9 (10) 
F 46 — — 41 (en 39 (43) 26 (28) 27 (28) + + 51 (77) 16 (22) 
G 46 —  -— 66 (67) бз (бї) g7(100) 129(119) +++ + 33 (41) 11 (13) 
H 49 — — 5 (34) 37 C» 59 (69) 53 NER + 30 (Зо 37 (43) 
I 49 — = 52 (52) 54 (48) ба (61) бо (62) + + Ig (19 9 (11) 





T Median values (means in brackets). 
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Fic. 1.—Mean concentrations of plasma prolactin (HPr), LH and FSH, 
before and after brom-ergocryptine treatment. 
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Fic. 2.—Plasma prolactin levels in individual patients before and after brom-ergocryptine. 
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There was a marked variation in mean 
prolactin values for individual patients for the 
different weeks of the investigation, irrespective 
of whether brom-ergocryptine was being 
administered. The cause of this variation is not 
easy to ascertain. All blood specimens were 
taken at the same time of the day and at a 
constant interval after the administration of 
drugs, and all samples referring to individual 
patients were assayed in the same batch. 
Because of the notorious unreliability of psychia- 
tric patients in regard to their medication (Hare 
and Willcox, 1967), strict supervision of drug 
administration was maintained. 

Plasma levels of LH and FSH showed no 

_ consistent change with brom-ergocryptine treat- 
ment, despite the changes in prolactin levels. 
Although there is a reciprocal relationship 
between prolactin and gonadotropins in certain 
situations (Besser, Parke et al, 1972), this 
relationship does not always apply in the clinical 
setting (Beumont, Friesen et al., 1974; Beumont, 
Gelder et al, 1974). The effect of brom- 
ergocryptine on prolactin would appear to be 
independent of any influence on gonadotropin 
levels, and it is of interest that the dissociation 
between its effect on prolactin on the one hand, 
and on LH and FSH on the other was apparent 
in both pre- and post-menopausal women. Our 
findings are thus in keeping with the suggestion 
that brom-ergocryptine acts mainly at the level 
of the pituitary prolactin-producing cells (del 
Pozo, Friesen et al, 1973). Resumption of 
menstruation consequent to brom-ergocryptine 
administration, which occurred in one of our 
patients, is likely to be secondary to the diminu- 
tion of elevated prolactin values, which pre- 


sumably impede the cycle of gonadotropin, { 


secretion (Varga, Wenner and del Pozo, 1973; 
Beumont, Friesen et al., 1974). 
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| Group Counselling of Alcoholics by a Voluntary Agency 


By J. S. MADDEN and W. H. KENYON 


The Merseyside Council on Alcoholism 
(M.C.A.) is the first operative regional council 
on alcoholism in the United Kingdom; it is a 
voluntary organization employing full-time 
staff (Kenyon, 1972). In its first ten years it has 
counselled over 4,000 alcoholics; about one 
third of these needed admission to hospital, 
so arrangements for admission were early 
established with general and psychiatric hospi- 
tals and with the regional addiction unit. 
After individual counseling by the M.C.A. 
(aided when necessary by detoxification at 
home, or in a medical or psychiatric ward) the 
alcoholics usually return to work. 

Subsequent arrangements in Merseyside, as 
elsewhere, have been limited; for instance, out- 
patient group therapy of alcoholics by psychia- 
trists (Walton et al., 1966) is not available. In 
1970, therefore, the M.C.A. started a pro- 
gramme of group counselling for selected alco- 
holics, with their spouses when applicable. 

The M.C.A. counsellors through case dis- 
cyssion select those who it is considered would 
benefit from group meetings. Persons selected 
(alcoholics and spouses) are organized in groups 
of twelve and are expected to complete at least 
one course of evening discussions held twice 
weekly for five weeks; many group members 
then proceed to a second, more advanced course 
of meetings held once per week over ten weeks. 
Meetings last ninety minutes, and are free of 
charge and without personal anonymity. For 
each meeting there is an unpaid discussion 
leader provided from several branches of the 
medical, legal and probation services, from 
М.С.А. counsellors and from recovered alco- 
holics. Each meeting starts with the discussion 
leader outlining a topic chosen to educate about 
alcoholism; the members (alcoholics and 
spouses) then comment by applying the topic to 
themselves. It is essentially a learning situation 
in which members pool their views and experi- 
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ence. Not all the alcoholics are at first adequately 
convinced of their alcoholism, and in some 
instances they are supported in this lack of 
conviction by their spouses; the courses aim to 
develop insight and foster motivation rather 
than to produce profound emotional changes. 


METHOD AND RESULTS 

The subjects were the first 98 alcoholics 
(defined according to W.H.O., 1952) who 
received group counselling. Eighty of these 
were males; 42 were self-referred; 19 were first 
brought by relatives; the remainder came from 
medical and social agencies or from employers. 
Thirty-eight had received no previous treatment 
at any time from doctors; 42 of the rest were 
detoxified at the request of the M.C.A. in pre- 
paration for group counselling. In general they 
were socially steady (Table I) and well moti- 
vated. 

The subjects were observed by personal 
contact for a minimum of 6 to a maximum of 
36 months. Alcoholics who suffered either one 
or two drinking relapses, but were abstinent for 
at least six months prior to final assessment, 
were classed as ‘recovered’, together with those 
who were continuously abstinent. Sixty-three 
(64 per cent) of the subjects recovered, of whom 
48 (49 per cent) were abstinent for the full 
period of observation. Out of the 35 classed as 
not recovered 6 were lost to observation and 2 
died. Recovery (Table II) was significantly 
related to an alcoholic history lasting at least 
16 years, and to an absence of convictions; all 
the subjects with alcoholism of 16 or more years 
or with convictions were males. Recovery was 
also associated in males with a high social 
stability score. À less favourable outcome was 
related to the need for detoxification before 
group counselling (again for males) and, among 
the convicted offenders, to convictions un- 
connected with drinking and driving. Outcome 
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TABLE I 
Characteristics of subjects 
Sex Male 80 
Female 18 
Social class I 10 
I. 26 
II. 38 
IV . 18 
V 6 
Marital status Married 77 
Single 12 
Separated 4 
Divorced 3 
Widowed 2 
Drinking pattern .. Bout 54 
Continuous 44 
Accompanied by By wife 36 
spouse .. à By husband 4 
Age in years Range 21—62 
Mean 41 
Years of alcoholism Range 2-30 
Mean 11 
Social stability score о 4 
in males (Straus I 2 
and Bacon, 1951) 2 9 
3 I3 
4 52 
Offenders .. Drinking and driving 12 
Drunkenness 3 8 
Prison (for assault or 
fraud) a 5 





was not significantly related to sex, social class, 
marital status, drinking pattern, or age; nor, 
for the married alcoholics, with whether they 
were accompanied to meetings by their spouses. 

Alcoholics who persevered with meetings 
fared better than subjects who defaulted after 
five or fewer attendances, both for the group as 
a whole ( x? = 15:38; p < o-oor) and for males 
(x? = 13:55; p < o-oor). Subjects who 
persevered differed from defaulters only in 
respect of higher social stability scores for males 
(x? = 7:02; р < o-or). Proportionately more 
females than males persisted with group coun- 
selling, and their recovery rate was higher, but 
the low figure of 3 females who failed to recover 
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ТАВІЕ II 
Characteristics that were related to outcome 
Recovered Not 
Re- re- 
covered covered 
Years alcoholic* Under 16 .. 56 24 
16 plus EP 7 TI 
Social stability 
score in о, randa .. 2 13 
males*** 3 and 4 .. 46 Ig 
Offenders (all Offenders ж. ЧЇЙ 14 
males)* Non-offenders.. 52 21 
"Types of Drinking and 
offence] .. driving T 9 3 
Other offences 2 II 
Medical treat- — Detoxified for 
ment (both M.G.A. 21 21 
sexes)** Not detoxified 
for М.С.А... 42 14 
Medical treat- — Detoxified for 
ment М.С.А, .. 16 20 
(males)** Not detoxified 
for М.С.А... 32 12 
* P < 0-05 (x? with Yates’ correction). 
** P < o-o2 (x? with Yates’ correction). 
*** P < о-оот (x? with Yates’ correction). 
T P < 0-02 (Fisher Exact Probability Test). 


belps to explain the absence of significant 
differences among the variables in women. 


Discussion 
The results for drinking behaviour are 
superior to those of the other United Kingdom 
reports (listed by Willems et al., 1973). Pokorny 
and co-workers (1968) give a representative 
sample of alcoholism treatment results from 
several countries, noting that up to one third 
(maximum 37 per cent) of subjects were 
abstinent and about a half (maximum 59 per 
cent) were improved; using the criteria out- 
lined above the corresponding figures for the 
present series are 49 per cent abstinent and 
64 per cent recovered. A reduction of drinking 
correlates with benefit in other psychosocial 
spheres of adjustment (Rathod et al., 1966; 

Malcolm and Madden, 1973). 
The alcoholics in the present study had 
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similar prognostic characteristics to those of 
many other series in this country, including an 
over-representation of social classes I and II 
and a limited number of the poorly motivated 
and sociopathic; the defaulters progressed less 
satisfactorily than those subjects who рег- 
severed, yet most of their prognostic attributes 
were comparable. But it cannot be asserted 
that the group meetings produced the desirable 
sequelae; selection and self-selection processes, 
together with previous treatment from doctors 
and prior individual counselling by the M.C.A. 
could have contributed to the results. 

It can be affirmed that a substantial number 
of selected alcoholics improved in drinking 
behaviour while receiving, as their major care, 
group counselling provided outside the statutory 
arrangements. This is encouraging, since ex- 
pansion of the present treatment facilities is 
unlikely to cope with the size of the alcoholism 
problem (Editorial, British Medical Journal, 
1972; Edwards et al., 1973). 

The study illustrates a multidisciplinary 
procedure: 
combined with each other and with recovered 
alcoholics in a therapeutic programme that was 
devised and -coordinated by a community 
agency. This type of approach conforms with 
the request of the Department of Health and 
Social Security (1973) for development of the 
services given to alcoholics by voluntary bodies. 


persons from many professions ` 
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Book Reviews 


CASE REGISTERS 


Proceedings of the Conference on Psychiatric 
Case Registers. March 197g. Edited by D. J. 
HarL, N. C. ROBERTSON and R. J. Eason. 
Statistical and Research Report Series No. 7. Her 
Majesty's Stationery Office. Pp. 63. Price 85p. 

This is an H.M.S.O. paperback publication which 

contains the papers given at a conference on psychia- 
tric case registers held at the University of Aberdeen 
in March 1973. Although this is not actually stated in 
this volume, it appeared to many of those at the 
conference that the occasion was marking the tenth 
anniversary of the founding of the Aberdeen Register. 
There are papers from all the functioning British 
registers (Aberdeen, Camberwell, Nottingham, Ox- 
ford and Salford), and some comments on a new one 
now starting up in Southampton. The papers are in 
sections devoted to: (i) brief descriptive notes about 
each register; (ii) some clinical and epidemiological 
studies; (iii) some genetic studies using linked family 
records; (iv) some studies of general practitioner 
referral patterns; and (v) a section on future exten- 
sions and developments of registers. There is a pre- 
ponderance of papers from the Aberdeen Register, 
although all are represented. This collection of papers 
1з a useful and stimulating collection for those workers 
directly concerned with psychiatric case registers. 
The diversity of the papers it contains reflects the 
range of opinions and interest expressed at the con- 
ference, and many problems and pitfalls of register 
work are illustrated. Two of the biggest problems, 
which recur in a number of papers and also in the 
recorded discussions, are first, the problem of inter- 
pretation of diagnostic information, and second, the 
problem of to what extent the register information 
reflects the epidemiology of psychiatric conditions. 

The psychiatric case registers described in this 
publication are simply rational systems of longitudinal 
record linkage, but such registers are usually regarded 
by present-day standards as long-term and expensive 
projects. It is, perhaps, surprising that such reasonable 
and not very complicated ways of accumulating data 
on persons and their illnesses should have to be given 
special names and provided with special research 
staff and funds. Compared to the potential benefits 
that rational planning of work loads and service 
delivery could bring, the cost of case registers is small. 


That they are still regarded as special projects is 
presumably due at least in part to the reluctance of 
doctors to take an interest in administrative and 
statistical methods of examining their activities and 
efficiency. However, until the medical profession as 
a whole is prepared to give more time and attention 
to the administration and evaluation of its own 
activities, the planning of services will continue to 
be determined by political motives and administrative 
convenience rather than by medical and social 
priorities, Perhaps the development of case registers 
in psychiatry and in other medical disciplines will 
facilitate the development of new, rational criteria 
for the design and delivery of services. 
J. E. Cooper. 


ADMINISTRATION 
The Future and Present Indicatives: Problems 
and Progress in Medical Care. Edited by 
Gorpon McLacutan. London: Oxford Univer- 
sity Press for the Nuffield Provincial Hospitals 
Trust. 1973. Pp. xi4- 193. Price £2.50. 

This series of essays represents good value for the 
growing army of clinicians involved in the administra- 
tive paper-go-round. It is spiced with reorganization 
newspeak for the committee man, which is mercifully 
absent from the introductory essay by Sir George 
Godber, an epidemiological gem, alas not typical of 
much of the remainder. This is largely concerned 
with information systems and mathematical models 
for the more effective management of the reconstituted 
Health Service. 

The problems are real enough, though it has taken 
twenty years for them to be widely discussed—how to 
control the budget of the health industry, with its 
ill-defined output and escalating demand, when the 
critical decisions are taken “оп the shop floor" by 
doctors exercising the principle of clinical freedom. 
Professor Knox considers the cost effectiveness of 
screening procedures, using computer simulation, 
and demonstrates convincingly how ignorance of the 
‘natural history’ of a disorder may become of crucial 
importance when attempting to extend services. 

А large number of unavoidable assumptions are 
involved in establishing models for comparing 
different forms of service, and it is not surprising that 
imponderables like ‘job satisfaction’ are left out of the 
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calculations by Professor Ashford and his group. Let 
из. hope that the managers will take note of this 
omission before acting on the statistical predictions; 
otherwise even more of the work force of professional 
personnel may become disenchanted with the 
National Health Service. 

Professor Alderson considers information systems 
in rélation to the Wessex plan in a contribution 
littered with AHAs, DMTs, DHAs, FCPs, DCPs, 
OPCSs, HAAs, etc., which provides a useful review 
of the current chaos. Mr. Yates, in an essay which 
strikes a more cautious note on the value of informa- 
tion systems, describes the practical problems of 
securing the participation of clinicians in manage- 
ment. He warns that ‘information’ will not prove a 
panacea for all managerial ills. At a similarly grass 
roots level, Dr. Rhys-Hearn writes on the evaluation 
of nursing needs and services. Her studies deserve to 
be widely known, since they describe a work study 
system applicable to all branches of nursing, including 
psychiatric nursing. Max Harper. 


ADDICTION 
A Guide to Addiction and its Treatment. By 
M. M. Grarr. London: Medical & Technical 
Publishing Co. 1974. Pp. 345. Price £7.50. 

For 25 years Max Glatt has remained in the fore- 
front of concerned doctors who deal with dependence 
on alcohol and other drugs, and he has edited the 
British Journal of Addiction since 1960. In this book he 
provides a synopsis of current, informed, scientific 
opinion on problems of alcohol and other types of 
dependence. His book has old-fashioned virtues in 
that throughout he relies оп his immense personal 
experience. It covers a working life-time in the field, 
and I suspect that there is nothing in it that is not 
very old hat to Dr. Glatt himself. Much of the trivia 
that have been written on the subject in the past 
two decades has been subjected to an eminently 
practical and sensible filtering process and discarded. 
In general, what Max has forgotten or overlooked is 
well worth forgetting, and there is here so much that 
is worth knowing about addiction that the book can 
be warmly recommended. 

It is difficult to review a book without making some 
niggling comments to show that the reviewer has 
read it and was awake while reading, so I must 
mention that the standard of proof reading falls short 
of what one would have expected from Dr. Glatt. 
A list of misprints, mis-spellings and mis-quotes 
would be boring, but, to quote those from the preface, 
Dr. Nils Bejerot is not Berjerok; nor is the Standing 
Conference on Drug Abuse, the Standing Organiza- 
tion on Drug Abuse (nor were they the publishers of 
Drugs and Society, this was the Institute for the Study 
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of Drug Dependence). One hopes that some of these 

irritating misprints and mishaps will be eliminated in 

the second edition, which will inevitably be called for. 
Tuomas BEWLEY. 


CHILDHOOD 
Childhood Disorder. А Psychosomatic 
Approach. By Puur Річкертом. London: 
Crosby, Lockwood Staples. Pp. xii+ 188. Index 
4 pp. Price £3.75. 

In this book, the author puts particular emphasis 
on the importance of close co-operation not only 
between child psychiatrist, paediatrician, family 
doctor and school medical officer but also between 
the medical members of a treatment team and their 
nursing and social work colleagues. The book itself 
provides a sound foundation for a constructive link 
between all those involved in the therapy and reha- 
bilitation of a sick or disturbed child. Written in a 
clear style and showing the complexities of family 
interactions and relationships diagrammatically, it 
should be useful to the medical student and at the 
same time provide a stimulating point of view for the 
experienced child psychiatrist or paediatrician. Per- 
haps the very clarity of the text could lead the 
unwary to assume that the problems of his child 
patients will always be easy to unravel. The case 
vignettes are a well chosen and lively selection which 
aptly illustrate the points made. The author draws 
upon his wide experience of the problems of children 
with chronic physical illness, as in his reference to the 
rebellious reaction to Perthes’ disease. 

For what are probably mainly historical reasons, 
child psychiatrists, with only a few notable exceptions, 
have rarely had much contact with their colleagues 
treating children in general hospitals—particularly 
paediatricians, ear, nose and throat surgeons and 
orthopaedic surgeons. This book, which is based on 
fruitful co-operation, points the way ahead. It can 
be strongly recommended to all who deal with 
children and their physical or emotional problems. 

ANN САтн. 


PSYCHOANALYSIS 
The Privacy of the Self. By М. Masup R. KHAN. 
London: The Hogarth Press and the Institute of 
Psychoanalysis. 1974. Pp. 339. Index 5 pp. 
Price £5.00. 

Mr. Khan writes of the privacy of the discipline of 
sensibility and skill and of the exclusivity of the rela- 
tionship between psychoanalyst and patient. ‘The 
human individual, for time immemorial, has always 
needed someone other than himself to relate to and 
to know himself with.’ *. . . a person can observe 
himself as if the other through the presence and 
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instrumentality of an actual other.’ One of the most 
interesting of the 21 essays republished in this volume, 
now called ‘Montaigne, Rousseau and Freud’, had 
originally the title ‘The catalytic role of crucial 
friendship in the epistemology of self-experience. . . .’ 
*The finding and becoming of self’, the penultimate 
essay, is perhaps most representative of the insights to 
which Mr. Khan’s experience as a psychoanalyst has 
led him. їп it he differentiates two distinct styles of 
relating to the patient: listening to what the patient 
verbally communicates and deciphering its meaning, 
and through the environmental holding of the person 
of the patient in the clinical situation, facilitating 
certain experiences which cannot be programmed; 
these release unexpected new processes in the patient. 
Elsewhere he describes the two styles of relating as 
interpretative work to help insight into internal 
conflicts, and providing coverage for the patient's 
self-experience. Another quotation: ‘If we fail our 
patients, we must not abandon them as persons.’ 

Mr. Khan acknowledges his debt to his teachers, 
John Rickman, Anna Freud and Donald Winnicott. 
His essays show, however, the steady evolution of his 
ideas and his sensitive awareness of the trends in 
discussions of what goes on in the clinical situation. 
Hardly surprisingly, the trends within psychoanalysis 
which his ideas reflect have been similar to those 
affecting more eclectic schools of psychotherapy. 

D. RussrLL Davis. 


PREGNANCY 
Psychological Aspects of a First Pregnancy and 
Early Postnatal Adaptation. Edited by 
PAULINE M. SHERESHEFSKY and LEON J. YARROW. 
Amsterdam: North-Holland Publ. Co., for 
Raven Press. 1973. Pp. 373. Price $14.60. 

Ten workers contribute to this account of research 
by the Group Health Association, Inc. of Washing- 
ton, D.C., into the psychodynamics of adjustment to 
pregnancy and early mother-infant adaptation, and 
the effectiveness of social work counselling on the 
course of pregnancy and maternal adaptation. 

The subjects were 60 young, normal, middle-class 
married couples, members of a comprehensive pre- 
paid medical plan (and thus a highly selected sample) 
who were surveyed from the first trimester of a first 
pregnancy until six months postpartum by inter- 
views, psychological tests and rating schedules by a 
team ‘including psychiatrists and psychologists, social 
workers, obstetricians and paediatricians and a 
statistician. 

As in other studies, there was a high incidence of 
anxiety, Gepression and emotional lability during 
pregnancy, but Caplan’s suggestion that the thoughts 
of pregnant women approach psychosis was not 
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confirmed, Expectant fathers were also anxious, and 
developed ‘couvade’ symptoms such as nausea, 
backache and gastrointestinal discomfort, as well as a 
tendency to overwork, drinking and car accidents. 
The mothers of colicky infants only differed from 
other mothers after suffering the stress of their child’s 
disorder for three months or so. Some correlations of 
maternal personality and adaptation to pregnancy 
with maternal behaviour held up only when the baby 
was a girl. 

Seven women developed post-partum psychiatric 
disorder. One had a schizophrenic reaction, the 
others (то per cent of the sample—strictly com- 
parable with other recent studies) depressive illness. 

Half the subjects received ante-natal counselling, 
which was effective in adaptation to pregnancy, 
especially coping with labour and delivery, but not 
on maternal adaptation nor infant behaviour. How- 
ever, the marriages of those who had not been coun- 
selled were in a worse state six months post-partum. 
Anticipatory Guidance was found to be a more 
valuable technique than eitber Interpretation or 
Clarification. 

Caplan’s view of pregnancy as a crisis—and 
requiring resources beyond the ordinary—was not 
applicable to most of the subjects, and consequently 
their receptiveness to the more psychodynamic 
forms of counselling was less than had been expected. 

This is a painstaking, at times decidedly laboured, 
report of a very thorough psychological investigation 
of couples experiencing a first pregnancy. It is 
essential reading for all research workers in this 
field, but the special nature of the sample studies does 
not support the foreword’s claim that ‘this is a 
monograph long-needed by those who deal with 
pregnancy, family dynamics and infant and parent 
well-being’. Such a work would be welcomed, but 
this is not it. Brice Prrr. 


А MISCELLANEOUS 

The Social Psychology of Work. By MICHAEL 
ARGYLE. London: Penguin Books. 1972. Pp. 291. 
Price бор. 

Michael Argyle says that he has tried to produce a 
book that is both popular and scholarly. I doubt 
whether it will be sufficiently scholarly for social 
psychologists. But it does offer an approach to the 
problems of work today: the *widespread discontent 
and alienation: low motivation and lack of coopera- 
tion: conflict between management and other 
groups...’ This malaise affects the daily life of staff 
in the N.H.S. as much as it does that of the miners. 

So every hospital doctor should read and under- 
stand this book's account of job satisfaction, working 
in organizations and how people are motivated. We 
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need this understanding in the post-Halsbury 
hospital. Even for those who shrink from these hard 
realities, chapter 6 can be read as a most useful, if 
incomplete, guide to the theory of team-work. 

There is much of interest in this book for the 
psychiatrist. It is so packed with information that 
abbreviation must have been necessary. But it makes 
for hard reading and I wish the author had had more 
elbow room for explanation and discussion. 

Doucras BENNETT. 


Scream Quietly or the Neighbours Will Hear. 
By Екш Przrzy. Edited by Arrow Fores. 
Penguin Books Ltd. 1974. Price 45p. 

This book is about battered wives and also the 
battering and ill-treatment to which the children of 
such marriages are exposed. Some of the writing 18 
repetitive, indeed a ‘blow by blow’ account is given 
by many of the women involved. However, the book 
is fairly short and easily read and the stories speak for 
themselves. 

Society's usual resources, such as the police, 
medical profession, social workers and others seem 
to have failed to help this group of women and their 
families. Only health visitors receive a measure of 
approval for their efforts, and they do, of course, have 
the right to enter the home where there is a small 
child. The sanctity of the home and family is seen to 
be a cruel deception when the home is a prison and 
the wife the prisoner who is exposed to constant 
cruelty. The book implies that with better or more 
concerned psychiatric services such aggressive men 
with personality problems could be treated; but is 
there any evidence that psychiatric treatment for 
such men is more effective than probation, prison or 
other methods of management? It would seem, on 
the contrary that psychiatry has little to offer here. 

This book should be read. There is little doubt that 
unless all those concerned can agree new policies, 
destructive families will pass on their problems to the 
next generation and the cycle of deprivation will 
continue. 

A. А. BAKER. 


Keats and Embarrassment. By CHRISTOPHER 
Ricxs. Oxford: Oxford University Press. 1974. 
Pp. 224. Index 3 pp. Price £3.75. 

This book has had great acclaim as an original 
work of literary criticism, examining the role of the 
emotion of embarrassment in the poetry, life and 
letters of John Keats. Mr. Ricks suggests that 
embarrassment and blushing (to which the poet was 
notably subject) offer an important insight into art 
and that ‘one of the things for which we value art is 
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that it helps us to deal with embarrassment, not by 
abolishing or ignoring it, but by recognizing, refining 
and putting it to good human purposes.’ 

The evidence to support the thesis is impressive 
and eclectic. Charles Darwin for whom ‘blushing is 
the most peculiar and most human of all expressions’ 
is compared with Goffman, with other poets and 
critics. Above all, we are made aware of Keats’ 
special sensitivities to embarrassment and its con- 
tinual occurrence in all his writings. 

This is an impressive book, not as a literary 
curiosity but as a closely argued examination of an 
emotion which in the past appears itself to have 
caused too much embarrassment to be taken 
seriously. 

RicHARD MaAvov. 


Life Stress and Illness. Papers read at a sympo- 
. sium sponsored by the Science Committee of 
NATO, Beito, Norway, June 1972. Edited by 
E. К. Емс GuNDERSON and RigHARD Н. КАНЕ. 
Springfield, Illinois: Charles C. Thomas. 1974. 
Pp. 254. Index 10 pp. Price $19.50. 
Conferences, unlike children, should be heard but 
not seen, in print at least. Is this book an exception— 
and there are notable exceptions—to this rule? On 
the whole, no. Levi and Kagan have said it all before. 
Rahe's research is well known, but this volume 
contains no startling addition to the corpus, which 
receives a useful critique by Nelson. Rahe's studies 
on myocardial infarction, with Theorell and Romo, 
are certainly promising, and Tibblin and his 
colleagues describe an original and interesting 
approach to the same problem. Brown's contribution 
is solid enough, but has largely appeared elsewhere. 
There is, however, a very substantial contribution 
from Paykel, summarizing his excellent study of life 
events and depression. All these, and the other articles, 
sounded well enough against a Nordic background of 
budding birches, flycatchers and fieldfares, but two 
years later, in cold print, and at $19.50, not to be 
swallowed whole, but it could reward the discerning 
dipper. 
J. L. T. Binrev. 


Benzodiazepines in Clinical Practice. By Davo J. 
GREENBLATT and RicHARD L. SHADER. Amster- 
dam: North-Holland Publishing Co. for Raven 
Press. 1974. Pp. v-+ 305. Price $16.90. 

This book, written by two authors, covers the 
pharmacology and clinical applications of the 
benzodiazepine series of drugs. The information is 
comprehensive and up to date, and the large number 
of references provide useful access to the world litera- 
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ture on the subject. Results of usage in such clinical 
conditions as status epilepticus and in anaesthesia and 
surgery give clear indications of their value whilst 
they also come out as the safest and most acceptable 
drugs for the treatment of insomnia. However, their 
value in other psychiatric conditions is less clearly 
established. This is particularly so in the manage- 
ment of anxiety which is surprising as this is the 
condition for which they were introduced in the first 
place. Even the method of administration using the 
split-dosage regime several times per day seems 
completely inappropriate when the half life of the 
drugs is considered and a night time dose supple- 
mented by a smaller dose the next day is recom- 
mended. Clinical trials in anxiety give confusing 
results, and this is particularly worrying considering 
their wide usage. 

The authors have done a service by bringing all this 
information together, and the book can be recom- 
mended to both clinicians and pharmacologists. 

С. W. AsHororT. 


Male Homosexuals: Their Problems and 
Adaptations. By MARTIN S. WEINBERG and 
Corm J. Ү/плтАмв. London: Oxford University 
Press. 1974. Pp. 316. Price £3.50. 

This study of the social adaptation of male homo- 
sexuals in America, Denmark and the Netherlands 
was conducted by two sociologists from the Indiana 
Sex Institute. 

A description of the homophile clubs, bars etc., in 
San Francisco, Copenhagen and Amsterdam, is 
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coupled with a survey of the social, religious and 
legal tolerance to homosexuality in these countries. 
The reader is also treated to a series of photographs 
taken in homosexual clubs in order ‘to bring this 
world to life’. The authors drew up an 11 page, 
145 item questionnaire, and several thousand were 
distributed through the mailing lists of homosexual 
organizations, supplemented by ‘random’ handouts 
of the questionnaire in bars etc. Not surprisingly the 
reply rate was low, only 24 per cent on the Copen- 
hagen sample. The study stands or falls by the validity 
of questionnaire techniques of research, and to most 
clinicians they have always been a ‘poor man’s’ 
method of collecting data. Alfred Kinsey, from whose 
stables this work comes, derided the questionnaire 
method and would certainly have taken issue with the 
cover note that the book is prepared ‘in the tradition 
of the famous Kinsey reports’. 

The authors nevertheless feel able to make some 
generalizations about social adaptation of male 
homosexuals in each of these three countries in rela- 
tion to the social tolerances of homosexuals. The 
main conclusion arrived at is that homosexuals will 
have to be prepared to stand up and be counted, 
particularly in the U.S., if they are to effect a social 
attitudinal change similar to that so successfully 
pursued by other minority groups. 

The book is primarily directed at sociologists and 
social workers, and psychiatrists and physicians 
come low down in the list of intended readers. 
Perhaps this is the right order of priority. 

Joun Јонмзом. 
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Care of the Child Facing Death. Edited by L. BURTON. 
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ANDREWS. Jason Aronson. Price $10.00. 
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Nursing Care of the Schizophrenic Patient. By 
M. Frost. Henry Kimpton. Price £1.50. 


DEPRESSIVE ILLNESS, SUICIDE, DEATH 

Factors in Depression. Edited by N. S. Kume. North 
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Price £3.25, £1.40 (paperback). 

Models of Madness, Models of Medicine. By 
M. $ҥошєв and Н. Озмомо. Macmillan Inc. Price 
$8.95. 

The Courage to Fail—A Social View of Organ 
Transplants and Dyalysis. By К. С. Fox and 
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USE OF 1974 A.A.M.D. CLASSIFICATION IN 
HOSPITALS FOR THE MENTALLY 
HANDICAPPED 

Dear Sm, 

In July 1964, Mr. B. Benjamin, Chief Statistician 
to the Ministry of Health, wrote to hospitals for the 
mentally subnormal asking them to use the clinical 
section of the Classification devised by the American 
Association on Mental Deficiency for the completion 
of Box 16 of the Mental Health Enquiry Hospital 
Index Card A. This Classification was published in a 
Monograph Supplement to the American Journal of 
Mental Deficiency, September 1959, under the title 
A Manual on Terminology and Classification in Mental 
Retardation by Rick Heber. As applied in this country 
by the Ministry this classification did not involve any 
component to express the intellectual levels of the 
patients, The classification had the advantage of 
incorporating a number of supplementary categories 
to provide additional information about the patients. 
These were genetic component, secondary cranial 
anomaly, impairment of special senses, convulsive 
disorders, psychiatric impairment and motor dys- 
function (type, location and severity) respectively. 

In November 1969, Dr. A. A. Baker, then Senior 
Principal Medical Officer in the Department of 
Health and Social Security, requested hospitals for 
the mentally handicapped to use the section on 
Mental Retardation in the World Health Organiza- 
tion International Classification of Diseases, Eighth 
Edition 1965, in the completion of the Mental Health 
Inquiry Index Cards. This classification provides 
for the expression of the intellectual grade and broad 
aetiological categories, but does not present any 
other information about the patients. 

The inadequacies of both the above classifications 
have now been largely overcome by the revised 
classification published by the American Association 
on Mental Deficiency (A.A.M.D.) under the title 
Manual on Terminology and Classification in Mental 
Retardation (1973), edited by Herbert J. Grossman. 
This new classification uses the same code numbers 
for the intellectual status as the I.C.D. and the same 
first digits as the I.C.D. for the aetiological cate- 
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gorization. The addition of 2nd and grd digits to the 
actiological categorization enables much greater 
clarification and exactitude to be achieved in the 
expression of the diagnoses. The classification also 
includes additional medical information categories, 
similar to those of the 1959 A.A.M.D. Classification, 
but with a useful section for Disorders of Perception 
and Expression inserted between Impairment of 
Special Senses and Convulsive Disorder. 

So far there has been no official recommendation 
to use this Classification in returns to the Department 
of Health, but this new revised A.A.M.D. Classifica- 
tion is the most comprehensive now available. In 
hospitals which have already classified their patients 
according to the 1959 A.A.M.D. Classification and 
the I.C.D. Classification this revised 1973 A.A.M.D. 
Classification can readily be applied. 

This Classification meets the objections raised by 
Dr. J. E. Oliver in Correspondence in this Journal, 
(December 1974, 125, 612) about the I.C.D. (Mental 
Retardation) used alone, and avoids the need for 
double diagnoses on the W.H.O. Classification. 

D. A. SPENCER. 
Meanwood Park Hospital, 
Tongue Lane, 
Leeds, 156 4QB. 


INTRACELLULAR LITHIUM 
CONCENTRATION AND CLINICAL 
RESPONSE 

Dear Sir, 

The possibility of determining the erythrocyte 
lithium concentration opens new perspectives in 
lithium salt therapy. In fact, R.B.C.—having the 
same enzymatic mechanisms of transferring cations 
across the cell membrane as the nervous cells have— 
seem to represent a better predictor of the brain Li 
concentration (Frazer ei al., 1973). Indeed, the clinical 
application of these experimental results to the 
screening of responders and non responders to lithium 
seemed to us of relevant interest. Preliminary data 
exist (Mendels and Frazer, 1973) suggesting that 
patients suffering from primary affective disorders 
having a high R.B.C. Li—plasma Li ratio (70:50) 


^ 


a 


M 
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_would probably display a positive clinical response 


to Li salt administration. On the contrary, patients 
having an R.B.C. Li—plasma Li ratio lower than 
о: бо would more probably appear as ‘non responders’. 
Thus it is reasonable to assume that such a different 
Li distribution may reflect some significant difference 
in cell membrane functioning between responders 
and non responders, differences that are probably 
genetically determined (Glenn and Reading, 1973). 

Thus, we have determined the plasma and R.B.C. 
Li concentrations of 25 primary affective disorder 
patients treated with Li carbonate at our Lithium 
Unit: 23 subjects were at their third relapse of the 
disease at least, and they were easily classified as 
unipolar (12) or bipolar (11) patients. The last two 
patients, being at their second morbid episode, were 
of uncertain elassification according to Perris (1973). 
All patients have been followed for a year; their 
daily intake of Li carbonate was 750—1,250 mg. 
Blood samples for the estimation of R.B.C. and 
plasma Li levels were drawn in the mornings before 
patients had their first daily dose of Li salt. In all 
casos the laboratory estimation was conducted, 
independently of any knowledge of the patient's 
clinical status, by Frazer's method (1972), and was 
determined for every patient between three and six 
times during the observation period. The classifica- 
tion of patients as ‘responders’ rather than ‘non 
responders’ has been made according to: (1) the 
Aitken’s self-rating scale evaluated monthly (Craw- 
ford and McPhail, 1973); (2) a relapse followed by 
admission to hospital and/or treatment with high 
doses of specific drugs. 

On the other hand we did not consider it right to 
classify as “поп responders! patients who had smaller 
fluctuations of mood that did not impair their usual 
activity and were controlled easily by low dosages of 
the specific drugs (for example: 25-50 mg./day of 
amitryptyline). 

Our results are listed in Table I and suggest the 
following considerations: 


(1) The variations of the individual R.B.C. Li— 
plasma Li ratio can be considered constant, although 
they display higher fluctuations than those found by 
Mendels as it appears from the S.E.M.; 

(2) According to tbe findings of Mendels and 
Frazer (1973) all three non responders have a 
lithium ratio lower than 0-50; 

(3) A puzzling observation is the high number of 
responders having a R.B.C. Li—plasma Li lower 
than 0-50. It has to be considered, however, that a 
longer investigation period could eventually modify 
the clinical classification of these patients into ‘non 
responders’; 
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TABLE I 
R.B.G. Li—plasma Li ratio in affective disorder patients 





R.B.C. lithium— 
Patient Diagnosis |————— —————— Clinical 

Plasma lithium response 
S.A. Unipolar 0.20+0.01* +t 
D.E. Unipolar 0.29+0.07 + 
AR. Unipolar 0.30-+0.01 + 
R.E. Unipolar 0.35+0.01 + 
Z.P. Unclassified 0.37+0.05 + 
B.A. Unipolar 0.39+0.01 — 
G.M. Bipolar 0.41+0.02 + 
A.T. Bipolar 0.43+0.07 = 
S.L. Unipolar 0.48+0.07 + 
L.E. Unipolar 0.50+0.02 — 
G.M. Unipolar 0.50+0.06 + 
С.А. Bipolar 0.52+0.03 + 
В.А. Bipolar 0.52+0.04 + 
С.Е. Unipolar 0.53+0.04 + 
А.С. Unipolar 0.58+0.02 + 
M.G. Bipolar 0.60--0.01 + 
Z.F. Bipolar 0.61+0.01 + 
B.L. Bipolar 0.62+0.05 + 
В.А. Unipolar 0.62+0.06 + 
Е.Е. Unipolar 0.63+0.04 + 
F.L. Unclassified 0.654-0.01 + 
В.С. Bipolar 0.65+0.01 + 
A.R. Bipolar o.69+0.01 + 
Р.Е. Bipolar 0.69+0.06 + 
B.C. Bipolar 0.gI+0.01 + 
* x1+S.E.M. 


T + responders; — non responders. 


(4) The subdivision of patients according to the 
intracellular—extracellular ratio, as well as according 
to the clinical response, does not follow the clinical 
classification of unipolar and bipolar patients. How- 
ever, we can note that there is a larger percentage of 
unipolar subjects with a ratio lower than 0:50. 

We have also investigated, under the same condi- 
tions, six subjects affected with mixed psychosis and 
markedly liable to recurrences of schizoaffective 
episodes. The results are reported in Table II. It 
can be seen that there is a higher percentage of non 
responders among these patients than among the 
primary affective disordered; and in these cases it is 
not possible to find any relationship between the 
R.B.C. Li—plasma Li ratio and the clinical response. 


С. L. CAZZULLO. 
Biological Psychiatry Research Unit, E. SMERALDI. 
Department of Psychiatry, E. SACCHETTI. 
Milan Medical School, SANDRA BOTTNELLI. 
20162 Milan Affori, 
Via Privata G.F. Besta 1, 
Italy. 
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'TABLE II 
R.B.G. Li—plasma Li ratio in mixed psychosis 
R.B.C. lithium 
Patient —————— Clinical 
Plasma lithium response 
R.L. 0.29+0.01* +t 
MLM. 0.36+0.02 — 
C.G. 0.42+0.01 + 
L.T. 0.44+0.01 + 
GA. 0.52+0.07 — 
A.R. 0.723-0.05 — 
R+S.E.M. 


+ + responders; — non responders. 
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INTER-RATER RELIABILITY OF 
WARD RATING SCALES 
Dear Sm, 

The enthusiasm with which Dr. Hall encourages 
the wider use of the weighted kappa statistic in 
estimating inter-rater reliability of ward rating 
scales (Journal, September 1974, 125, 248-55) tends 
to obscure two features common to many statistical 
computations—that they are prone to errors of 
arithmetic (especially when computed by hand) and 
that they must be interpreted with care. 

Evidence of the former is taken from Dr. Hall’s 
illustrative examples, in which at first reading seven 
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mistakes were noted in the calculation. It is simplest 


to list them. 
From the first example (on pp. 251-2), the correctly 
computed values are: 
(i) weighted kappa = +0°6719; 

(ii) quantity АБ 0:025594. (has some of step 7 
been mislai 

(iii) quantity t = a си 

(iv) quantity С = 0:95367; 

- (v) variance of weighted kappa = 0-004685. 
In the practical example of observations on 12 
patients: 

(vi) a marginal frequency was incorrectly summed 
to 27 (instead of 28), and was the probable 
cause of 

(vii) an inaccurate weighted kappa value, which 
should have been +0-68557. 


Secondly, the relative interpretations to be attached 
to the three reliability measures given in the practical 
example were not obvious. The data arose from the 
pooled observations of 12 patients for 12 items on a 
five-point scale. An implied comparison was made 
between the product-moment correlation coefficient 
(computed from the total data to have a value of 
--o:98) and weighted kappa (calculated from the 
pooled data as 0:68557). Such a comparison may be 
misleading, unless the weighted kappa is corrected to 
take account of the effects caused by pooling the 
data. An approximate correction may be made by 
application of the Spearman-Brown formula (1) 
which estimates the reliability, r,, for a test which is 
n times the length of a test of known reliability т, by 

n.r 
I+(n—1).r 

Since in the case presented л = 12 andr = 0:68557, 
the appropriate estimate of the total reliability, r,, is 
0:97, which is a more realistic value for comparison 
with the other measures of reliability of total scores 
quoted by Hall. 


Ta = 


i IAN M. Lerron. 
Depariment of Psychological Medicine, 

Royal Victoria Infirmary, 

Newcastle upon Tyne, NE: 4LP. 
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with 


Anxiety poses special problems for 
those who work. 

It ruins accuracy, essential for work 
to be effective 

In fact, by blunting mental faculties, 
inducing psychosomatic symptoms, 
or both, anxiety always impairs the 
ability to work 

Performance deteriorates 
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Psychiatric Diagnosis 
R. A. Woodruff, D. W. Goodwin and S. B. Guze 


The hallmark of this book is its reliance upon follow-up studies in defining diagnostic criteria, 
and the twelve diagnostic categories described are those sufficiently studied to be useful. The 
authors define psychiatric illness as.a cluster of symptoms or signs or both with a more or less 
predictable course, and they place emphasis on its natural history. Medical students, 
sociologists, and psychiatric social workers will find this book invaluable. Paper covers £2.50 
Oxford Medical Publications 


Behavioural Neurology 
J. H. Pincus and G. T. Tucker 


This book explores the traditional border zone between neurology and psychiatry and offers 
guidance in diagnosing conditions that can cause confusion as to whether they belong in one 
field or the other. The symptoms of dementia are discussed in terms of anatomic locus and: 
aetiological considerations. The evidence that schizophrenia is an organic disorder of brain 
function is presented along with criteria by which it can be distinguished from diseases that can 
cause similar symptoms. Also included is a discussion of commonly misdiagnosed conditions 
with hints as to how they may be differentiated. Paper covers £2.40 Oxford Medical Publications 


Methods of Psychiatric Research 
An Introduction for Clinical Psychiatrists 
Edited by P. Sainsbury and N. Kreitman 


The purpose of this book is to introduce psychiatrists working in mental hospitals to the basic 
procedures, methods, and techniques of clinical research. It is written in the belief that many 
more psychiatrists wish to undertake research than in fact do so, possibly because of uncertainty 
as to how to set about-it. For this new edition nine of the original chapters have been 
extensively rewritten and nine new chapters have been added. Second edition illustrated paper 
covers £5.50 Oxford Medical Publications 


Notes on Eliciting and Recording 
Clinical Information 


Teaching Committee of the Department of Psychiatry, 
Institute of Psychiatry, London 


These notes are intended to provide guidance for those with little previous experience of 
psychiatry on the scope and organization of psychiatric case notes and to ensure that a fairly 
uniform style and layout are used for the recording of clinical data. Paper covers 50р Oxford 
Medical Publications 
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A NEW BOOK FROM CHURCHILL LIVINGSTONE 


CO 





NEW PERSPECTIVES IN SCHIZOPHRENIA 
Edited by Alistair Forrest and James W. Affleck 


1975 272 pages illustrated £5.50 


This multi-author work is a guide to the study of schizophrenia and allied disorders, The 
last decade has seen such a vast shift of emphasis in the study, attitudes and treatment of 
those encountering this condition, and suffering from it, that the editors felt it appropriate 


to compile such a guide. 


Contents: Concepts of Schizophrenia: Historical Review / The Phenomenology and 
Course of Schizophrenic and Schizophreniform Ilinesses / Paranoid States and Paranoid 
Psychoses / Schizophrenic-like States in the Elderly / The Biochemical Basis of Schizo- 
phrenia / The Ecology of Schizophrenia / The Genetics of Schizophrenia / Psychological 
Assessment in Schizophrenia / Schizophrenia from the Psychoanalytical Standpoint / 
Pharmacological and Physical Treatment / Family Patterns and Outcome in Schizo- 
phrenia / Comprehensive Services for the Schizophrenic / Rehabilitation, Resettlement 
ane Support / Behavioural Techniques in the Treatment of Schizophrenia / Asylum, 


Institutionalism or Drift? 


CHURCHILL LIVINGSTONE 
23 Ravelston Terrace, Edinburgh EH4 3TL 


Bowden House Clinic 


for the treatment of 
psychiatric illnesses 


(Registered as a Charity) 


LONDON ROAD 
HARROW-ON-THE-HILL 
MIDDLESEX 
Telephone: 01-864 0221 


This is a mini hospital of 70 beds of which 
16 are devoted to the care of the aged. Over 
the past 10 years the facilities in the Clinic 
have been steadily added to and existing 
ones improved. Last year a 16-bedded wing 
was built, each room with bathroom ensuite 
and every modern convenience, including 
colour television. 


Despite rising costs we plan to keep fees 
within the framework of BUPA and PPP. 


Institute of Group Analysis 


General Course in Group Work primarily for people 
working with groups, small and large, for therapy and 
training. Twenty lectures followed by a large group 
experience, and a weekly small group experience 
throughout the Course. Course begins October 2nd 
1975 until June 1976, on Thursdays from 2.15-5.45 p.m. 


Course Chairman: Mr. Н. J. Н. Home. 


Course in Family and Marital Group Work com- 
bines lectures, films and video tape presentations with 
small groups that include role playing, simulated family 
situations and examination of group process, Course 
begins September 30th 1975 until June 1976 on Tues- 
days 2,15-5,45 p.m. 


Course Chairman: Dr. А. C. В. Skynner. 


Course in Staff Support, Supervision and Training 
is also in preparation. 


Advanced Courses and Seminars, in both above and 
other subjects will be run over the same period to suit 
various levels of experience. 


Last Date for Enrolment, May 30th 1975. 


Qualifying Course offers a full training leading to 
professional membership of the Institute of Group 
Analysis. Applications can be made at any time, 


Enquiries to: "Courses Secretary", institute of Group 
Analysis, 1 Bickenhall Mansions, Bickenhall Street, 
WAH 3LF. Tel.: 01-487 5373. 
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Elderly patients are often restless, confused, irritable and suspicious and 
present quite a problem to the people who have to look after them at home or in hospital, 
SPARINE* (promazine hydrochloride, B.P.) reduces agitation without causing 
over-sedation and helps to make them more co-operative, alert and active. 


Sparine calms and controls elderly agitated patients 


Further information available on request: John Wyeth & Brother Ltd., Taplow, Maidenhead, Berks. Wyeth 


*trade mark Sp 36 
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NEW Mk.4 E.C.T. APPARATUS: 
DUOPULSE, ECTONUSTIM, 
ECTONUS & ECTRON 


Also 


SOMLEC 
ELECTRO SLEEP APPARATUS 


Send for full details 


ECTRON LTD. 


KNAP CLOSE, LETCHWORTH, HERTS. SG6 IAQ 
ENGLAND 


Telephone: LETCHWORTH 2124 — Cables: ECTRON LETCHWORTH 





WEXHAM PARK HOSPITAL University of Bristol 


SLOUGH, BERKS, SL2 4HL Departments of Mental Health and 


Extra-Mural Studies 
PSYCHIATRIC DEPARTMENT 


PSYCHOTHERAPY 


WORKSHOP 
May 18th-23rd, 1975 


SENIOR CLINICAL 
PSYCHOLOGIST 


This workshop is intended for those 
Required for this Psychiatric Unit, which 


mental health professionals and general 


has been open for three years, as part of 
a District General Hospital. The depart- 
ment has one hundred beds, with fifty 


day patient spaces. 


Please write to Hospital Secretary. 


Telephone Slough 34567. Ext. 220. 


practitioners who have a few years ex- 
perience, and now seek further training 
and insight into the processes of psycho- 
therapy. £45.00 resident membership. 


Further particulars and application forms 
from: The Assistant Director, Depart- 
ment of Extra-Mural Studies, University 
of Bristol, 32 Tyndall's Park Road, 
Bristol BS8 1HR. 
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Once-a-day 
Tranxene 


is the one treatment 
for anxiety that helps 
your patient by keeping 
dosage simple, easy to 
remember, more likely 
to be followed. 


Moreover, once-a-day 
Tranxene provides 
effective relief of 
anxiety and perhaps 
fewer side effect 
problems than you've 
come to expect. When 
it comes to choosing a 
treatment for anxiety, 
once-a-day Tranxene 
is the one to remember 


The most unforgettable 
treatment for anxiety 


Full information on Tranxene (potassium clorezepate) - 









is available on request from _ WO ax 
Boehringer Ingelheim Limited. Bracknell, Berkshire. iter 
&) geheim MO Dx 
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Anafranil is the most recent 
addition to the Geigy range 
of psychotropic drugs. j 
їп addition to its use in Ы 
depression, where it has 
proved to be effective both 
by the oral route and by 
intravenous infusion (in the 
more seriously depressed 
patient), Anafranil is 
becoming established as a 
leading drug treatment for 
obsessional and phobic 
disorders. 

We will be pleased to 
forward further informatio 
relating to the use of 
Anafranil in the treatment o 
depression and phobic and 
obsessional disorders on 
request. 








Anafranil is 3-chloro-5- (3-dimethylaminopropyl) -10, 
11-dihydro 5H dibenz ГЬ, t] azepine 
(clomipramine) hydrochloride 


Detailed literature describing any Geigy product 
will be supplied on request. 


Geigy Pharmaceuticals, 
Macclesfield, Cheshire SK10 2LY 








. in depression 


Anafranil® in 
obsessional/phobic 
disorders 





Es "S : - . 
“The most striking finding however, 
was the number of patients who 
showed spectacular improvement and 
who had been ill for considerable 
periods of time. By and large this group 
were of a chronic grumbling type who 
sought much and constant medical 
attention and yet did not reward the 
doctor by getting better.” 

Cfomipramine (Anafranil) in the treatment of 
chronic intractable depression. 


Paper read.at the Fifth World Congress of 
PV Psychiatry, Mexico D.F. 1971. 






"The difference between the proportion 
of patients in hospital who improved 
< when- treated with electroconvulsive 
“therapy, conventional antidepressant 
“drug therapy and intravenous infusion 
of clomipramine was statistically 
significant in favour of the last 
mentioned treatment. Patients on 
clomipramine as a group needed fewer 
treatments and returned to work more 
rapidly than did their counterparts 
having electroconvulsive therapy." 





А new adjunct to the treatment and management 
ОЁ depression : mtravenous infusion of 
clomipramine (Anafranil). S. Afr. med. J., 45, 
168 (1971) 





72%, (of 57 patients) showed a very 
good or good response and 9677 made 
ome improvement. This compares 
very favourably with the response of 
similar groups of severely depressed 
patients to E.C.T., and it is postulated 
“that intravenous chlorimipramine can 
Ве offered as an alternative form of 
treatment." 






du 








"Oral group : 78 per cent showed a 
very good or good response and 96 per 
cent improved to some extent. This 
also compared favourably with the 
results obtained with other 
antidepressant drugs in similar groups 
of patients." 


Parenteral and oral chlorimipramine treatment of 
depressive states. Brit. J. Psychiat, 122, 189 
(7973) 


"|t appears therefore, that clomipramine 
has a direct anti-obsessional effect." 
Anafranil in obsessional states—a follow up study, 


Paper read at the V World Congress of Psychiatry, 
Mexico О.Е, 1971. 


"Obsessional illnesses have always 
been notorious for their resistance to 
treatment and phobic states, especially, 
when they are diffuse and 
polysymptomatic, do not respond always 
to deconditioning or flooding 
techniques .... A treatment which 
offers brevity with a 70°; chance of 
disappearance or considerable reduction 
in symptoms is worth offering to 
patients as a first choice of therapies." 
Clomipramine (Anafranil) in the treatment of 


obsessional ilinesses and phobic anxiety states. 
d. fnt. Med. Res, 1, 403 (1973) 





“itis our view that clomipramine not 
only aives good results in severe and 
moderate depressive states, but it is 
emerging as the treatment of choice in 
Obsessive compulsive disorders and 
phobic states." 


Letter, Treating phobias. World Medicine, Z 
11: 15 (1972) 





"immediate assessment: the response 
rate achieved in obsessional iliness is 
very striking . . . . All patients in this 
group had been unable to work or look 
after the home for an average of at 
least 3 months, but following treatment 
all resumed their former responsibilities." 
Clinical impressions on treatment of obsessional 


states with intravenous clomipramine (Anafranil). 
J. Int. Med. Res, 1, 413, (1973) 
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IS WAL ОРТРВ 
WUT SAVATA 


no such thi ЖИГИ 
Qs simple. а дт! 
Parkinsonism з a 


drome is complex and 
derable 
r its classification and 


Агїапе” (бептһехо!) is still опе of the 
st versatile antiparkinsonism drug 
itable after twenty years of clinical use 
When levodopa is indicated, 
concomitant administration ої АНапе often 
improves therapeutic results 
Artane also protects from distressing 
drug-induced extrapyramidal ейесіѕмһеге 
levodopa is ineffective 
Side effects, an important 
consiceration in any long term treatment 
are comparatively few. This makes Artane 
one ofthe most acceptable drugs available 
for the treatment of Parkinsonism 
Tħe economical price also makes ` 
Artane an attractive alternative when the 4 *»» 
routine management of the condition is 
being considered 


A\rtan 


ntiporki d 
Full information is available on request 
Саеге) Lederle Laboratories 
A division of Cyanamid of Gt Britain Ltd 
Fareham Road Gosport Hants PO13 0AS 


Presentation: Tablets 2mg and 5mg, Sustets 5mg i 
*Trademark 
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Why more doctors 
are prescribing less 
amitriptyline 


Because by prescribing Lentizol, sustained-release 
amitriptyline, the same antidepressant effect is 
produced at two-thirds the dosage of ordinary 


amitriptyline.’ 2-4 
As the dosage is simply reduced to one 50 mg capsule 
during the evening or at bedtime, there is less daytime 


drowsiness* and hence less chance of patient default 
This makes Lentizol the ideal form of amitriptyline for 


treating both acute and chronic depression the simpler, safer amitriptyline 


Capsules containing 50 mg and 25 mg Amitnptyline Hydrochloride BP in а sustained -release formulation, Lentizol is а registered trade mark 
1. Brit. J.P таг. (1972), 120: 65. 2 8 [ 9 3. Curr, mec Opin. (1972), 1:123. 4. Practitioner (1972), 209: 700 
mited, Ea h, Hampshire. Telephone Eastleigh 3131 


sustained re 
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Presentations of Serenace (haloperidol! B.P.) 
0.5 mg Oral 1.5mgOral 5mgOral 5mg/ml Ampoules 2 mg/ml Liquid 
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... With efficacy 


Serenace is effective in the treatment of 
* Acute and chronic schizophrenia.' 

ж Mania and hypomania.’ 

ж Organic psychosis.’ 

ж Agitation in psychotic illness.* 

ж Childhood behaviour disorders.° 

** Motor tics, stuttering.^ 


...With confidence 


3X Serenace does not significantly reduce 
blood pressure.’ 


* No weight gain has been attributable to 
Serenace therapy.’ 


ж Toxic effects are extremely rare.'? 


** No skin photosensitivity has been reported 
with Serenace.* 


ж With Serenace there are no skin effects 
on staff.* 


Full prescribing information is available 
Suia  Searle Laboratories 





Divis 1 G.D. Searle & Co. Ltd 
P.O 3, Lane End Road 
High W mbe, Bucks. HP12 4HL 
xs 

> 


erenace and Searle are registered trade marks 
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_ When sexual 
drive cannot be controlled 


Androcur 


the humane alternative 
























Product Information 


Presentation 
Башт round, white, à tim tablet is 
end on ong side with. 
repar hexagon, and is scatcil on the 
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a new form of therapy 
for the male hypersexual 





Androcur is unique 


Androcur (cyproterone acetate) is a radically new approach to the treatment of 


ere hypersexuality and sexual deviation in the male. 
Androcur, the first specific anti-androgen, is the 
result of ten years of intensive research 
by Schering. 





Androcur is effective 
Androcur provides a uniquely effective method of controlling 
excessive and misdirected male libido 
by diminishing the production of androgens and 
blocking their sites of action. Clinical 
trials have demonstrated the strong 
anti-libidinous properties 
of Androcur. 





Androcur is virtually free from side-effects 
Since Androcur has уёгу few side-effects, it is the 
preparation for male hypersexuality which 
combines high therapeutic effectiveness with 
acceptable side-effects. 


Androcur has a controllable effect 
Sexual deviation is often associated with abnormally strong sexual 
drive. Reduction of sexual drive without its total suppression 
will often permit the retention of normal conjugal 
sexual activity while controlling 
aberrant tendencies. 


Androcur and the Patient Profile 
Androcur has proved to be of value in treating men who 
have been guilty of sexual offences such as exhibitionism; 
paedophilia; indecent assault ; rape; incest; 
voveurism ; bestiality and paederasty. 


Other types of aberrant behaviour that may be controlled 
are homosexual activities; fetishism ; 
transvestism ; compulsive masturbation and 
sexual aggression in senile or mentally 
defective hospital patients. 
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necessitate especial care while driving, 


Note, Cyproterone acetate has 
been found io cause Diver аймара} өэ. 
in animals, including the development 
of tumours, but the relevance 1o man 
of this fing has not been established, > 


Pharmaceutical precautions , 
Store in coot, dry conditions away 
from strong зыт и, Shelf-tite five 
years. 

Legal category 54H. 


| Package quantities Battles ial 50 
tables. 


Product Licence Number 





Further information is 
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Product Information 


Presentation 

White, scored tablets 
each containing 25 mg 
mesterolone. 


Uses 

Androgen deficiency 
Male infertility. 
Pro-viron is an 
entirely new type of 
orally-active androgen 
with quite distinct 
properties from those 
of older products. It 
offers unusual 
therapeutic possibilities 


and the other side of the coin... 


Androgen Deficiency 





Pro-viron adds to endogenous androgens 
unlike traditional androgen treatments which 
suppress the pituitary and merely replace 
endogenous androgens. 
Endogenous androgen levels are not suppressed. 
Testicular function is unimpaired. 
Liver tolerance is excellent. 


PRO-VIRON 


mesterolone 


the unique androgen 


because it can be given 
in high dosage over 
long periods. The 
presence of a methyl 
group at C-1 confers 
special properties on 
this steroid which, 
unlike testosterone, is 
riot metabolised to 
oestrogen. This 
ditference probably 
accounts for tlie 
observation that, 
during mesterolone 
(Pro-viron) therapy in 
normal men, pituitary 
gonadotrophin 
secretion is not 


inhibited and 
spermatogenesis is 
unimpaired. 


Unlike testosterone 
derivatives, Pro-viron 


does not cause pituitary 


suppression at the 
recommended dosage 
and so endogenous 
androgen production is 
unaffected. 


Furthermore, in 
contrast to other orally 
active androgens, liver 
tolerance is excellent (a 
fact probably related to 


the absence of 17-alkyl 
substitution of the 
steroid nucleus 


Dosage and 
admínistration 
indrogen deficiency 
Initially 1 tablet three 
or four times daily, i.e. 
75-100 mg daily for 
several months. For 
continuous substitution 
1 tablet twice daily, i.c. 
so mg daily. 
Male infertility 
100 mg daily for several 
months. 


Contra-indications, 
warnings, ctc. 

In common with other 
androgens, Pro-viron is 
contra-indicated in the 
presence of prostatic 
carcinoma, There are 
no reported side-effects. 


Pharmaceutical 
recautions 
torage: Store in cool, 
dry conditions, away 
from strong sunlight. 
Shelf-life five years. 


Le p category 
S4B. 


Package quantities 
Tubes of 50 tablets. 


Further information 
Nil. 


Product licence 
number 
0053/0030. 


£n 


Schering Chemicals Limited, 
Pharmaceutical Division, 
Burgess Hill, Sussex 

RH15 9NE. 
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Psychosomatic Glassics 


Selected Papers from Psychosomatic Medicine 1939-1958 


Edited by a Committee from the Editorial Board of Psychosomatic Medicine, consisting of L. A. 
Gottschalk (Davis, Calif.); Р. Н. Knapp (Boston, Mass.); М. F. Reiser (New Haven, Conn.); J. О. Sapira 
(Pittsburgh, Pa.) and A. P. Shapiro (Pittsburgh, Pa.). 


МЇН + 252 p., 53 fig., 30 tab., 1972 


SFr. 35.50 / US $9.95 / DM eant £3.93; reduced price granted to members of the American Psycho- 
somatic Society SFr. 31.35 / US $8.80 / DM 31.35 / £3.51 and to students SFr. 27.15 / US $7.65 / 
DM 27.15 / £3.03. 


ISBN 3—8058—1232--5 


Foreword — A Study of an Infant with a Gastric Fistula. 1. Behavior and the Rate of Total Hydrochloric 

Acid Secretion — Etiology of Duodenal Ulcer. 1. Relation of Specific Psychological Characteristics to 
Rate of Gastric Secretion (Serum Pepsinogen) — Psychosomatic Disease and the 'Visceral Brain'. 
Recent Developments Bearing on the Papez Theory of Emotion — Psychologic Mechanism in Malig- 
nant Hypertension — Studies of Syncope. Ill. Differentiation Between Vasodepressor and Hysterical 
Fainting — The Correlations Between Ovarían Activity and Psychodynamic Processes. 1. The 
Ovulative Phase — Emotions and Gastroduodenal Function. Experimental Studies on Patients with 
Gastritis, Duodenitis and Peptic Ulcer — Psychoanalytic Study of a Case of Essential Hypertension 
— Possible Etiologic Relevance of Personality Factors in Arterial Hypertension — Emotional Stress 
in the Precipitation of Congestive Heart Failure — Some Experimental Observations on Gastro- 
intestinal Lesions in Behaviorally Conditioned Monkeys — Autonomic Response Specificity. An 
Experimental Study — An Investigation of the Relation Between Life Experience, Personality 
Characteristics, and General Susceptibility to Шпеѕѕ. 


Since its beginning in 1939, Psychosomatic Medicine has published more than 1,200 papers. Many 
of these have represented the major investigative studies in an area which has expanded considerably 
inits scope during this period. These investigations are frequenty quoted in contemporary discussions 
of psychosomatic disease and in the literature of internal medicine, psychiatry, psychology, and 
psychophysiology. This volume represents the American Psychosomatic Society's response to the 
many requests for a collection of such papers. 


А committee representing the Editorial Beard of the Journal reviewed the first 20 years of Psycho- 
somatic Medicine, each member independently selecting approximately 50 articles of the highest 
contemporary relevancy. This list was further reduced by consensus to 33 articles which could rightly 
be called outstanding on the basis of their broad implications and their excellence of argument. 
Limitations of space required a further reduction to the present fourteen papers. 


Each article is introduced by a short retrospective statement which indicates the historic and 
intellectual context in which the work was first performed and also discusses how well the authors' 
concepts have stood the test of time. In addition, there is a foreword by Dr. Carl Binger who was the 
Editor of the Journal during most of this exciting period. 


This is a book which allows immediate access to the original presentations of those concepts 
which have become central to modern psychosomatic research and to contemporary clinical medicine 
and psychiatry. It should appeal to both the clinician and investigator who wish to broaden and refresh 
their conceptual framework, as well as to students, in medicine and the behavioral sciences who may 
be unaware of the data sources of contemporary psychosomatic medicine. 


S. Karger : Basel - München · Paris - London - New York · Sydney 





П / 
Introduction — 
O 
amily Therapy . 


VINCENT D. FOLEY, Ph.D. 


Assistant Professor, Department of Counselor 
Education, St. John's University, New York 


xvii 











Presenting a vivid and comprehensible view of the 
field with a focus on the similarities and 
differences of major theorists — the text is designed 
to help the reader understand and evaluate what 
has happened and what is happening in the field of 
family therapy. 


The book is concerned with ideas rather than 
techniques. By presenting each theorist's major 
insights and how they relate to the work of others, 
the reader is afforded a solid perspective on the 
major ideas in the field. 


October 1974, 224 Pages, 
Softcover, $10.50 £5.05 ISBN 0-B089-0846-4 


GRUNE & STRATTON 


A Subsidiary of Harcourt Brace Jovanovich, Publishers 
111 Fifth Avenue, New York, N.Y. 10003 
24-28 Oval Road, London, NW1 7DX, England 
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release 
her 


from 
phobic 
E anxiety 


М№Магаі 


can offer dramatic improve- 
ment in agoraphobia, social 
phobias and other phobic 
disorders. In one recent 
controlled study! Nardil 
proved successful in 

a majority of patients with 
phobic anxiety. 


“Тһе results confirm previous 
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Suicide in Dublin: 


I. The Under-reporting of Suicide and the Consequences 


for National Statistics 


By P. DESMOND McCARTHY and DERMOT WALSH 


Summary 
This study of suicide in Dublin during 1964-1968 from coroners’ records was undertaken to 
estimate the discrepancy between coroners’ verdicts, the national suicide statistics compiled 
from them and the clinical assessment of probability of suicide by psychiatrists examining the 
same records. The large difference in numbers of suicides deriving from the two approaches 
has considerable implications for national suicide statistics, and these have been briefly 
considered. From the findings presented we believe that we are justified in concluding that: 


(a) there are real differences in national suicide rates, at least between Ireland, England and 


Wales, and Scotland, and 
(b) 


the Irish suicide rate is low, though not as low as official statistics suggest, and 


(c) the discrepancy between official and 'true' suicide rates in Ireland is greater than in 


England and Wales and in Scotland. 


INTRODUCTION 

It has been suggested that some of the 
reported national variations in suicide rates 
may be more a reflection of differing legal and 
ascertainment procedures than of differing 
suicide rates (Barraclough, 1972a). In parti- 
cular in certain countries, including Ireland, it 
may be that religious and social attitudes make 
coroners reluctant to return a suicide verdict. 
These difficulties have led Douglas (1967) to 
conclude that international comparisons of 
suicide rates based on official statistics, and 
hence sociological theories developed to explain 
the alleged differences, are meaningless. It is 
our contention, however, that when certain 
adjustments are made to official figures mean- 
ingful and useful comparisons are possible. 
We also believe that there are genuine national 
differences in suicide rates. For instance 
McCarthy and Walsh (1966) showed that in 
Dublin the true rate was approximately twice 
the official rate but was still very low in inter- 
national comparison. They found, however, 
that the degree to which official suicide rates 
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underestimate the true incidence of suicide 
differs from country to country and would 
seem to be greater in Ireland than in England 
and Wales (Seager and Flood, 1965) and 
Scotland (Ovenstone, 1973). 


ASCERTAINMENT OF SUICIDE IN IRELAND 

In Ireland, as in England and Wales, ascer- 
tainment of suicide proceeds through the 
coroner. Coroners are appointed under a 
provision of the Local Authorites (Officers and 
Employees) Act, 1936, and are responsible to 
the Minister for Justice. Legislation relating to 
coroners has been plentiful over the years. 
The earliest legislation was enacted in the 
reign of Edward I, and the short title of the 
act was "Ihe Office of the Coroner’. Coroners 
(Ireland) Acts followed in 1829, 1836, 1846, 
Borough Coroners (Ireland) Act 1860, Coroners 
(Dublin) Act 1876, Coroners (Ireland) Act 
1881, Coroners Act 1892, Coroners (Ireland) 
Act 1908, Coroners (Qualification) Act 1924, 
Coroners (Amendment) Act 1927, Coroners 
(Amendment) Act 1947 and Coroners Act 1962, 
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which is the present legislation relating to the 
coroners’ office and functions. Under the Act 
“по person shall be appointed to be a coroner 
or a deputy coroner unless he is a practising 
barrister of at least five years standing, a prac- 
tising solicitor of at least five years standing or 
a registered medical practitioner who has been 
registered, other than provisional or tem- 
porarily under the Medical Practitioners Acts 
1927-1961, in the Register of Medical Practi- 
tioners for Ireland and who has been entitled 
to be so registered for at least five years’. The 
1962 Act stipulates that whenever the Minister 
issues an opinion that any coroner or deputy 
coroner has been guilty of misconduct and 
neglect of duty, or is unfit for office or incapable 
of the due discharge of his duties because of a 
physical or mental infirmity, the Minister may 
remove such coroner or deputy coroner from 
office. Every coroner appointed under the 
1962 Act shall ‘unless he sooner dies, resigns or 
is removed from office, hold the office until he 
reaches the age of seventy years’. 

The coroners’ districts were drawn up by 
early legislation, and there is a coroner for 
every coroner’s district. The coroner for a 
coroner’s district is appointed by the local 
authority in whose area the district is situated, 
and the coroner is obliged to reside in the 
district. The coroners are paid, by the local 
authority for whose district they are responsible, 
such salary as ‘shall from time to time be fixed, 
with the approval of the Minister, by that 
local authority’. Under Section 13 of the 1962 
Act it is laid down that ‘every coroner shall 
appoint a person approved of to be his deputy, 
and the deputy shall be known as a deputy 
coroner’. The deputy coroner may act for the 
coroner by whom he was appointed during the 
illness or absence of the coroner. In Ireland 
currently 29 out of 53 coroners are doctors and 
all are part-time. 

The 1962 Coroners Act lays down that where 
a coroner is informed that the body of a de- 
ceased person is lying within his district he 
shall hold an inquest in relation to the death 
of that person if he is of the opinion that the 
death may have occurred in a violent or un- 
natural manner, or suddenly and from unknown 
causes or in a place or in circumstances which 
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require than an inquest should be held (deaths 
occurring in special circumstances such as in 
prisons or from certain causes such as death 


from some specified infectious diseases must с 


also be the subject of coroners’ inquests). 
Where the coroner is informed that the body of 
a deceased person is lying within his district and 
that a medical certificate of the cause of death 
is not procurable, he may enquire into the 
circumstances of the death of that person and, 
if he is unable to ascertain the cause of death, 
may hold an inquest in relation to the death. 
It is the duty of an inspector or officer of the 
Garda Siochana (police), if he becomes aware 
of a death within the district of a coroner of any 
person in whose case a medical certificate of 
cause of death is not procurable, to inform the 
coroner of such a death. Every medical practi- 
tioner, registrar of deaths, funeral undertaker 
and every occupier of a house or mobile dwell- 
ing, and every person in charge of any institu- 
tion or premises, in which a deceased person 
was residing at the time of his death, who has 
reason to believe that the deceased person died, 
either directly or indirectly, as a result of 
violence, misadventure or by unfair means, or 
as a result of negligence or misconduct or mal- 
practice on the part of others, or from any cause 
other than natural illness or disease for which 
he had. previously been treated by a registered 
medical practitioner within one month before 
his death, or in such circumstances as may 
require investigation should immediately notify 
the coroner within whose district the body of the 
deceased person is lying of the facts and the 
circumstances relating to the death. The obliga- 
tion imposed on a person by the above regula- 
tion shall be discharged if.he immediately 
notifies a member of the police not below the 
rank of sergeant of the facts and circumstances 
required to be notified by that sub-section. 
Despite these requirements some deaths in 
Ireland are neither certified nor registered, 
but the proportion of uncertified, but registered 
deaths is falling and in 1966 represented 2-6 per 
cent of all registered deaths (Central Statistics 
Office). In Ireland (unlike England and Wales) 
burial can proceed without the death being 
registered or certified, and Dean (1972) found 
from a study of burials in two rural west of 
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Ireland parishes that 7:2 per cent of deaths 
were neither registered nor certified, but this 
proportion is likely to be much higher than 
would occur in urban areas, particularly in the 


—>east. The percentage of registered deaths un- 
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certified in Connaught in 1966 was 6:9, but in 
Leinster was only 1-0. The possibility that some 
of these deaths were suicidal cannot, of course, 
be excluded. 

Where a coroner is of the opinion that a 
death may have occurred suddenly and from 
unknown causes, and it is his opinion that a 
post-mortem examination of the body of that 
person may show that an inquest in relation 


to the death is unnecessary, he may cause the _ 


examination to be made, and if in his opinion 
the report of the examination shows that an 
inquest in relation to the death is unnec 
it shall not be obligatory upon him to hold an 
inquest. A coroner holding an inquest in relation 
to the death of any person shall view the body, 
unless it has been viewed by a member of the 
Garda Siochana who gives evidence to that 
effect at the inquest. The record of the verdict 
returned at an inquest should be signed by the 
coroner holding the inquest, and where he is 
sitting with a jury by the foreman of the jury. 
A coroner may at any time before or during an 
inquest order a post-mortem examination of the 
body of any person in relation to whose death 
an inquest is to be or is being held. A coroner 
may examine witnesses at an inquest on oath. 
An inquest is to be held with a jury if either 
before or during the inquest the coroner 
becomes of the opinion that the deceased came 
by his death by murder, infanticide or man- 
slaughter, or that his death was caused by 
accident, poisoning or disease of which notice 
is required to be given to the Minister of a 
Department of State. The jury at an inquest 
should be sworn before the coroner and should 
consist of not less than six and not more than 
twelve persons. Proceedings at coroners’ courts 
are public and anyone may attend; the verdict 
is therefore given publicly, and the press may 
attend and report the proceedings and verdict, 
though in the case of suicide they seldom do. 
There are no specific instructions to coroners 
in Ireland concerning the definition of suicide, 
but we presume that, as in England and 
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Wales, they must be assured beyond doubt 
that: 

(1) the event which caused the deceased’s 
death must have been ‘self-inflicted’, 'self- 
enacted’ or ‘self-administered’ and 

(2) that the intention of the deceased in 
initiating the fatal event must unequi- 
vocally have been to bring about his 
death. 

Suicide in Ireland continues to be a criminal 
offence, whereas in England and Wales it 
ceased to be so in 1961. Presumably, at least 
historically, ‘a verdict of suicide was also in 
origin a verdict which had legal consequences’ 
(Home Office, 1971) which were mitigated if the 
deceased was ‘of unsound mind’ at the time, 
and so the practice of adding this clause to the 
verdict continues, although the need for it no 
longer applies. 

As far as we could ascertain, coding from the 
coroner’s certificate is carried out blindly and 
there does not appear to be any communication, 
formal or informal, between coroners and the 
Central Statistics Office concerning doubtful 
cases. Neither do coroners seem aware of the 
conventions which the Central Statistics Office 
employ in coding verdicts. The modus operandi at 
the coding stage is that where the coroner’s 
certificate includes the words ‘accidental’ the 
death is coded as accidental. Where the words 
‘suicide’, ‘self-inflicted’ or ‘self-enacted’ appear 
on the death certificate the death is coded as 
suicide. In all other cases, including those in 
which the certificate includes the word ‘self- 
administered’ the death is coded as ‘death 
undetermined whether accidentally or pur- 
posely inflicted’. This procedure increases the 
likelihood of violent deaths, which are usually 


''sel-enacted' or ‘self-inflicted’, being returned 


as suicides and reduces it in cases of drug оует- 
dosage, which is usually ‘self-administered’. 

It is not entirely clear to us why coding 
proceeds in this fashion, but it may be that a 
higher degree of suicide intention is presumed 
in violent methods of death. It is of interest to. 
note that the 8th revision of the International 
Classification of Diseases in categories E950, 
Eg51 and Eg52 uses the term ‘suicide and self- 
inflicted poisoning . . .' where ‘self-administered’ 
would seem more appropriate usage, and it may 
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well be that, ifa change were made accordingly, 
coders might more readily assign deaths from 
self-administered overdosages (so described on 
coroners’ certificates) to the suicide categories 
E950, Eg51 and E952 rather than code them as 
accidental deaths. Perhaps this is a point worth 
bearing in mind for the gth revision of the 
International Classification of Diseases. 

McCarthy and Walsh (1966) examined 
coroners’ records for the ten years 1954-1963 
for Dublin city and county and came to a 
decision as to whether a death was suicidal or 
not on ‘the balance of probabilities’ as set out 
in the evidence in the coroners’ records. They 
compared their findings with coroners’ verdicts 
of suicide arrived at ‘beyond all doubt’ and 
found that their computations doubled the 
coroners’ suicide rate as returned for formal 
statistical purposes for the area under investiga- 
tion. 


Tuer PRESENT STUDY 


The work reported here continued the earlier 
survey of suicide in Dublin by examining the 
coroners’ records of all deaths investigated by 
Dublin city and county coroners for a further 
five years, that is from 1964-1968 inclusive. 
Two coroners cover the area; one for Dublin 
City and the other for County Dublin. 

The purpose of this further investigation has 
been to establish whether the earlier discrepancy 
between the verdicts of Dublin coroners and our 
assessments of suicide has continued. In addition 
' we have looked at national suicide statistics in 
the light of our Dublin findings in an attempt to 
establish whether the under-reporting in Dublin 
is characteristic of the country as a whole. 

Both authors independently scrutinized the 
records of every inquest held by the coroners 
during the five-year period. Each examiner 
came to a decision whether he regarded a death 
as suicidal or not suicidal. No attempt was made 
to categorize deaths into the three groups, 
suicide, ‘undetermined’ and accidental death, 
as Ovenstone (1973) had done in her assessment 
of similar deaths in Edinburgh. The criteria 
.which governed our decisions were based on 
evidence that was either direct or inferential. 

Direct evidence of suicide was regarded as 
being present when a suicide note clearly 
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indicating intent was mentioned at the inquest, 
or the individual had indicated directly to some 
other person, either verbally or in writing, that 
he intended to kill himself, or when the method 
of death and its contrivance left little doubt that 
the individual anticipated and desired a fatal 
outcome of the self-destructive act which, he 
performed. In the majority of cases direct evi- 
dence was not available and we were dependant 
on the inferences available from the evidence 
relating to the immediate circumstances of the 
individual's death and evidence as to his recent 
mental health, with particular reference to 
depression, as expressed by himself during life, 
or observed by his relatives, or available from 
in-patient hospital records, psychiatrists or 
general practitioners. Where evidence from any 
of these sources indicated that an individual 
had been depressed and shortly afterwards died 
suddenly in suspicious circumstances, we re- 


corded a verdict of suicide. Where evidence of: 


recent depression or psychiatric illness was not 
outstanding, but an individual was known to 
have made several suicidal attempts in the 
recent past and his present death occurred under 
suspicious circumstances, we also recorded a 
suicide death. Thus in these circumstances we 
have required indirect evidence of the deli- 
berate initiation of an act of self-poisoning or 
self-injury which resulted in death without the 
presumed intent to die (Ovenstone, 1973). 

Our decisions were arrived at independently, 
but were cross-referenced afterwards. Where 
there was disagreement on individual rating— 
and this occurred in only ten cases—discussion 
took place between us and ‘on balance’ six of 
these ten cases were finally regarded as suicide; 
but in four others disagreement persisted and 
so they were classified as ‘not suicide’. It must of 
course be admitted that since we had pre- 
viously worked on suicide together and pro- 
bably shared similar sentiments as to what 
constituted suicide and as to what circumstances, 
in the absence of direct evidence, inferred it, our 
inter-rater agreement may have been higher 
than it would have been between randomly 
selected clinical psychiatrists rating these deaths. 
It should also be noted that in our assessments 
we were unaware of the coroners’ verdicts on 
each case. 
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Critics of this method of inferential deter- 
mination of suicide will say that we have classi- 
fied people dying in mysterious circumstances 
and with psychiatric histories as suicide, and so, 
ina sense, have established a self-fulfilling expec- 
tation. The corollary of this is that we have 
classified as ‘not suicide’ people without pre- 
vious psychiatric histories, who had died sudden 
and mysterious deaths but without direct 
evidence that the self-initiated act resulting in 
death was intended to have that consequence. 
These are the limitations of our methodology, 
but it is difficult to eliminate them in a retro- 
spective study of the nature that we report here 
and in which we have not carried out individual 
enquiries in each case by interviewing relatives 
etc. The difficulties inherent in this and similar 
studies of suicide point to the need for a stan- 
dardized approach to the comparative study of 
national suicide rates. 


RESULTS 

We concluded that on the ‘balance of 
probabilities’ 210 of the deaths examined by 
the coroners were suicidal, making a mean 
annual suicide rate for Dublin city and county 
of 5:3 per 100,000 of population. In no case 
did either coroner return a suicide verdict on 
a case that we regarded as dying accidentally. 
One hundred and thirty-one of the suicides 
were male and 79 female, giving rates of 7:0 
and 3:8 рег 100,000 for males and females 
respectively. The medical and social charac- 
teristics of the present group of suicides did 
not differ in any important way from those of 
earlier series and so they are not presented here. 


DISCUSSION 


The mean annual Dublin suicide rate from 
official sources, i.e. coroners’ verdicts, for the 
five-year period under consideration was 1:4 
per 100,000 population, with a range from 0:9 
in 1965 to 2:5 in 1968. For the country as a 
whole the mean annual rate for the five-year 
period was 2:2 per 100,000 population, with 
a much narrower range from 1:8 in 1965 to 2:5 
in 1967 and 1968. For the ten years of the earlier 
study the mean annual official rate for Dublin 
was 2:2 per 100,000 population. During the 
same period the official rate for Ireland fluctua- 
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ted from 2-0 to 2:7 per 100,000 population. 
Official suicide rates in Ireland (26 counties) 
over the past century are presented in Fig. 1, 
and it is evident that the fluctuations in rates 
during this period have been similar for men 
and women. À gradual but steady rise occurred 
up to 1910, with a decline during the Great War 
which was common to most European countries, 
followed by a swift rise to the quinquennium of 
the depresion and a gradual decline to 
1965-1969, although there has been a slow 
rise from 1950-1955 to 1965-1969 for females. 

To examine national urban/rural differences, 
we have compared the mean annual age- 
specific official suicide rates for Dublin City 
(not including County Dublin), all Irish urban 
districts, including Dublin City, and all Irish 
rural districts in Table I. 

Except between ages 15 and 34 rural districts 
have higher rates than urban districts and all 
urban districts (including Dublin City) have 
higher rates than Dublin City, and the difference 
in rates between urban and rural areas increases 
with age. This is an interesting finding, and 
these higher rural figures correspond with higher 
rural figures for mental illness based on hospital 
data (Walsh and Walsh, 1970). It may be that 
in rural areas loneliness and its psychological 
sequelae increase with age, thus leading to 
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Га. 1.—Suicide in Ireland. Rates per 100,000 population. 
Mean five-year groups. 
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TABLE I 


Suicide in Dublin and in Irish urban and rural districts 1964-1968 
Mean annual rates per 100,000 population* 











All 75 and 

ages 0-14 15-24 25-34 35-44 45-54 55-64 65-74 over 

Dublin County Borough j 

(Dublir. City) s 1*5 0:0 1:3 3:5 1-6 2-4 2:5 2:5 1-2 
Urban districts (including 

Dublin County Borough) I'7 о.о 1:2 3-1 2:8 2:3 4*0 2:9 1:6 

Rural districts .. $a 2:6 0-0 0:7 2-6 2:9 4°5 6-3 7i 3:7 


~ Compiled from the Reports on Vital Statistics 1964-1968. 


higher suicide rates among isolated older people. 
It would be of some interest to know what 
proportion of the elderly suicides were un- 
married or widowed and living alone; this 
information is not available from official sources 
and we hope to investigate the matter later 
together with the extent of under-reporting of 
suicide in rural Ireland. 

Before accepting this urban/rural comparison 
at face value it is worth noting that of all official 
suicide deaths in Ireland (including Dublin) in 
1964—1968, 56 per cent were by ‘violent’ means 
(shooting, jumping, cutting and hanging); of all 
official Dublin suicides in the same period only 
13°5 per cent were by violent methods. This 
may have some bearing on the discrepancy 
between official Dublin and rural rates, as we 
have seen that when death occurs by a violent 
rather than a non-violent method a death is 
more likely to be coded as suicide, and it will 
be shown later (Walsh, Walsh and Whelan) 
that, at least in Dublin, a coroner is more likely 
to return a suicide verdict in cases of violent 
death. To some extent rural attempters have 
less chance of choosing a non-violent method— 
there is no piped gas supply outside Dublin City 
and the larger towns, and many rural areas 
offer less opportunity of drowning than Dublin, 
which in addition to the Irish Sea has the river 
Liffey and canals, Grand and Royal. 

Our work indicates that the official suicide 
rate underestimates the real rate in Dublin 
considerably, and for the years under considera- 
tion the contrast is between the official rate of 
1*4 and our ‘rate’ of 5-3 per 100,000 population. 
It is disconcerting to find that the difference 


between the official rate and our ‘rate’ for 
1964—1968 was almost four-fold—the earlier 
study had shown our 'rate' to be only twice as 
great. In the absence of any real change in the 
true rate of suicide, there has been either a 
change in coroners’ attitudes or a change in 
ours. On this score it is reassuring to see that 
there is little difference between our ‘rate’ of 
5'3 per 100,000 population for 1964—1968 and 
4'5 for the earlier period. However, the two 
coroners responsible for the area under consi- 
deration during the period of the earlier study 
are dead, and the present series was adjudicated 
by their replacements. 

It must be understood that when we speak 
of differences in assessment of suicide between 
ourselves and coroners no criticism of them is 
implied. The psychiatrists’ assessment of suicide 
and that of coroners proceed from two entirely 
different standpoints—ours a clinical psychiatric 
assessment based on probabilities, and the 
coroners’ a legal definition based on the facts 
presented and arrived at beyond reasonable 
doubt—as has been pointed out by Barraclough 
(1972b). 

Assuming that the extent of suicide under- 
reporting in Ireland as a whole is similar to 
that in Dublin—although this awaits confirma- 
tion and it may be that, because there is a 
greater proportion of violent deaths in rural 
areas, rural under-reporting is less than in 
Dublin—and if the true rate is really four times 
the official rate, then the Irish rate becomes 
nearer to that of England and Wales, whereas 
if the official rate is only to be multiplied by 
two then Ireland’s time-honoured position at 
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the relegation end of the suicide league table 
remains justified. Some help in the resolution 
of this problem may be derived from considera- 
tion of the 1968 Report on Vital Statistics. 
Since 1968 the Annual Report on Vital Statis- 
tics, in addition to information on deaths from 
suicide and accidental deaths, has included 
data on deaths undetermined whether acci- 
dentally or purposely inflicted (Е98о-Е989) 
for the country as a whole, but not for Dublin 
separately. In Ireland in 1968 official suicidal 
deaths (Eg50-E959) numbered 56 male and 15 
female, and deaths undetermined 60 male and 
27 female. If all these latter are presumed to 
be suicidal deaths—and workers such as 
Ovenstone (1973) believe them to be so—then 
we arrive at a figure over double the suicide 
rate and hence in favour of a twofold difference 
in rates rather than a fourfold one. 

Barraclough (1972a) has found the accidental 
death rate for those causes of death likely to be 
suicide to be higher in Scotland than in England 
and Wales, the figures being 4:5 and 3-7 respec- 
tively per 100,000 population aged 15 and over. 
When he aggregated deaths from suicide, acci- 
dental deaths from selected causes and deaths 
undetermined, he found little difference in the 
combined rates between England and Wales 
and Scotland. We found that Ireland had a 
high accident death rate (from the causes 
selected by Barraclough, і.е. I.C.D. numbers 
E850-873, E882, Едо, E920, E922, E929, 
Eg42, E943 and E946) at 5-1 per 100,000 
population aged 15 and over in 1968 compared 
to either England and Wales or Scotland, and 
so felt that in Ireland some suicidal deaths might 
be returned neither as suicide nor as 'deaths 
undetermined’ but as accidental deaths. None- 
theless, when deaths from these three causes 
are added for Ireland we still find the Irish death 
rate to be below that of England and Wales and 
Scotland (Table II). 

Because Barraclough in a recent paper (1974) 
claimed that a ‘limit can be set’ on the extent 
of the error in categorizing poisoning deaths 
(excluding carbon monoxide poisoning) as 
between suicide and non-suicide for the years 
1968-1970 in England and Wales, and found 
the error in the suicide poisoning rate to be less 
than 50 per cent, we looked at the situation in 
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England and Wales, Scotland, and Ireland, 1968 
Combined deaths from "suicide, undetermined death and 


accidental death from certain causes. Rates per 100,000 
` Population aged 15 and over 


England and Wales 19:0 
Scotland EE 20:5 
Ireland .. 13*I 


Ireland for 1968. Fifteen poisoning deaths were 
returned as suicide, 13 as undetermined and 
17 as accidental deaths. So the ratio of suicide 
to non-suicide was 1:2, and the ‘error’, 
supposing all these deaths to be suicidal, in 
Ireland in 1968 was 200 per cent. 

Ovenstone (1973) found that only one of her 
214 suicide deaths had been recorded officially 
as accidental death. We assessed as suicide 
18 deaths which were regarded by the coroners 
as accidental. We found them to be older (13 
were aged 55 and over) than the suicide group, 
more often married, the majority were in non- 
manual occupations and all of them had died 
by non-violent methods. 

Prior to 1968 what happened to those deaths 
which are now returned as 'death undeter- 
mined’? The answer is that some of them were 
returned as accidental deaths. There were, for 
instance, 146 accidental deaths from drowning 
in 1967 but only 20 in 1968, whereas in this 
year there were 61 deaths by ‘submersion 
(drowning), undetermined whether accidental 
or purposely inflicted’ (E983). 
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X Suicide in Dublin: 


да II. The Influence of Some Social and Medical Factors on Coroners’ Verdicts 


By BRENDAN WALSH, DERMOT WALSH and BRENDAN WHELAN 


Summary 

This paper presents an analysis of the factors which influence coroners in their decision to 
classify some deaths as suicides and others as accidental or ‘open’. The most important influence 
' on coroners’ behaviour was seen to be the manner by which the person died. Those who died 
by cutting, hanging, drugs or gas were significantly more likely to receive a suicide verdict 
than those whose deaths were due to drowning, jumping, shooting or poisoning. If the deceased 
E left any intimation of a suicidal intent, this increased the likelihood that a suicide verdict would 
be returned. Finally, persons aged under 40 were significantly more likely to be returned as 
suicides than older victims, especially those aged over 70. All of these results show that coroners 
operate by observing the law as it defines suicide, that is, by looking for evidence of intent of 

self-inflicted death. : 
Our findings concerning the factors associated with the suicide verdict help to clarify the 
meaning of the official data on suicides in Ireland, and illuminate the reasons why, using 


clinical rather than legal criteria, a much higher rate is obtained. 


MATERIALS AND METHODS 

The present study is an attempt to under- 
stand the factors that influence coroners in their 
decision to call a death ‘suicide’ or ‘accidental’ or 
to return an ‘open’ verdict. It is based on the 
survey of Dublin coroners’ records referred 
to in the previous paper. The 201* deaths which 
McCarthy and Walsh judged to be suicides 
were divided into two groups, the first consisting 
of the 58 cases which were also classified as 
suicides by the coroners, the second consisting 
of the 143 cases for which the coroners returned 
a non-suicide verdict. The purpose of this study 
was to isolate characteristics of the deaths which 
would best allow us to discriminate between 
these two groups. The statistical technique 
employed is linear probability function analysis. 
This technique, although starting from assump- 
tions that are similar to those used in mul- 
tiple regression analysis, provides results that 
closely resemble discriminant analysis (Ladd, 
1966). 

* Eight of the 209 cases in the study were not used 
because of data deficiencies. 


The following variables were used in our 
analysis as explanatory ог independent 
variables: sex, age, marital status, previous 
psychiatric treatment, previous suicide attempt, 
method used, intimation of intent, alcohol 
taken, household circumstances. 

Cases were classified о or 1 according to 
whether or not they fell into a specific category 
of cach variable. The dependent variable was 
coded o for cases where the coroner returned a 
non-suicide verdict, 1 for cases where his verdict 
was suicide. The purpose of the statistical 
analysis was to isolate the independent variables 
whose net influence on the dependent variable 
was significant. 


Frnpincs 

The results of estimating the linear proba- 
bility function, using all the available inde- 
pendent or explanatory variables, are set out in 
Table I. The coefficients recorded in this 
Table may be interpreted as an indication of 
the change in the probability of a suicide 
verdict attributable to membership of a given - 
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Linear probability function analysis of coroners’ verdicts related to Subjects! characteristics. Dependent variable: s 


TABLE І 


coroner’s verdict (suicide = 1, other = 0) 























— 
Explanatory Previous psychia- Intimafrem 
variable Sex Marital status tric treatment Method intent 
0:99 if cutting 
0:69 if hanging 
Coefficients —0:0gifmale —0о:05 if married —0:08 if no 0:50 if drugs 0°31 if ye: 
—0-:03 if widowed previous 0-26 if gas 
o-or if divorced treatment 0:19 if shooting 
or other 0-06 if poison 
0-05 if jumping 
0:32 if other 
Reference Any previous 
Category Female Single treatment Drowning No 
F-value o'o 0*5 0:7 12:6 12.1 

















Note: F-values and coefficients underlined once are significant at the 95 per cent level; those underli 
twice are significant at the 99 per cent level. 


category of a variable as compared with the 
reference category. We interpret each coefficient 
as measuring the net influence of the variable in 
question. This interpretation is open to question 
in situations where there is a high degree 
of intercorrelation between the independent 
variables; in the present study these inter- 
correlations are low. 

It may be seen from Table I that a large 
number of variables add little to our under- 
standing of the coroners’ behaviour; among 
these are the subject’s sex, marital status, 
previous psychiatric record, previous suicide 
attempts, alcohol intake, and household circum- 
stances. These negative conclusions are of great 
interest, suggesting that a wide range of factors 
that migh: plausibly be assumed to affect a 
coroner’s verdict do not seem to exercise any 
net influence. 

On the other hand, the method by which the 
victim died, his or her age, and whether there 
was any intimation of intent may be seen to 


explain much of the coroners’ behaviour in 
arriving at verdicts. Those who died from cutting 
and hanging were much more likely to be 
returned as suicides than those dying by drown- 
ing, shooting, jumping or poisoning. Similarly, 
there was a significant increase in the proba- 
bility of a case being classified as a suicide if 
some intimation of intent had been given. 
Finally, the pattern of coefficients obtained for 
the age variable suggests that older victims 
were generally less likely to be returned as 
suicides than younger ones. Although not 
significant, the pattern of coefficients for the 
household circumstances variable is of interest, 
suggesting that a person living alone was most 
likely, and one living with his or her parents 
least likely, to be classified as a suicide by the 
coroners. 

From the statistics presented at the end of 
Table I, it is clear that our approach to the 
study of coroners’ decisions has a high explana- 
tory power. When the equation was used to 
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TABLE I (continued) 


a re ae Re eee 

















А оһо1 Previous Household 
taken? suicide attempt Age circumstances Evaluation of equation 
0-09 if 10-19 —0-12ifliving ВЕ — o-68 R? = 0:37 
—0:07 if 20—29 with parents F-value = 5:36 (27,173) 
o-o7ifNo  oʻor if no —o: 18 if 40-49 —o-11 if other — 
previous —o-15 if 50—59 Prediction by 9% cor- 
attempts mm linear probability rect pre- 
—0* 19 if 60-69 —0:09 if living р function diction | 
—0.43 if 70—79 in institution -j 
. ToTg 80-89  —0-07 if living 5 Suicide Other 
we with own é Suicide 43 15 74 
family h Other 13 130 91 
б 
s Any previous 30-39 Living alone 5 Total 56 145 86 
attempts О 
4 o-8 I'4 0*5 Intercept = 0:26 





‘predict’ whether an individual case would or 
would not be judged a suicide by the coroners, 
correct ‘predictions’ were obtained in 86 per 
cent of cases. The only large source of error was 
the 26 per cent of actual suicide verdicts 
that were not correctly ‘predicted’ by the 
equation. * 

In Table II a condensed equation is pre- 
sented, with all the variables which were non- 
significant in Table I omitted (except for house- 
hold circumstances). Categories of the remaining 
variables whose coefficients were similar in 
Table I have been grouped in Table II. The 
result is a considerable simplification, without 
any loss of explanatory power, as may be seen 
from the higher R? (coefficient of multiple 
determination, corrected for degrees of free- 
dom) in Table II. The significance of method 


* The discriminant used was based on the equation in 
Table I and a knowledge of the proportion of suicides in 
the total sample. The latter was taken as an estimate of 
the ‘a priori probability’ (Morrison, 1967). 


as a factor influencing coroners is overwhelming, 
with age and intimation of intent lesser, although 
highly significant, influences. In this simplified 
presentation, household circumstances remain 
non-significant. 
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ТАВІЕ II 
Condensed equation. Dependent variable is coroner’s verdict (suicide = 1, other = o) 





Explanatory _ Intimation Household | /. 
variable Method of intent? Age circumstances Evaluation of equation ~~ 
1:05 if cutting '  R=o0-6 | R?=0-39' 
Co- 0:66 if hanging F-value = 15:5 (9,191) 
efficients 0-48 ifdrugs o-gaifyes —o-17if40-69 —o-oaifliving Lt 
10-241 рав —— — —0:31 if 70 with —————————— 
‘0-26 if other бог over parent’s Prediction by — 96 cor- 
E family - linear probability rect pre- 
` i function dictions 
‚© 
3 Suicide Other у 
p Suicide 40 18 69 "X 
"Other 12 131 92 ` 
^ 
Reference Drowning, No 10-39 All other d 
category shooting, : "Total 52 149 85 
jumping, О 
poison 
F-value 17:5 12-1 6:2 - 0:6 Intercept = 0-26 





Note: See footnote to Table I. 
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‘Suicidal Behaviour’ in New South Wales 


By J. KRAUS 


For about fifteen years now a tradition has 
been evolving in the psychiatric literature 
towards a taxonomic separation of suicides and 
attempted suicides, on the assumption that they 
involve distinct psychogenic factors (Stengel and 
Cook, 1958; Farberow and Schneidman, 1961). 
However, even the originator of the distinction 
agreed that a better understanding of attempted 
suicide could be gained if it is regarded as 
conveying a degree of uncertainty that the 
attempt will succeed or fail (Stengel, 1958), 
and that the separation of *. . . suicide and 
attempted suicide . . . is artificial (as) . . . it is 
possible to view suicidal acts as a whole and 
irrespective of outcome' (Stengel, 1969, p. 121). 
The latter view has been reflected in the recent 
introduction and usage of the term ‘suicidal 
behaviour’ which includes both suicides and 
attempted suicides (Hetzel, 1971). 

If the proposition made here is accepted that 
the intent to succeed in suicidal attempts is not 
discrete but a continuous variable, then it is 
obvious that a study of suicidal behaviour must 
comprise all attempts irrespective of their out- 
come. This would not mean, of course, ignoring 
the outcome. On the contrary, investigation of 
the relationship between outcome and other 
variables in suicidal behaviour could help to 
explain the ‘intent’ continuum. It would 
complement the findings of studies in which 
suicides and attempted suicides were treated 
as being categorically different. It could also 
generate clinical hypotheses in respect of 
‘intent’, and thus possibly indicate or confirm the 
desirable direction for the development of 
preventive services. 

It would be apt to point out that although 
New South Wales is the most populous state in 
Australia it appears that no epidemiological 
study of suicidal behaviour has been done 
here to date. The need for such a study is 
obvious in the light of the developments which 
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are taking place in N.S.W. in community 
psychiatry and medicine, and in the social 
services. 


METHOD 

Sample 

The sample comprised all suicide attempt 
admissions (N = 13,844) to psychiatric centres 
in N.S.W. during a six-year period (1967—72), 
and all suicides (N = 3,761) recorded as such 
after a coroner’s inquiry. A six-year period 
was used in order to increase the reliability of 
the observed rates. W.H.O. (1968a) reports are 
based on data from three successive years, and 
many of the cited studies on suicide are based 
on rates for a single year. The sample used 
here presents, of course, only the official figures, 
which are likely to be a substantial under- 
estimate of the true prevalence of suicidal 
behaviour. It is well recognized that this 
behaviour is under-reported in all countries 
(W.H.O., 1968а). An English study estimated 
that about 20 per cent of suicidal attempts seen 
in general practice are not sent to hospital 
(Stengel, 1969), and in Scotland official records 
were found to underestimate suicidal attempts 
by 30 and suicides by 41 per cent (Kennedy et al., 
1974). From the methodological point of view, 
however, the most important finding of the 
latter study was that hospital reported attempted 
suicides and officially recorded suicides were 
representative with respect to sex, age and area 
of residence. Any generalizations from the 
present study are contingent on such representa- 
tiveness being true of the local official statistics 
on suicidal behaviour. 


Procedure 

Data, on suicide attempt admissions were 
obtained from the relevant annual reports of the 
Department of Health (1967-72). Data on 
suicides were obtained directly from the Com- 
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monwealth Bureau of Census and Statistics. 
Rates were calculated in the usual manner per 
100,000 population; they comprise all suicidal 
acts, ie. attempts and actual suicides. The 
latter were differentiated by showing percentage 
of mortality for the total rate. The classification 
of means used in suicidal attempts was that used 
by the Department of Health (ib.). Because this 
classification was different from the one used 
by the Bureau of Census and Statistics, only 
means used in suicide attempts are presented in 
the study. This limitation, however, is overcome 
by the fact that obvious inferences can be drawn 
` from the relationship between means used in 
attempts and mortality in designated groups. 


ANALYSIS AND FINDINGS 

Ae and rates of sutcidal acts 

Table i shows rates of suicidal acts for popula- 
tions of various ages. Except for the youngest 
age group, there is a perfect negative correlation 
between rates and age for both males and 
females. The rate for the 10-19 group is arti- 
ficially lowered by the inclusion of the 10- to 
14-year-old population in the calculation of the 
rates. When the 15- to 19-year-olds are included 
into the next oldest group the correlation is in 
fact perfect. The findings indicate therefore 
that the probability of suicidal behaviour 
decreases with age, and that it is continuous 
and cannot be categorized. It is of interest to 


note that for the over 59 age group the rates. 


are higher for males than for females. Regarding 
the mortality rates of suicidal acts, these have a 
perfect positive correlation with age for both 
sexes (rho = 1-00; p < -оз). Here again the 
relationship is continuous and obviously cannot 
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be described in terms of categories. Although the 
mortality of male suicidal acts is consistently 
higher than that of females, the relative increase 
of mortality rates with age is higher for females 
than males. 


Sex and means used in suicide attempts . 


Table II shows the percentages of males and 


females who used various means in their 
suicide attempts. The differences between the 
means used by the sexes are statistically highly 
significant (using, the original frequencies, 
x? = 624°35; d.f. 7; p < -ooo1). Analgesics 
and soporifics are by far the most common 
means in both groups, but are used more 
frequently by females. Other forms of poison 
are used about two times more frequently by 
males, hanging and strangulation are five times 
more common, and firearms and explosives 
over seven times more; cutting and piercing 
instruments are used nearly twice as frequently 
by males as by females. Overall, there is an 
obvious tendency among males to use more 
violent, so called ‘active methods’, while females 
use mainly the less violent passive means in their 
suicide attempts. 


Age and means used in suicide attempts 

Tables III and IV show the percentages of 
males and females in various age groups who 
use different means in their suicide attempts. 
For both males and females there is a statistically 
significant decline in the use of analgesics and 
soporifics with increasing age (males: rho = 
—0:964, p < -02; females: rho = —o-857, 
р < ‘03; two tails), and a significant increase of 
poisoning by gas (rho = 0:899; p < -02; two 


TABLE І 
Rates of suicidal acts per 100,000 population of indicated age and percentages of such acts resulting in death 











Age in years 
10-19 20-29 30-39 40—49 50—59 60-69 7о+ 

Males 

Rate 30- 107°4 84:5 81:8 62:5 53.7 51:8 

Percentage of deaths 14:7 18:3 27:6 36:5 52:5 59:3 72:6 , 
Females 

Rate  .. 67:2 150:5 116-1 91:1 65:9 44-1 21:6 

Percentage of deaths 2:9 5: 12:2 19:5. 29-8 37:5 43° 
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Tase П tails). With increasing age, males also изе 
Percentages of males and females who used different significantly more often firearms and explosives 
means in their attempted suicides (rho = 0:933; р < -02; two tails), and show 
a trend towards a significant increase of cutting 
È Males Females ара piercing instruments (rho = 0:750; 
Means used in N = (М = P : М 
"in A p < <07; two tails). Overall, the findings 
attempted suicides 5,470) 8,374) I s Tuc д ; 
indicate that with increasing age there is a 
Poisoning hy analgesic and tendency to use more effective methods in 
soporific substances . 59:3 77:2 attempting suicide, in particular with males 
Poisoning by other solid and resorting to more violent ‘active’ means, and 
Р liquid ee . © 25 11 that this tendency is a continuous and not а 
oisoning by gas  . 4'3 1:9 Н "eti E : 
Hanging and siran ulation. a n categorical characteristic of suicidal behaviour. 
Firearms and explosives I*5 0:2 
Cutting and piercing instru- DisaussioN 
ments 12:7 7-0 The present findings confirm a conclusion 
M ee век Soms -— Bic based on a U.K. study that ‘ratios of crude 
Means not stated or unknown 6:9 6-2 rates (of suicidal acts) which ignore age and sex 
are of little meaning? (Kennedy et al., 1974, 
Total 525 ioio p. 38). The widely accepted 8:1 ratio of 


attempted to ‘successful’ suicides (Stengel, 


ТавіЕ III 


Percentages of males, in seven age groups, who used different means in their attempted suicides 


Poisoning by analgesic 
and soporific sub- 
stances .. i * 
Poisoning by other 
solid and liquid 


substances 
Poisoning by gas .. v 
Hanging and strangu- 
lation 
Firearms and explo- 
sives : +48 
Cutting and piercing 
instruments .. **** 


Other means  (in- 
cluding | combined 
means) . 
Means not ‘stated or 
unknown 





Age in years 





10—19 20—29 30-39 40-49 50-59 60-69 70+ 
(N = = (N = = = (N = (N = 
642) 1,942) 1,214) 922) 437) 214) 99) 
67:5 59:6 59:8 59:0 577 48'1 28-3 
3:3 1*9 2:8 2:8 2:3 4'2 2:0 
2:0 ʻo 4'9 6:2 6-4 6:1 8:1 
1:7 1:9 2:1 2:4 I'I 2:8 2-0 
0-6 1:2 1:4 2:5 1:6 1'9 4'0 
9'2 14°7 III 9:7 13:7 17:8 28-3 
IO'I 11:9 10:3 10:0 10-3 9:8 I4'I 
5:6 5:9 7*5 1:5 6:9 9'4 181 

* Rho = —0:964; p < -02 (two tails) 

** Rho = 0-893; p < :02 (two tails) 

*** Rho = 0-893; p < :02 (two tails) 

**** Rho = 0:750; p < :07 (two tails) 
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Tase IV 
Percentages of females, ал seven age groups, who used different means in thew attempted suicides 








Age in years 











10—19 20—29 30-39 40-49 50—59 60-69 70+ 

(N = = = (N= (= = (N= 

1,535) (2,827) 1,732) 1,215) 650) 296) 119), 
Poisoning by analgesic 
and soporific sub- 

stances .. * 778 71:6 78:4 76-1 76:9 70:3 66-4 
Poisoning by other 
solid and аш 

substances Iv] 0:7 1-2 1:6 1'9 1:7 о.8 

Poisoning by gas .. ** 0:7 I'I 2.8 2:9 2:3 44 5:0 
Hanging and strangu- 

lation .. 0*3 0:3 0*5 0:5 0:3 0:3 1:7 
Firearms апа explo- 

sives : 0-0 orl 0-4 0:3 0*5 0:3 2:5 
Cutting and piercing 

instruments . 7:9 8:5 54 6:3 4'9 6:4 5:9 
Other means  (in- 
cluding combined 

means) . 5:9 577 5'5 б-т 74 9:8 7:6 
Means not stated or 

unknown 6:3 10:0 5-8 6-4 5:9 6:8 101 

* Rho = —0:857; р < :03 (two tails) 
** Rho = 0:893; p < :02 (two tails) 


1969) ѕееглѕ a good example of such a crude 
rate, in the light of the finding that in N.S.W. 
this ratio ranges from approximately 21:1 
(females aged 20-29) to 1 : 3 (males aged 70+). 
The relationship of sex and age to suicide rates, 
which was found here, has been known since 
Durkheim (1897), whose original findings have 
not been materially changed by subsequent 
studies (Madge, 1970). The relationship be- 
tween age, rates of suicidal acts, and mortality 
rates, shows quite clearly that, at least on 
statistical grounds, suicide attempts and suicides 
cannot be treated as being categorically 
different. There is an obvious inference here 
that with age the strength of intent to succeed 
in a suicidal attempt increases, while the 
motivation to make an attempt decreases. 
This inference is consistent with findings indi- 
cating that in attempted suicides older age is 
associated with longer contemplation of suicide, 
more profound depression, the wish to die 
(Birtchnell et al., 1971), and the use of more 
determined and violent methods (Krupinski et 
al., 1966). Younger age, on the other hand, is 


associated with an absence of a specific con- 
sciously hoped-for outcome (White, 1974), and 
with impulsivity shown by the tendency to 
inform the family immediately after the 
attempt (Freeman et al., 1970). The impulsivity 
interpretation does not have to be seen as 
contradicting the ‘cry for help’, manipulative or 
hysterical functions of some attempts (Stengel 
et al., 1958; Farberow et al, 1961), but to 
dissociate this type of attempt from suicides 
would be to ignore the facts of unconscious 
motivation, the cathartic effects of suicidal 
attempt, and the finding that as high as 41 
per cent of suicides have made previous non- 
fatal attempts (Kennedy et al., 1974). 

The present findings show that age-related 
changes of means used in suicide attempts, from 
‘passive’ to more ‘active’ and violent ones, have 
a continuous and not a categorical character. 
This finding, therefore, provides an independent 
confirmation of the inference that the strength 
of intent to succeed in a suicidal attempt 
increases with age. The age-related changes 
also suggest that cultural determinants of 
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suicidal means, while important (W.H.O., 
1968b; Whitlock, 1971; Stengel, 1969; Modan 
. el al., 1970), are not necessarily the critical ones. 

The significant differences found in the pres- 
ent study between the means used in suicide 
attempts by males and females confirm earlier 
Aystralian findings (Burvill, 1970a, 1970b; 
Burvill et al., 1973) as well as findings obtained 
elsewhere (W.H.O., 1968b; Stengel, 1969; 
Modan et al., 1970). It must be noted, however, 
that N.S.W. patterns are not necessarily repre- 
sentative of Australia as a whole, as shown by 
the fact that shooting, far down the list in 
N.S.W., was the principal means of suicide 
among males in Western Australia (Burvill, 
1970b). 

The overwhelming use of analgesics and 
soporifics in suicide attempts in N.S.W. is 
consistent with trends present m many other 
countries (W.H.O., 1968b). In Australia, a 
warning note regarding therapeutic drugs has 
already been struck by the observations that 
an overwhelming majority of hospital admissions 
following a drug overdose involves medicinal 
drugs, usually obtained with a doctor’s pre- 
scription (Hetzel, 1971; Diespecker, 1973), and 
that there is a close association between the 
availability of sedatives and the incidence of 
suicide by drugs (Oliver et al., 1972). 

From the clinical point of view, the continuous 
relationship between age and strength of intent 
to succeed in a suicide attempt suggests that 
suicides are precipitated not so much by stresses 
idiosyncratic to particular age groups as by a 
changing reaction to stress with increasing age. 
Therefore, by implication, independently of 
specific precipitating causes, the older the 
patient the more seriously should the clinician 
regard the prodromata of suicidal behaviour. 
Community preventive services should also take 
the age factor into consideration. On the basis 
of common experience it could be hypothesized 
that community psychiatry did not change the 
frequency of suicides (Sainsbury et al., 1966; 
Walk, 1967; Nielsen e£ al, 1973), but social 
measures had some effect in this respect 
(Parnell e£ al., 1957; Bagley, 1968), because 
the latter are more likely to be taken advantage 
of by elderly persons in distress. Clearly, in 
N.S.W. there could be a place in suicide pre- 
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vention for such organizations as the Depart- 
ment of Youth and Community Services. 


SUMMARY 


In a study of 17,605 suicidal acts recorded in 
New South Wales during a six-year period, 
chronological age was correlated negatively 
with rates of such acts and positively with their 
fatal outcome. Age was also positively correlated 
with change of means used in suicide attempts, 
from soporifics and analgesics to ‘active’? and 
violent methods. There were significant differ- 
ences between males and females in the use of 
various means, but analgesic and soporific 
substances were used most often by both. It is 
argued that the findings confirm that ‘suicidal 
behaviour’ is a continuous variable, and indicate 
a changing reaction to stress with increasing age. 


ACKNOWLEDGEMENTS 


Thanks are given to Mr. W. C. Langshaw, Director of 
the Department of Youth and Community Services of 
New South Wales, for his kind permission to publish this 
study. The help of the Commonwealth Bureau of Census 
and Statistics is gratefully acknowledged. 


REFERENCES 


Baatey, С. (1968) The evaluation of a suicide prevention 
scheme by an ecological method. Soc. Sci. Med., 2, 1. 

BIRTCHNELL, J. & Avarcon, J. (1971) Depression and 
attempted suicide. Brit. J. Psychiat., 118, 289. 

BunviLL, P. W. (19702) Methods of suicide in Western 
Australia. Med. 7. Aust., ii, 411. 

(1970b) Age-sex variations in suicide in Western 
Australia. Med. 7. Aust., ii, 1113. 

— — MaCarr, M. G., Rem, T. A. & Ѕтемноове, N. S. 
(1973) Methods of suicide of Englsh and Welsh 
immigrants in Australia. Brit. 7. Psychiat., 123, 285. 

DEPARTMENT OF HEALTH (1967-72) In-patients Statistics. 
Psychiatric Centres. Sydney: Statistical Branch, Division 
of Establishments. 

Drsrecxer, D. D. (1973) Some characteristics of attemp- 
ted suicide. Med. 7. Aust., it, 121. 

DunkHEm, E. (1897) Suicide (transl. 
Routledge & Kegan Paul. 

Farszrow, №. & Sonnemman, Е. (1961) The Cry for Help. 
London: McGraw-Hill. 

FREEMAN, J. W., Ryan, С. А. & Beatriz, К. К. (1970) 
Epidemiology of drug overdosage in Southern 
Tasmania. Med. 7. Aust., ii, 1168. 

HzrzzL, B. S. (1971) The epidemiology of suicidal behav- 
iour in Australia. Aust. N.Z. J. Psychiat., 5, 156. 





1952). London: 


318 


KENNEDY, F., Кенттмах, №. & Ovensrong, M. K. (1974) 
The prevalence of suicide and parasuicide (‘attempted 
suicide’) in Edinburgh. Brit. J. Psychiat., 124, 36. 

Krupmaxt, Z., STOLLER, A. & Porxz, Р. ( 1966) Attempted 
suicides admitted to the Mental Health Department, 
Victoriz, Australia. Int. J. Psychiat., 13, 5. 

Марок, J. (1970) The Origins of Scwntific Sociology. London: 
Social Science Paperback. 

Морам, B., NisseNKonN, I. & Lewxowsxt, S. К. (1970) 
Suicide in a heterogeneous society. Brit. 7. Psychiat., 
116, 65. 

Nersen, J. & VipEsEOH, T. (1973) Suicide frequency 
before and after introduction of community psychia- 
try in a Danish island. Brit. 7. Psychiat., 123, 35. 

Ошувв, R. G. & Herzen, B. S. (1972) Rise and fall of 
suicide rates in Australia: relation to sedative 
availabrity. Med. 7. Aust., ti, 919. 

PanNELL, К. & Sxorrowg, I. (1957) Towards preventing 
suicide. Lancet, i, 206. 


‘SUICIDAL BEHAVIOUR’ IN NEW SOUTH WALES 


Samspury, P., WALK, D. & Gran, J. (1966) Evaluating 
the Graylingwell Hospital community psychiatric 
service in Chichester. Suicide and community care. 
The Milbank Memorial Fund Ойу, 44, 1, Part 2. 

STENGEL, E. (1958) Attempted Suicide: Its Social Significance 

and Effects. London: Chapman and Hall. 

(1969) Suicide and Attempted Suicide. Harmondsworth: 
Penguin. 

— & Coox, N. (1958) Attempted Suicide. London: 
Oxford Univ. Press. 

Wur, Н. С. (1974) Self-poisoning in adolescents. Brit. 7. 
Psychiat., 124, 24. 

Warx, D. (1967) Suicide and community care. Brit. 7. 
Psychiat., 113, 1381. 

Wroc, Е. А. (1971) Migration and sujcide. Med 7. 
Aust., it, 840. 

W.H.O. (1968a) The prevention of suicide. Public Health 
Paper No. 35. Geneva: World Health Organization. 

—— (1968b) World Health Statistics Report 21, No 6. 
Geneva: World Health Organization. 





A synopsis of this paper was published in the September 1974 Journal. 


. Kraus, X.A., Dip.Psych., Dip.Gnm., Senior Research Officer, Department of Youth and Communit Services, 
іу 


Sydney, N.S.W. 2000, Australia 


(Received 20 May 1974) 


r- 


Brit. F. Psychiat. (1975), 126, 319-28 


The Urban Distribution of Non-Fatal Deliberate Self-Harm 


By H. GETHIN MORGAN, HELEN POCOCK and SUSAN POTTLE 


Summary 

1. The incidence of non-fatal deliberate self-harm throughout the City of Bristol during 
1972 and 1973 was assessed by means of a survey of patients presenting to Accident and 
Emergency Departments of hospitals in the area. Fatal or repeated acts of self-harm were not 
included in the survey. 

2. The rates for females exceeded those for males at all ages, with peak incidence of 645 per 
100,000 females (age group 15-29 years) and 334 per 100,000 males (age group 25-29 
years). Ninety-three per cent had taken a drug overdose of some kind. 

3. The problem was found in all electoral wards of the city, though its distribution was 
markedly centripetal, with a central area having morbidity rates up to 2-8 times that for 
the city as a whole. 

4. The socio-economic correlates of deliberate self-harm were examined by reference both to 
a series of 368 patients interviewed soon after the event and to the pattern of its distribution 
throughout the city. A significant positive association was found with areas of overcrowding, 
lack of exclusive domestic amenities and high proportion of foreign born residents, but there 
was no correlation with the proportion of persons living alone nor with the type of accommo- 
dation. 

5. The central high rate area was found to be heterogeneous in socio-economic terms, ranging 
from a student and young professionals’ bed-sitter area to one with a high proportion of 
unskilled manual labourers and New Commonwealth immigrants. 

6. The aetiological implications of the ecological findings for deliberate self-harm throughout 


the city are discussed. 


The clinical characteristics of patients who 
deliberately, but not fatally, poison or injure 
themselves have been well documented (Stengel 
and Cook, 1958; Kessel, 1965), and their 
incidence in various centres has been the subject 
of several more recent publications (Roberts 
and Hooper, 1969; Smith, 1972; Kennedy 
et al., 1974). The number of such patients pre- 
senting at hospitals has increased rapidly and 
progressively in recent years, in some areas by 
IO per cent per annum (Aitken et al., 1969), and 
there is no sign that the situation is being 
brought under control. The resulting demands 
on services are becoming difficult to meet: self- 
poisoning patients now constitute about 20 per 
cent of all emergency medical admissions to 
general hospitals (Smith, 1972), and they often 
require a great deal of help from medical, 


psychiatric and social work personnel. In the 
face of such a dramatic increase in the size of 
this problem it is particularly important to be 
able to define the way in which it is distributed 
throughout the community. This is essential for 
the purposes of planning the disposition of 
medical and social services as well as clarifying 
the socio-economic correlates of self-harming 
behaviour. The present study describes the 
incidence of self-poisoning and self-injury 
throughout the City of Bristol, and explores the 
socio-economic characteristics of those parts of 
the city in which the incidence of such behaviour 
is particularly high. 


METHOD 
The survey concerned itself with patients aged 
15 years and over who declared themselves at 
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any of the Accident and Emergency Depart- 
ments of hospitals in Bristol during the two-year 
period 1 January 1972 to 31 December 1973, 
having exhibited some form of deliberate self- 
harm. This was defined as a deliberate non-fatal 
act, whether physical, drug overdosage or 
poisoning, done in the knowledge that it was 
potentially harmful and in the case of drug 
overdosage that the amount taken was excessive. 

The term ‘deliberate self-harm’ is innovative 
and requires justification. We use it because of 
our dissatisfaction with existing terminology. It 
is purely descriptive, sufficiently general in 
meaning yet free from implied motive. In 
contrast ‘attempted suicide’ is unsatisfactory 
because it suggests, without justification, a 
unitary reason for all such acts, and ‘para- 
suicide’ might also be criticized for implying 
a resemblance to suicide. The use of ‘deliberate 
self-injury’ as a general term to cover the whole 
problem is itself ambiguous because it is often 
taken to refer only to physical injury, to the 
exclusion of drug overdosage or use of non- 
ingestants. For the purposes of this study, all 
cases were included in which the hospital 
staff felt that an element of deliberate self-harm 
was present, if necessary irrespective of the 
patient's expressed motive. 

The hospitals included in the survey received 
all emergency cases which occurred in the City 
of Bristol, and no overlap with other clinical 
areas occurred. All patients who conformed 
to the above case definition were included, 
whether they were subsequently admitted to 
the hospital ward or sent home immediately. 
They were identified from the attendance 
registers, which were compiled by clerical staff 
and provided details of age, sex and address of 
each patient as well as the diagnosis made by 
the interviewing doctor. Prior to the study all 
relevant staff were visited and acquainted with 
its purpose. When the register information 
was doubtful in any case the medical record was 
obtained and a decision regarding inclusion in 
the study was made by the research team itself. 
Less than 1 per cent of cases remained doubtful 
owing to inadequate information, and these 
were excluded from the study. In one hospital, 
wards were also monitored regularly to check 
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whether certain patients had been admitted 
yet not declared to the study: this was found to 
occur in less than 5 per cent of cases. 

By referring to population statistics derived 
from the 1971 census, the survey data permitted 
calculation of age and sex-specific inception 
rates for deliberate self-harm in the City of 
Bristol. It was also possible to determine crude 
inception rates for each of the 28 electoral 
wards and, by referring to the relevant 1971 
census data for the city as a whole, to explore the 
socio-economic correlates of deliberate self- 


In parallel with this survey a prognostic study 
was also carried out, the aim of which was to 
formulate scales predicting outcome and repeti- 
tion of self-harm. All patients fulfilling the 
diagnostic criteria already specified who had 
declared themselves at one hospital group in the 
area (United Bristol Hospitals) during a ten- 
month period in 1972 were included. They 
were interviewed at length soon after the event, 
using a specially designed questionnaire, and a 
sample has been followed up one year later. 
Of these patients 84 per cent lived in the City, 
16 per cent in its immediate environs, The 
initial interviews were carried out by the present 
authors, usually in one of the medical wards, 
though sometimes in the patient’s home. Of 469 
patients who attended hospital, 368 (78 per cent) 
were interviewed in this way. The remaining 101 
(22 pef cent) either refused to be seen or could . 
not be traced sufficiently soon after the event; 
most of these had appeared very briefly in the 
Accident Department and had left before they 
could be interviewed, so they were documented 
on the basis of hospital records. Self-poisoning, 
usually in the form of drug overdose, occurred 
in the great majority (95 per cent) of the 
interview series, the remaining 5 per cent 
consisting of patients who came with lacera- 
tions, or after domestic gas poisoning or 


- immersion. This prognostic study will be re- . 


ported in full at a later date, but the socio- 
economic characteristics of the interviewed 
patients are relevant to the present report 
regarding the distribution and environmental 
correlates of self-harm in the Bristol urban area 
as a whole. 
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-RESULTS 
1. The incidence of deliberate self-harm 
The male and female age-specific rates 
. (average for 1972 and 1973) for the city 
* electoral ward residents attending Accident and 
Emergency Departments in Bristol after an act 
of self-harm are shown in Table I and Fig. 1. 


TABLE І 
Deliberate self-harm inception rates 
City of Bristo 
(Average rate per 100,000 for 1972 and 1973) . 
Age group (years) Male Female 
15- 166 660 
20— 280 615 
25- 334 661 
30— 288 541 
85-. 173 816 
40- 175 311 
45- 96 21I 
50— 74 147 
55- 39 87 
К 74 115 
65- 32 77 7 
7o- 48 85 
75+ 65 56 


Repeat episodes are excluded from this analysis. 
The total number of persons was 805 in 1972 
. and 764 in 1973, of whom 93 per cent had 
taken an overdose of drugs (Table II). In the 
United Bristol Hospitals admission statistics 
revealed that drug overdoses constituted 20 per 
cent of the emergency medical admissions. 


ТАВІЕ II 
“Deliberate self-harm: breakdown of methods used 
(Persons attending Accident and Emergency 
Departments, City of Bristol, 1972 and 1973) 


Number 
Method of patients % 

Self poisoning: 

Drag оуу 1,440 91:8 

Non-ingestant is 7 . 0*5 

Gassing ES € 8 0*5 
Laceration en a 76 4:8 
Other (immersion, pong 

ing, jumping) 16 1-1 

g overdose and any 
ether vs 22 1.3 
Total .. 1,569 100 
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The highest incidence rates occurred in young 
adults between the ages of 15 and 39 years. 
Children aged less than 15 years were not 
included in the analysis because of difficulty in 
obtaining reliable data. The rates in females 
exceeded those in males at all ages, the maximal 
sex difference occurring in the age group 15-19 
years, in which the female rate was four times 
the male rate. The peak incidence in females was , 


. 645 per 100,000 (age group 15-39 years) and in 


males 334 per 100,000 (age group 25-29 years). 


2. Socio-economic characteristics of interviewed 
patients 
The relevant findings at interview are shown 


“аһ Table III. It is seen that all social classes 


'ТАВГЕ III 
Soci ic characteristics of 368 patients interviewed 
after deliberate self-harm 
(Figures indicate percentage of patients in study. 
City average, where available, in brackets) 





Social class m is I 1:6 (4) 
el II 10-1 1g 

IIT 48-6 2 

IV 22:9 18 

V ^ pi 10 


Ethnic group .. i Eun peg 97:8 (97) 
2 o- 
Pakistani ш)" 
West Indian 1:4 (1) 





At present address less | 
than one year 40:6 

Overcrowded accommo- \ 

dation (71:5 pron 
perroom) . 6-8 (1:9) 

Living alone 10:1 (8:4 for persons 
below pension- 
able age) 

Previously in prison ..: 76 

Child of patient ever in 

trouble with police or 

needing help from social 

.agency Án je 17 

Marriage ended in legal ` 

separation or divorce 14°8 (% marriages) 
Currently unemployed. . Females - 254 

Males 36:4 

Unemployed for six Females 9°7 

months or more Males 18-4 
Significant debts in past > 

year .. - x 28:3 
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Female * 


50 


40 
Agelyears) 


Fro. 1.—Deliberate self-harm inception rates: Bristol City. (Persons attending Hospital Accident and Emergency 
Departments, Average for 1972 and 1973.) 


were represented although there was some 
reduction in numbers of patients in classes I, II 
and III compared with the city average, and a 
corresponding increase in IV and V. The 
pattern of ethnic origins of the series corre- 
sponded closely with the city average. A high 
proportion (40:6 per cent) had changed address 
within the previous year, and the incidence of 
overcrowding exceeded that in the city as a 
whole by a factor of five, while the number 
found to be living alone was close to the city 
average for persons below pensionable age. 
The amount of social difficulties experienced by 
the patients was found to be considerable, 
particularly in respect of forensic history, marital 
problems and unemployment. These findings 
would suggest that a concentration of these 
patients might be expected to occur in the most 
overcrowded areas of the city where the 
population tends towards social classes IV and 
V and exhibits a high degree of social distress. 


3. The distribution of deliberate self-harm in the city 

Using the population data from the 1971 
census, crude rates for deliberate self-harm in 
each electoral ward were calculated both for 
1972 and 1973. A high degree of consistency 
was found between the two years analysed 
separately (Spearman Rank Correlation Co- 
efficient = 0-7, p < 0-01). Table IV gives the 
average rates for the two years combined, as 
well as the rank order of electoral wards. There 
was clearly a wide range in the incidence of 
deliberate self-harm throughout the city: no 
part was immune, and there was a steady 
gradient with rank order, except in three of the 
wards with the highest rates, namely ward 8 
(District), ward 17 (Redland) and ward 20 
(St. Paul’s). These appeared to be distinct from 
the remainder in terms of their very high rates 
of morbidity. 

Socio-economic data were correlated with 
rates of deliberate self-harm in the various 
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electoral wards (see Table IV). Predictions from 
the socio-economic characteristics of the inter- 
view series were indeed correct: overcrowding 
and lack of domestic amenities correlated at 
<o-oo1 level of significance. No correlation 
was found throughout the city with the pro- 
portion of persons living alone or the type of 
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The distribution of deliberate self-harm 
throughout the City is also shown in Fig. 2, 
which is a map of the disposition of the 28 
constituent electoral wards. The morbidity rates 
are expressed as the average during the two-year 
study period, though in both 1972 and 1973 the 
same general picture was obtained. There 


accommodation, whether privately rented, appeared to be a striking centripetal distribu- 
owner-occupied or council-owned. tion, with a central area of five contiguous 
ТАВІЕ IV 


Deliberate self-harm inception rates with socio-economic correlates 
Bristol City electoral wards, 1972 and 1973 





Deliberate self- 

Electoral harm inception Inception 
ward rates: average rate 
number per 100,000 age rankings 
15 and over 
8 536 I 
20 518 2 
17 451 3 
7 326 4 
6 300 5 
10 287 6 
4 276 7 
23 263 8 
1 257 9 
II 254 10 
24 250 її 
12 233 12 
18 219 13 
3 218 14 
13 206 I5 
28 201 16 
I5 195 17 
14 179 18 
21 176 I9 
26 175 “20 
22 174 21 
16 173 22 
25 169 23 
19 161 24 
2 158 25 
9 157 26 
27 III 27 
5 108 28 


Spearman rank correlation coefficient 


Socio-economic indices and rankings 





A B С р 
Lack of Proportion 
Over- domestic of Lacking use 
crowding amenities immigrants of car 
2 2 I 6 
I 1 2 2 
3 3 5 Io 
5 6 4 II 
75 4 6 5 
6 7 3 3 
9 26 2I 20:5 
6 22 15 19 
10 24 18 13 
1475 II 9 14 
17 9 13 8 
19 27 12 24 
23:5 16 27:5 25 
145 10 7 16 
4 17 23 9 
7`5 5 8 7 
17 23 19 17 
20:5 20 24°5 15 
17:5 14 16 ї 
26:5 28 22 27 
12 2ї 26 18 
12 12 14 20.5 
26:5 23 17 23 
25 8 20 4 
27 13 27:5 12 
12 15 10 26 
28 25 II 28 
23:5 19 24°5 22 
0-76 0°45 0:60 0-49 
р<0:01 р < 0:01 р < 0:01 р<0'01 





Socio-economic indices : 


бояр 


Overcrowding: households living at density of < 1-5 persons per room. 

Lack of domestic amenities: households not having exclusive use of all amenities. 
Proportion of immigrants: residents born outside the U.K. 

. Lacking use of car: households not having car available. 
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Nos. 1-26 refer to 
city electoral wards. 


Figure ТЇ, 
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Average rate per 100,000 
general population age 
15 years and over. 


С] »-us 
150-299 
BH 300-149 
@ L50 and over 





Его. 2.—Deliberate self-harm inception rates: Bristol City, 1972 and 1973. 


electoral wards all apparently showing greater 
morbidity levels than the remainder of the city. 
In view of the fact that young adult females were 
known to have high morbidity rates, it was 
necessary to control for age and sex charac- 
teristics of the populations in the wards con- 
cerned, for in some of them significant increases 
in the proportion of females were found in 
comparison with the city average. Age-specific 
rates for males and females aged 15-39 years 
were therefore calculated for each of the five 
central wards which in terms of crude inception 
rates appeared to show high morbidity levels. 


Standardized inception ratios were obtained by 
comparing the rate in each ward with the city 
average (Table V). By controlling for age and 
sex in this way, it appears that the high crude 
morbidity rates in wards 6 and 7 (Cabot and 
Clifton) were mainly a reflection of the high 
proportion of young adults living there. How- 
ever, the three wards 8, 17 and 20 (District, 
Redland and St. Paul's) which had shown the 
highest crude morbidity rates still remained 
distinct, with morbidity rates for persons aged 
15-39 years ranging from 1:6 to 2:8 times 
greater than the city average, a finding all the 


BY Н. GETHIN MORGAN, HELEN POCOCK AND SUSAN POTTLE 325 


TABLE V 
Deliberate self-harm inception rates in high and low rate wards 
(per 100,000 population age 15—39 years) 








High rate wards Low rate wards 
Ward number ГЕ s 6 7 8 17 20 5 27 
Males Inception rate Di 322 281 399 524 616 132 100 
Standardized inception ratio 128 112 159 209 245 52 40 
Females Inception rate , 657 648 1,533 888 ` 1,603 172 194 
Standardized i inception ratio т 14 113 267 154 279 30 34 


more striking in view of the fact that this is the 
age group at which the greatest incidence 
occurred. Expressed differently, in St. Paul’s 
1°6 per cent of females aged 15-39 years showed 
some form of deliberate self-harm each year. 
The statistical significance of the centripetal 
distribution between wards 8, 17 and 20 and the 
remainder of the city was determined for both 
sexes in 1972 and 1973 (Table VI) and was 
found to be highly significant (p < 0:005). 
There was no reason to believe that this finding 
was explicable in terms of difference of avail- 
ability of hospital services throughout the city. 

Having established this centripetal distribu- 
tion, the socio-economic features of the high 
and low rate Bristol electoral wards were 
examined. The city has a population of 426,657 
and is a thriving business and industrial centre. 
The three highest rate wards in our study (8 
District, 17 Redland, 20 St. Paul's), though 
contiguous and centrally situated, are far from 
homogeneous in socio-economic terms. St. 
Paul's and part of District are the inner city 
areas of substandard housing, overcrowding 








- ТАвгк VI 
Statistical significance of the centripetal distribution of 
deliberate self-harm 
Central high rate area (electoral wards 8, 17 and 20) 
compared with remainder of the city 
Year 1972 1973 
Males X = 14°24 x? = 22:62 
(age 15-39 df. = 1 Ё = 1 
years) р < 0:0005 р < 0:0005 
Females x? = 66:36 х? = 62:06 
(age 15-39 d.f. = 1 d.f. = 1 
years) p < 0:0005 р < 0:0005 


and poor amenities, and were designated an 
‘improvement area’ in 1970. Nearly 20 per cent 
of their ward population was born outside the 
United Kingdom, and they contain a third of 
all Bristol’s New Commonwealth immigrants. 
St. Paul’s has a high proportion of unskilled 
manual labourers——13:5 per cent compared 
with the city average of 7:4 per cent. Redland, 
however, is part of Bristol's bed-sitter land, being 
situated near the university and containing a 
large number of students and young professional 
people. T'he houses are predominantly Victorian. 
Some are owner-occupied, but the ward had the 
second highest proportion of rented furnished 
(35:8 per cent) and unfurnished (32° 7 per cent) 
premises in the city. It also receives a large 
number of Bristol’s newcomers, 28 per cent of 
the 1971 ward population having come to 
Bristol within the previous five years. Table VII 
illustrates the degree to which these three central 
wards of high morbidity differ from the city as a 


. whole in terms of ranking for all wards and city 


averages according to the 1971 census. 

The two lowest rate city wards (5 Brislington, 
27 Westbury-on-Trym) are situated on the 
eastern and western outskirts of the city re- 
spectively. Westbury-on-Trym is a residential 
arca where 81:8 per cent of the households are 
owner-occupied, the highest proportion to be 
found in any Bristol ward (city average 48-9 per 
cent). Professional workers, employers and 
managers comprise 53 per cent of its population, 
compared with the Bristol average of 14°5 per 
cent. Brislington, however, has a higher pro- 
portion of manual workers in its population, 
namely 60 per cent, compared with Westbury’s 
13*7 per cent and the Bristol average of 54 per 
cent. Like Westbury, it has a relatively high 
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Taste VII 
Socio-economic characteristics of electoral wards having highest deliberate self-harm rates in whole area 
(Census data 1971) 
Total no. of electoral wards in area = 28 








Electoral ward socio-economic 
characteristics (ranking in city 





City as a whole in brackets) 
Census data (1971) (% households) average 

Ward 8 Ward 17 Ward 20 
Private households having more than 1:5 рани ра room 1:3 3:6 E 2:9 (3)  Á 4:7 (1) 
Without exclusive amenities .. 18-2 42°6 (а 39:3 (3) 43:5 (1) 
Without а саг .. 48-9 59:7 2 52°5 9) 67-9 г) 
Private rentings 19°5 454 (4) 68:5 (2) 26:2 (7 
Residents born outside U.K. (% ward population) · 5°4 19:8 (1) 10:0 (5) 19:2 (2) 





number of owner-occupied households (64 per 
cent). 

The age-specific rates for deliberate self- 
harm in these high and low rate wards differ by 
up to a factor of 8 (females) and 6 (males), and 
it appears that their contrasting social charac- 
teristics are closely paralleled by a difference in 
morbidity rates. 


Discussion 

The survey of Accident and Emergency 
Departments indicates that the highest incidence 
of deliberate self-harm occurs in young adults 
of both sexes. Female rates exceed those in 
males at all ages, most markedly in the age 
group 15—19 years. Drug overdose occurred in 
93 per cent of all cases. It seems unlikely that a 
survey of this kind can detect all relevant 
patients in the community: a recent Edinburgh 
study (Kennedy and Kreitman, 1973), which 
included irformation from general practitioners, 
suggests that hospital-based studies underesti- 
mate the frequency of self-poisoning or self- 
injury by 30 per cent. Prior to the present 
investigation in Bristol an enquiry at several 
general practitioner health centres suggested 
that few, if any, patients were treated there for 
deliberate self-harm without referral to hospital. 
The morbidity rates indicated by the present 
hospital-based study in Bristol are broadly 
similar in sex and age characteristics to those 
ascertained from hospital and G.P. data in Edin- 
burgh during 1970, though the peak incidence 
in young females in Bristol (645 per 100,000 age 
group 15-29 years) exceeds that in Edinburgh 


\ 


(500 +per 100,000 aged 25-35 years). For males 
the estimated incidence appears to be slightly 
less in Bristol than in Edinburgh, except for 
identical maxima of just over 300 per 100,000 
in the age group 25-29 years, based on hospital 
data in both studies. Ап average annual total 
number of 785 patients came to the three Bristol 
Accident and Emergency Departments during 
the period of the present study: this gives an 
idea of the formidable problem which they 
present in terms of provision of adequate assess- 
ment and care along the lines suggested by the 
Hill Report (Ministry of Health, 1968). 

The socio-economic correlates of deliberate 
self-harm were examined in two ways. The 368 
patients seen in 1972 provided information 
based. on individual interviews which produced 
2 picture of the socio-economic concomitants 
consistent with our survey findings regarding 
the distribution of self-harm in the Bristol area 
as a whole. On the one hand, a high incidence of 
overcrowding, marital breakdown and un- 
employment, as well as forensic and other 
social difficulties, was found among patients in 
our interview series. Findings very similar to 
these have been reported from Edinburgh 
(McCulloch and Philip, 1967). Our survey 
showed that the distribution of deliberate self- 
harm throughout the city also had a significant 
positive correlation with indices of overcrowding 
and lack of domestic amenities, though no 
significant association was found with the degree 
of social isolation as measured by the proportion 
of single person households in the various 
electoral wards. Kessel (1965) also found a 


т-а 
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significant increased incidence of self-poisoning 
in those central areas of Edinburgh which were 
overcrowded and had a high proportion of 


- people living in hostels and lodgings. More 


recently, Kennedy ¢ al. (1974) have shown that 
the highest morbidity rates in Edinburgh are 
found in the overcrowded city slums, whereas 
the lowest are found in the predominantly 
middle-class suburbs, with intermediate rates in 
working-class areas. 

The centripetal distribution of deliberate 
self-harm in Bristol is valid after correction for 
variation in age and sex composition of the 
electoral wards concerned. Three of these 
(St. Paul’s, Redland and District) have very 
high morbidity rates compared with the 
remainder of the city; they form the central 
rooming areas of greatest overcrowding and 
lack of amenities, though they are still hetero- 
geneous іп socio-economic characteristics, 
ranging from the mainly working-class: St. 
Paul's area to the student and young professional 
bed-sitter district of Redland. The finding of а 
high proportion of foreign-born residents and 
New Commonwealth immigrants in certain of 
the high rate wards requires cautious interpreta- 
tion. It is probably a non-specific socio- 
economic correlate of deliberate self-harm, 
because our interview series did not contain 
more foreign-born individuals than would have 
been expected from their proportion in the 


, total city population. 


Since the classic studies of Faris and Dunham 
in Chicago (1939) many investigators have 
confirmed that central urban areas are often 
associated with high rates of morbidity over a 
wide range of mental illness and social pathology. 
Hare (1956) found significantly increased rates 
for schizophrenia in both ‘poor’ and ‘good’ 
central areas of Bristol. He emphasized the 
heterogeneity of the area concerned and pointed 
out that poverty itself was not the key factor. 
Even in the ‘poor’ central area, where popula- 
tion density expressed as persons per acre was 
extremely high, the important social con- 
comitant of schizophrenia appeared to be the 
degree of social isolation, as shown by the 
proportion of single person households in 
contrast to our emphasis on overcrowding in 
relation to deliberate self-harm. Hare’s ‘poor’ 
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central area corresponds closely to that part of 
Bristol which according to the present study 
twenty years later now has the greatest incidence 
of deliberate self-harm. A recent study by Bagley 
st al. (1973) has demonstrated how rates for 
suicide, psychiatric illness, indictable crime and 
child welfare problems in Brighton are associated 
with in-migrant central areas containing room- 
ing houses of poor quality. 

The present study emphasizes the amount of 
concomitant social difficulties to be found in 
patients who present to hospital after non-fatal 
deliberate harm of some kind. Statistical 
associations are, however, not necessarily causal 
ones, and further evidence is required before the 
aetiological significance of factors such as un- 
satisfactory living conditions, particularly in 
central urban areas, can be clarified. It may be 
that the root causes of self-harm are hetero- 
geneous, with social distress having varying 
importance throughout different parts of the 
city. Our interview data suggest that not all 
such patients show evidence of social distress. 
In those who do, we need to know how long the 
individuals concerned had been exposed to the 
social conditions in question, and whether they 
had, before exposure, always been well or had 
shown evidence of preceding psychological 
difficulties which might have led to their 
segregation or drift into areas in which difficult 
social conditions exist. The rate of population 
turnover, affecting as it does the number of 
persons exposed to risk in any period of time, 
must be allowed for in all parts of an urban 
area before the distribution of morbidity rates 
within it can be assessed fully in terms of their 
relationship to environmental factors. Further 
studies are in progress in an attempt to clarify 
these and other issues, such as the role of inter- 
personal difficulties, themselves closely allied 
to social problems. The availability of drugs 
through medical prescription is also relevant in 
view of the fact that 93 per cent of all patients 
in the present study had taken some kind of 
drug overdose; 79 per cent of the interviewed 
patients had used prescribed drugs, the prescrip- 
tion having been obtained within the previous 
month in 45 per cent. 

Ultimately, proof that social distress is an 
important aetiological as well as concomitant 
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factor in deliberate self-harm will depend upon 
a controlled evaluative study in which a 
psychiatric service aimed at providing adequate 
and prompt alleviation of social and inter- 
personal difficulties can demonstrably lead to 
significant reduction in its incidence. An ideal 
setting for such an investigation would seem to 
be a central urban area where the problem of 
self-harm is reaching very serious proportions, 
and where social distress is likely to be more 
relevant than elsewhere. 
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In drug-induced parkinsonism 


When parkinsonism results 
from phenothiazine or 
reserpine therapy, the 
patient can suffer daily 
distress caused by such 
extrapyramidal reactions 
as tremor, drooling, rigidity, 
and thickened speech, 
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considerable inconvenience 
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"Cogentin' can alleviate 
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suitable for administration 
at bedtime. Their effect may 
last through the night, and 
enable the patient to turn 
in bed and rise in the 
morning more easily. 


"Cogentin' Injection 
usually gives rapid control 
of acute dystonic reactions, 
such as torticollis, 
dysphagia, and oculogyric 
crises. 
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The “епа stage" schizophrenic probably does not exist. Melleril has brought substantial 
relief to many patients considered "'hopeless'' after years of unsuccessful treatment with 
other phenothiazines. It's never too late to try Melleril. 
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Mental and Psychomotor Speed in Depression and Mania 


By I. M. BLACKBURN 
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Summary 

Mental and psychomotor speed scores were obtained for three affectively ill groups of bipolar 
depression, unipolar depression and bipolar mania, and three corresponding recovered groups. 

Comparisons were made among ill groups, among recovered groups, and between ill and 
recovered groups for each illness type. The following conclusions were drawn: 
1. Though manic patients solve problems quicker than those of either depressed group, they 
do not differ much from normals. 
2. With stress to work faster, the patients in the two depressed groups can quicken their speed 
of work and bring it up to the level of the manic patients, even though the latter also increase 
their speed. 
3. On a psychomotor speed task, the bipolar depressives are significantly slower than the 
manics and the unipolar depressives, who do not differ. ‘Internal distraction’ causes a slight 
increase in speed in all three groups, with no significant difference, but ‘external distraction’ 
speeds up the bipolar groups and slows down the unipolar depressives, resulting in significant 
differences between the bipolars on the one hand and the unipolars on the other. 
4. All recovered groups perform at the same level on all measures. 
5. Comparison between ill and recovered groups seems to indicate that a manic illness does not 
affect mental or psychomotor speed significantly when tested objectively. Unipolar depression 
also does not seem to affect speed functions very significantly, but bipolar depression does 
decrease both mental and psychomotor speed significantly. Thus only bipolar depressive 
patients seem to show true retardation, and manic patients do not show the opposite of 
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retardation. 


Depression is characteristically accompanied 
by subjective feelings of slowness, and mania by 
feelings of increase in speed. Retardation and 
inhibition, on the one hand, and overactivity 
and increased speed on the other, are included 
in most textbooks’ lists of symptoms of depression 
and mania respectively. These symptoms can 
express themselves in both motor and mental 
activities, and it seems that both aspects may not 
be disturbed to the same degree or at the same 
time. Experimental results have been incon- 
sistent as to whether retardation in depression 
can be objectively demonstrated, and also as 
to whether mental and psychomotor retarda- 
tion are present to the same extent. 

Of those who found evidence of slowness, 
Nelson (1953) stated that in mental disorders 
problem-solving speed is affected less than 
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motor speed. Her group of manic-depressives 
(which consisted of ‘manics’, ‘melancholics’, 
‘mild’ or ‘neurasthenic depressives’ and ‘anxiety 
states’) had poorer scores on motor tests than 
other functional psychotics. Babcock (1941),who 
did not describe her groups of manic-depressives, 
obtained the same results. However, Payne and 
Hewlett (1966), comparing groups of normals, 
dysthymic neurotics, hysterics, endogenous de- 
pressives and schizophrenics, matched for pre- 
morbid intelligence, age and education, found 
that the depressives were consistently slower 
than the normal and neurotic groups, on both 
intellectual speed tests (Nufferno Speed Tests, 
Furneaux, 1956) and on motor speed tests 
(Babcock-Levy, 1940). Other authors found 
evidence of slowness, using only psychomotor 
isher (1949) reported that those de- 
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pressed patients who were rated as improved 
following electric shock therapy obtained signi- 
ficantly higher mean digit-symbol scores than 
those who were rated as unimproved. Rapaport 
(1945), in a comparison of depressive and 
schizophrenic patients, reported a significant 
lowering of digit-symbol scores within the 
depressed group and concluded that per- 
formance on this test is sensitive to retardation 
of the sort observed clinically in depression. 
Foulds (1952) found that on a maze drawing 
task distraction (repeating numbers) produced 
- increased speed in dysthymics but not in non- 
dysthymics; he interpreted this as showing that 
the distraction task temporarily obscured or 
broke up the pattern of the affective disturb- 
ance. He also found that dysthymics increased 
their speed of performance after electrocon- 
vulsive therapy. 

On the other hand, some authors have failed 
to find any evidence of retardation in depression. 
Shapiro et al. (1958) found that, compared with 
a control group, depressed patients did not 
show any improvement after recovery in their 
performance on a battery of psychomotor tests. 
Beck et al. (1962) controlled for age and intelli- 
gence in a group of 178 psychiatric patients and 
found no relationship between digit-symbol 
scores and depression. Jastak (1949) reanalysed 
Rapaport's results mentioned above and noted 
that whereas the schizophrenic group had a 
mean age of 31 years the depressed group had a 
mean age of 49 years. When the effect of age 
was partialled out the depressed group did not 
differ in speed from the schizophrenics. 

The inconsistency of these results might be 
due to the heterogenous nature of the groups 
studied, to the failure in some instances to 
control for age, and perhaps also to the in- 
adequacy of the measures used. There have 
been no studies of the intellectual and psycho- 
motor speed of manic patients. 

Recent work (Perris, 1966; Winokur, Clayton 
and Reich, 1969; Blackburn, 1974) has sug- 
gested that unipolar and bipolar affective dis- 
orders differ on several parameters, genetic, 
biochemical, psychophysiological, phenomeno- 
logical and personality characteristics. 

This study aimed to investigate whether 
differences in psychomotor and mental speed 
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function can be demonstrated between unipolar 
and bipolar depressives, and whether these 
functions are differentially affected in illness. 
Further, manic patients were studied to establish 
whether the clinical impression of increased 
mental and psychomotor speed can be confirmed 
by objective measures. A third aim was to see 
whether distracting stimuli and experimental 
stress act differently in mania and depression. 


METHOD 
Patients tested 

Six groups of patients were tested, three of patients 
showing active symptoms at the time of testing, and 
three of patients who had recovered from a recent 
illness. The actively ill patients were seen within 
one or two days after admission, before treatment 
had commenced. Recovered patients were seen within 
a year of their last hospital admission, and if they 
had received electroconvulsive therapy they were 
seen after at least eight weeks from the last treatment. 
Most recovered patients were on some maintenance 
drug therapy, lithium or a mild sedation. The groups 
were: 

Bipolar (manic-depressive) actively manic (Bp.M.), i.e. 
patients who had previously had at least one manic 
or hypomanic episode and one previous depressive 
episode, both severe enough to be treated, and who, 
in the opinion of the relevant consultant psychiatrist 
and senior registrar, were showing active manic or 
hypomanic symptoms at the time of testing. 

Bipolar (manic-depressive recovered manic (R.Bp.M.), 
ie. patients who had previously had at least one 
manic or hypomanic and one depressive episode 
requiring treatment, whose most recent episode of 
illness had been one of mania or hypomania, but 
who in the opinion of the consultant psychiatrist and 
senior registrar were showing no active symptoms at 
the time of testing. 

Bipolar (manic-depressive) actively depressed (Bp.D.), 
i.e. patients who had previously had at least one manic 
or hypomanic episode and one depressive episode, 
both severe enough to be treated, and who in the 
opinion of the consultant psychiatrist and senior 
registrar were showing active depressive symptoms at 
the time of testing. 

Bipolar (manic-depressive) recovered depressive 
(R.Bp.D.), ie. patients who had previously had at 
least one manic or hypomanic and one depressive 
episode requiring treatment, whose most recent 
episode of-illness had been one of depression, but 
who in the opinion of the consultant psychiatrist and 
senior registrar were showing no active symptoms at 
the time of testing. 
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Unipolar (recurrent depresswe) actively depressed (Up.D.), 
i.e. patients who had previously had at least three 
episodes of depression, without mania, severe enough 
to be treated, and who in the opinion of the con- 
sultant and senior registrar were showing active 
symptoms of depression at the time of testing. Perris 
(1966) has observed that patients with at least three 
episodes of depression without mania were unlikely 
to develop mania in the future. 

Unipolar (recurrent depressive) recovered depressive 
(R.Up.D.), i.e. patients who had previously had at 
least three episodes of depression without mania, 
severe enough to be treated, and who in the opinion 
of the consultant and senior registrar were showing 
no active symptoms at the time of testing. 

Only patients aged 60 or less who had an un- 
equivocal diagnosis were included, and special care 
was taken to avoid cases of organic psychosis and of 
schizophrenia. The rigorous criteria of three clear-cut 
treated episodes of affective illness in the history 
tended to exclude doubtful cases. Eighteen patients 
were included in each group, except for the bipolar 
depressed (Bp.D.) group, in which there were sixteen 
patients. 

The sex, age and intelligence (Cattel’s B factor of 
the 16 PF) for all groups are shown in Table I. 
Because of the large battery of tests administered 
(including 16 PF for personality study), one of the 
more usual IQ measures was not used. However, 
recent work by Kear-Colwell (1970) has shown the 
B factor scale to be a reasonably valid measure of 
general intelligence in a female hospital population 
(correlation with Progressive Matrices = 0-79, after 
correction for attenuation). The groups did not differ 
in sex (X? = 3-87, df = 5, n.s.) or intelligence 


-— (Е = 1:593, df = 100, n.s.), but did differ significantly 


іп age (Е = 5:92, df = 100, p < 0-01), both the 
manic groups (Bp.M. and R.Bp.M.) being signifi- 
cantly younger than the other groups, although they 
did not differ between themselves. 
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Measures 

I. Mental speed: Mental speed or speed of problem- 
solving was assessed by the JVufferno Speed Tests un- 
stressed and stressed forms, as described by Furneaux 
(1956). The problems consist of letter series, and two 
subtests were administered Ат, and A2. A1 and Аз 
are of equal difficulty, but whereas Ат was presented 
unstressed, ic. with the patient working at his 
preferred speed, A2 was presented stressed, i.e. with 
the patient being encouraged to work as quickly as 
possible. Three scores were used in the subsequent 
analyses—Unstressed Speed (SpU), Stressed Speed 
(SpS) and Stress Gain (SpS minus SpU). 

2. Psychomotor speed: The Gibson Spiral Maze or 
G.S.M. (Gibson, 1965) was used to study psycho- 
motor speed, because of its simplicity, shortness and 
ease of administration and the important fact that it is 
not contaminated by IQ. The better-known Porteous 
Maze Test is largely a test of intelligence and wouid 
not have provided a pure psychomotor speed 
measure. Although a time score (T) and an error score 
(E) can be derived, only the former was used in the 
present study, i.e. the test was used as an error-free 
speed test and would thus qualify as a ‘simple motor 
response’ test in Yates’s (1960) analysis of psycho- 
motor functions. 

The G.S.M. consists of a spiral design printed on a 

' card, with a pathway bordered by heavy black lines 
and obstacles (the letter O in heavy type) scattered 
along the length of the pathway. The subject is 
asked to trace a line from the middle to an exit, 
avoiding the boundary lines and obstacles; every 
fifteen seconds he is reminded to work as quickly 
as possible. It was administered three times to each 
subject, once without distraction, and twice with 
distraction. The non-distraction (U) task was admini- 
stered as described above. i 

An internal distraction situation (C) was devised by 
adding the following to the usual instructions: ‘As 
you go round, I want you to count out loud 1, 2, 3, 4, 


TABLE I 
Characteristics of the six groups studied 





Bp.M 
N 18 
Male/female 11/7 
Age: Mean 371 
S.D. .. 12:7 
Intelligence (Cattell’s В factor) 
Mean sten’ $a se .. 7095 
S.D. 1:8 





Bp.D Up.D R.BpM  R.BpD R.Up.D 
16 18 18 18 18 
7/9 71 11/7 8/10 7/1 

50.6 48:6 39-1 48-1 471 
6:5 8-2 10:6 6:2 7'2 

6:43 3 6-83 7'її 7°61 

3°3 I 14 2:2 1:9 
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5, etc. until you reach the exit. You should count at 
about the rate of one number in two seconds at the 
most.’ The rate of counting was demonstrated. 
Foulds (1952) had required his subjects to repeat 
numbers after him, but it was thought that it might 
require more involvement from the patients if they 
initiated the counting themselves. 

An external distraction situation (S) was set up by 
‘playing a pre-recorded news item from a tape 
recorder. This was played rather loudly and intro- 
duced so as to alert the subject: "While you trace 
your way round, I'm going to play a story on this 
tape here. ГІ start it and when I say “begin” you 
can go staight ahead.’ The story was played for 
about one minute before the instructions to start 
were given. The three conditions were administered 
in а balanced design to counteract practice effect: 
thus there were six different orders of presentation, 
UGS, USC, CUS, CSU, SUC, SCU. Since there 
were eighteen subjects in each group (except for one 
group), three subjects in each group had the same 
order of presentation. The three administrations 
were not given consecutively, but were interspersed 
with other tests. The scores were total time taken in 
seconds. The results will be reported as: motor speed 
without distraction (U), gain with internal distrac- 
tion (U minus C), gain with external distraction 
(U minus S). 


Hypotheses 

1. Manic patients would be faster than the two 
depressed groups during illness on both psychomotor 
and mental speed tasks. 

2. Bipolar depressed patients (Bp.D.) would be 
slower than unipolar depressed patients (Up.D.) on 
psychomotor and mental speed measures. This 
hypothesis was derived from Perris’s work (1966) 
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mentioned above. On various EEG and physiological 
measures, Perris found that bipolar depressed patients .. 
have lower 15:10, 15:5 ratio, lower sedation 
threshold, slower ‘neuronal recovery time’ as a 
response to photic sitmulation and longer duration оѓ; 
the arousal response, which he interprets, in the same 
way as Paulson and Gottlieb (1961), as expressing the 
length of the orienting process, that is as a measure of 
central responsiveness and integrative activities. 

3. Distraction and stress wouid quicken the pace of 
work of depressed patients (Foulds, 1952) but slow 
down the manic patients, distractability being a 
symptomatic characteristic of mania. 

4- There would be differences between the ill and 
recovered groups, the ill manics (Bp.M.) being faster 
than the recovered manic patients (R.Bp.M.), the 
Bipolar dep:essives (Bp.D.) slower than the recovered 
Bipolar depressives (R.Bp.D.) and the Unipolar 
depressives slower than the recovered Unipolar 
depressives (R.Up.D.). 

5. There would be no differences among the 
recovered groups. 


RESLIS 
Mental speed 

The mental speed test scores of the six groups are 
shown in Table II. None of the three mental speed 
measures was significantly correlated with age, 
intelligence or sex in any of the six groups. 

Til versus recovered groups: The ill and recovered 
manics differed significantly on none of the three 
measures. Similarly, the ill and recovered unipolar 
depressives did not differ. However, the ill bipolar 
depressives were significantly slower than the recovered 
patients on’ the unstressed mental speed test (SpU) 
(t = 2-24, df = roo, p < -or), although they did е 
not differ significantly on the other measures. 








Taste II 
Scores on mental speed tests of six groups 
SpU SpS Stress gain* 
m sd m sd m sd 

Iil groups 

BpM 195*50 14:62 211:67 17:48 15:61 14°62 

BpD 178-33 21:26 208:67 17:54 29:67 20°29 

UpD 180-61 23:64 204.°00 21:88 23°39 11°83 
Recovered groups 

RBpM  .. 191,99 19°48 213-00 19°96 21:61 12°56 

RBpD 192.89 18-98 221-67 22°54 28-78 17°83 

RUpD 188-39 14°13 212-89 16-15 24°61 6:57 





* SpU = unstressed speed; SpS = stressed speed; stress gain = (SpS minus SpU). 
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Comparison of ill groups: On unstressed speed (SpU) 
the groups differed significantly (Е = 2-41, p < +05), 
the manics being significantly faster than the bipolar 
depressipes (t = 2°64, df = 100, p < 0:02) and the 
unipolar depressives (t = 2°36, df = 100, p < 0:05). 
‘The two depressive groups did not differ. However, 
compared to the scores of a normal unselected 
population (Furneaux, 1956), none of the groups 
differed greatly from the mean, the manics being 
only slightly above the 50th percendie and the 
combined depressive group at the 42nd percentile. 

The groups did not differ significantly on the 
stressed version (SpS) (Е = 1-62, df = 100). On 
stress gain, the groups differed significantly (F = 
2:90,'p < +05), the bipolar depressives gaining more 
speed with stress than the manics (t = 2:81, p < 0-01) 
but not differing from the unipolar depressives, who in 
turn did not differ from the manics. 

Comparison of recovered groups: ‘The three recovered 
groups differed on none of the {мее measures. 


Motor speed 

The motor speed scores of the six groups are shown 
in Table III. These scores were unaffected by age, 
intelligence or sex in each of the six groups. 

Jl versus recovered groups: The ill and recovered 
manics differed on none of the motor speed tests. 
On the non-distraction test, the ill bipolar depressives 
were very significantly slower than the recovered 
group (t = 4:11, df = 100, p < -oor); the ill group 
also gained significantly more speed on the external 
distraction test (t = 2-62, df = roo, р < +02). On 
the internal distraction task they also gained more 


speed than the recovered patients, but the difference . 


was not significant. The ill unipolar depressives, how- 
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ever, were not slower than the recovered patients on 
the non-distraction task. The groups did, on the 
other hand, differ on the external distraction task 
(t = 2-26, df = 100, p < :05), the effect of distrac- 
tion being to slow down the ill group and to speed up 
the recovered group. 

Comparison of ill groups: On tbe non-distraction task, 
the bipolar depressipes were slower than the manics 
(t = 3:80, df = ioo, р < o-oor) and the unipolar 
depressives (t = 3°41, df = 100, р < 0-002). The 
latter two groups did not differ. 

Gibson (1965) quotes median times of 61-00 
seconds for his depressive group (median age = 55 
years) before treatment, and 42-00 seconds for them 
after recovery. The former time is similar to that of 
the bipolar depressives in the present study, and the 
latter score is similar to that of the unipolar depressives 
and manics. 

On the internal distraction task, all three groups 
increased speed when being distracted, but the amount 
gained by the groups did not differ significantly. 

On the external distraction task, both the manies 
and the bipolar depressives performed faster when being 
distracted, while the unipolar depressives performed 
mote slowly. The manics gained significantly more 
than the unipolar depressives (t = 2:80, df = тоо, 
p < o-or) as did the bipolar depressives (t = 3:65, 
df = тоо, p < 0:001). The manics and bipolar 
depressives did not differ. 

Comparison of recovered groups: The recovered groups 
differed significantly on none of the measures. 


DrsaussioN 


Before discussing the implications of these 
findings some reservation must be expressed 








ТАВІЕ ПІ 
Scores on motor speed tests of six groups 
T (U) T (U minus C) Т (U minus S)* ` 
m sd m sd m sd 
Ill groups 
BpM 42°78 14°52 2-11 9:31 3°94 8-6 
BpD " 68-11 21:78 6-60 13:86 8-28 17°62 
UpD 44°89 12.86 0°33 14°45 —8:44 12:56 
Recovered groups | l 
RBpM  .. 49'44 12:12 2-11 13:42 1-78 13°65 
RBpD 4111 15-10 0-61 9:96 —3:72 14°33 
RUpD 42°33 15:80 2:17 10°94 1°56 12:48 
) — Time in seconds on usual performance of GSM. 
Т (U minus C) = Gain with internal distraction. 


'T (U minus S) — Gain with external distraction. 


334 


about the comparisons between ill апа ге- 
covered patients, since the present study was 
cross-sectional, that is, different patients were 
included in the ill and recovered groups. How- 
ever, as noted above, the ill and recovered 
groups did not differ in age, sex and intelligence 
and were drawn from the same hospital popula- 
tion, so that any effect of sampling differences 
would be relatively slight. 

The hypotheses were on the whole supported, 
with the exception that the manic patients 
tended to behave in an unpredicted fashion. 
They did solve mental problems faster than 
cither depressed group when left to work at 
their own preferred speed (hypothesis 1), but 
with stress their superiority over the depressed 
groups disappeared. With regard to psycho- 
motor speed, the manic patients were faster 
than the bipolar depressives, but similar to the 
unipolar depressives. Moreover, they cannot 
really be said to have been abnormally fast, 
as their unstressed mental speed was very close 
to the median of a normal population, and there 
was no difference between Ш and recovered 
manic patients on either the mental or motor 
speed measure, contrary to what had been 
predicted in hypothesis 4. The effect of both 
internal and external distraction on manic 
patients (hypothesis 3) was also contrary to 
expectation, as it tended to make them faster 
instead of effectively distracting them and thus 
making them slower. It is difficult to explain 
these results theoretically, except perhaps to 
suggest that the manic reaction to experimental 
stress (distraction) is an increase in speed, 
in the same way as the clinical symptoms of 
increased rate of speed and increased activity, 
for exampie, can be seen as a defence reaction to 
internal stress. 

The differences between the two depressed 
groups were mostly predicted. The bipolar 
depressed group was slower than the unipolar 
depressed group on the psychomotor task with- 
out distraction (hypothesis 2), fhough not 
slower on the unstressed mental speed task. 
They gaired more speed with distraction (ex- 
ternal) and showed a definite effect of illness on 
both mental and psychomotor speed, while the 
unipolars did not. Thus it can be said that the 
bipolar cepressed patients showed demon- 
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strable retardation, while the unipolar de- 
pressed patients did not. Since there was no 
difference between the two groups after re- 
covery, it seems that the differences obtained 
are symptomatic rather than permanent trait- 
related characteristics. Though a rating of 
severity of depression was not used, there was 
no indication clinically that the bipolar de- 
pressed patients were generally more ill than the 
unipolar depressed patients. Moreover, on a 
diagnostic inventory (Symptom-Sign Inventory, 
Foulds and Hope, 1968), the unipolar depressed 
group tended to endorse more symptoms than 
the bipolar depressed group, and the two groups 
did not differ significantly on the а priori 
anxiety, neurotic depression and psychotic 
depression scales (Blackburn, 1972). It seems 
likely therefore, that the difference in perform- 
ance between the bipolar depressed and unipolar 
depressed patients is genuinely related to type of 
illness rather than to degree of severity of the 
depression. These findings lend support to 
Perris (1966), who, ás mentioned above, found 


several differences between the two types of 


depression, and in particular differences in 
arousal and central responsiveness. Why this 
should be so it is impossible to explain in the 
present state of knowledge, though perhaps 
current work in amine metabolism may shed 
further light on possible causative factors. 

The effect of distraction on the motor speed 
performance of depressed patients was hypo- 
thesized, except that external distraction tended 
to slow down the unipolar depressive group 
while it increased the performance of bipolar 
depressed patients quite markedly—probably 
because only the latter were truly retarded, as 
discussed above. Internal distraction (counting) 
improved the speed of both depressed groups as 
it did the manic group, though the difference in 
gain was not significant. Thus these results tend 
to support Foulds (1952), who suggested that 
distraction increases the motor speed of retarded 
depressed patients by interfering with whatever 
internal process (e.g. painful thoughts) may be 
retarding them, thus causing temporary im- 
provement. 

In conclusion, this study gives further support 
to the validity of the differentiation between 
unipolar and bipolar affective illness and may 
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explain some of the disparity in the results of 
the studies of retardation in depression outlined 
in the introduction. No evidence was obtained 
of the differential sensitivity of mental or 
psychomotor speed tasks to retardation, as 
mentioned in the Introduction (e.g. Nelson, 
1953). The patients in the bipolar depressed 
groups, the only ones who showed demonstrable 
retardation, were equally slowed down on 
mental and psychomotor tasks during illness 
when compared to speed after recovery. The 
unexpected performance of the manic patients 
underlines the paucity of objective studies of 
mania, and suggests that further investigations 
of this type may give more insight into this 
illness. Finally, the beneficial effect of distrac- 
tion and pressure on the suboptimal mental 


and psychomotor speed functions of retarded ` 


depressive patients may have therapeutic impli- 
cations. 
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The Clinical Course of Primary Recurrent Depression in 
Pharmacologically Treated Female Patients 


By TAMARA KOLAKOWSKA 


The main questions of diagnosis and classifica- 
tion of depressive illness put forward by Sir 
Aubrey Lewis in the 30’s are still under dis- 
cussion. Despite the many published clinical 
studies of affective illness, there remain—as 
recently stressed by Klerman (1971)—problems 
requiring further description and investigation. 

This paper presents the clinical course of 
pharmacologically treated recurrent affective 
illness in a group of female patients. It describes 
(i) symptoms and rhythm of depressive attacks 
throughout the illness, (ii) quality of remission, 
(iii) associations between background data, 
symptoms and clinical course. 

Controversies about classification and differ- 
ences in diagnostic criteria mean that terms 
such as ‘affective illness’, ‘depressive illness’, 
‘recurrent depression’, ‘endogenous depression’ 
are ambiguous. They will be used here to 
characterize primary affective illness with either 
recurrent depressive or depressive and hypo- 
manic episodes occurring in individuals without 
other pre-existing mental disorder and showing 
no symptoms of other psychiatric illness. This 
operational definition corresponds in general to 
criteria for manic-depressive illness. Empha- 
sizing the primary and recurrent character of 
affective disorder, it excludes depressive syn- 
dromes secondary to brain lesions, epilepsy, 
physical diseases, schizophrenia, neuroses, alco- 
holism, drug abuse. It also excludes reactive 
depressions as described by Janet, and also 
dysphoric-depressive situational reactions in 
abnormal personalities. The theoretical back- 
ground for such a definition, as well as com- 
parative description of groups of patients with 
endogenous depression, schizophrenic depression 
and other secondary depressive syndromes, have 
been given elsewhere (Jaroszynski et al., 1967; 
Kolakowska and Welbel, 1965). 


MATERIAL AND METHOD 

All female in-patients diagnosed as endo- 
genous depression (primary affective illness) 
in the Psychoneurological Institute (Poland) 
during the period 1960-66 were examined, 
treated with tricyclic antidepressants and/or 
phenothiazine, and followed-up until 1967. Con- 
vulsive treatment was not given. Seventy 
patients included in the present study fulfilled 
the following conditions: (i) a diagnosis of a 
primary depressive illness (as defined above) 
established at a clinical conference; (ii) having 
suffered at least two depressive episodes; (iii) 
having had at least the two most recent episodes 
treated with psychotropic drugs alone. 

During the index admission a detailed clinical 
history was obtained from the patient and her 
relatives. Records of previous treatment were 
examined to reconstruct retrospectively the course 
of the illness. A symptom inventory based on the 
Hamilton Rating Scale was used for clinical 
assessment. It included 17 items from the 
original scale and 8 additional items covering 
depressive ruminations, crying, hypochondriacal 
delusions and ‘neurotic features’ (items 17—21 in 
Table IT). All symptoms were rated on a four- 
point scale. The ratings were repeated on 
admission, on discharge, two weeks after 
discharge and at least every six months during 
the follow-up period. 

Follow-up consisted in regular out-patient 
care (34 subjects) or interviews repeated every 
six months (26 subjects) carried on until 1967. 
In the case of 10 patients who were discharged in 
late 1966 or who lived too far away, follow-up 
was too brief to be considered. For 30 subjects it 
lasted 1-3 years and for 30 others 3-6 years. 
The majority of patients (46) took low main- 
tenance doses of tricyclic antidepressants and/or 
phenothiazines throughout the greater part of 
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the follow-up, and none had any other form of the latter subgroup (22 of 28 bipolar against 


treatment during the whole period of observa- 
tion. 

The clinical course of the illness is presented, 
combining both retrospective and prospective 
parts of the study. The data were analysed as 
to the (i) frequency of particular variables in the 
whole group (factors from the patient’s back- 
ground, symptoms, characteristics of the clinical 
course); (ii) associations between variables (x? 
test with Yates’ correction when appropriate) ; 
(iii) longitudinal changes in symptoms, duration 
and frequency of consecutive episodes and in 
quality of remissions. 


Tue Finvines 
General characteristics of the group 

The 70 patients had in total 396 depressive 
attacks, 193 involving admissions to hospital. 
Over 45 per cent of all depressive attacks (169) 
and 60 per cent of all hospital admission (116) 
occurred during the period of the study. 

Table I shows that at the index admission 
the majority of patients were aged over 40 
(64 per cent), and had histories of at least ten 
years illness (63 per cent), of three or more 
depressive episodes (73 per cent) and of at least 
one previous admission to hospital (67 per cent). 

Pre-morbid personality—as reconstructed 


from all available information—showed no 


neurotic traits in 45 patients (63 per cent). 
Among the remaining 25 subjects, 6 were of an 
asthenic type (timidity, inferiority feelings, 
tendency to worry, indecision), 12 had pro- 
nounced obsessional traits (meticulous, over- 
conscientious, rigid), 7 showed hysterical traits 
(egocentric, overdependent, suggestible, acting 
out, emotionally unstable). 

The first affective episode occurred in 63 per 
cent of patients at the age of 20-39 years, in 
20 per cent before the age of 20 and in the 
remaining 17 per cent above 40. 

In all 28 patients with the bipolar form of the 
illness, hypomanic episodes were mild and brief; 
they usually immediately preceded. or followed 
depression and did not require hospital admis- 
sion. There was no difference in the age of 
onset between unipolar and bipolar patients, 
but a family history of affective or other mental 
disorder was significantly more common among 


17 of 42 unipolar; P < о:о1). 


TABLE I 


Characteristics of 70 patients at the index admission and 
at the end of the observation (in brackets) 


B. Background 


Mental disorder in the Samily—~39 
Affective 

Other А : 
Affective and other 


Premorbid пазна 


Non-neurotic 
Neurotic traits 


10-19 : 
20 and over . 


Number of episodes 
I oe ae 


2 
3 


5 or more 
Number of hospital admissions 


2 
3 or more 


12 (12 
13 (10 
17 (16) 
28 (32) 


сл 
MANO o 


29 (36) 
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Precipitating factors 

. The onset of affective illness was related to 
external factors in 38 patients (54 per cent). 
Psychogenic precipitants preceded the first 
depressive episode in 20 cases. They included 
bereavement (7), broken engagement (4), 
broken marriage (3), serious family conflicts (3), 
and sudden unfavourable change in the life 
situation (3). In 18 patients the onset of the 
illness was related to somatic factors, i.c. to a 
physical illness (6), puerperium (тї) and 
pregnancy (1). 

A precipitated onset of the affective illness 
was significantly more common in the age 
range 20—39 than in younger or older patients 
(29 of 44 compared to 6 of 12 younger and 3 of 
12 older; P < 0-05). It was at this age that 
g of 11 puerperal depressions took place. 

There was no difference between patients 
with precipitated and spontaneous onset of the 
illness in the frequency of a positive family 
history, bipolar/unipolar illness or an atypical 
picture of the first episode. 

The proportion of precipitated phases was 
lower in che later stages of the illness. The 
decrease was progressive, from 54 per cent in the 
first episoce to 41 per cent, 21 per cent, 20 per 
cent and 16 per cent respectively in episodes 
II-V. 


Endocrine factors and Clinical course 

The first depressive episode occurred in a 
period of hormonal changes in 22 patients: in 2 
subjects ас menarche; in 12, as already men- 
tioned, during puerperium (11) or pregnancy 
(1); in 8 within the first year of the menopause. 
In 8 other patients with a history of mild 
depressive episodes the first severe depression 
and hospital admission occurred at the meno- 
pause. Several patients had premenstrual exacer- 
bations during depressive attacks and a severe 
‘premenstrual syndrome with depressive colour- 
ing during remissions. 

'The relationship between affective illness and 
these possibly endocrine factors was particularly 
strong in IO patients. In 3 of these depressive 
episodes appeared in each puerperium; in 3 
others the first puerperal depression was followed 
by a remission lasting over 20 years until the 
menopause, when depressive episodes occurred 


repeatedly every year. In 4 subjects episodes 
were related to the menstrual cycle, as illustrated 
by a patient whose premenstrual syndrome 
gradually developed into depressions lasting 2-3 
weeks and in whom the clinical course finally 
lost any relation to the cycle. 


Clinical picture and its change throughout the illness 

The first depressive episode was observed 
directly in 3 patients and reconstructed from 
available sources in the remaining 67. In 40 
cases it was mild and the patient was not referred 
to а psychiatrist; 5 subjects had out-patient 
psychiatric treatment and 25 (36 per cent) were 
admitted to a psychiatric hospital. A mild first 
attack was particularly common among patients 
below the age of 30 (30 of 40 against 10 of 30 
older; P < o-or) and among patients with a 
positive family history (27 of 39 against 19 of 31 
with negative history; P < 0-025). 

In 45 patients the clinical picture of the first 
episode was that of a simple depression, with 
lowered mood as the main symptom, but in 25 
(36 per cent) it was more complex. Mild episodes 
were in 12 subjects coloured or dominated by 
obsessions (4), reactive features (5) or anxiety 
(3), while 13 patients with more severe attacks 
showed transient paranoid delusions (4) or 
hypochondriasis with anxiety and/or hysterical 
symptoms (9). Seventeen of these 25 subjects 
had some atypical features—but not necessarily 
the same—in all their subsequent episodes, but 
the remainder had only simple depression in the 
later attacks. Ап atypical first episode was 
significantly more common among patients with 
unipolar illness (21 of 42 unipolar against 4 of 
28 bipolar; P < o-or). 

Table II shows the frequency of particular 
symptoms during the index admission. In all 
patients the mood was depressed, activity 
decreased and sleep impaired. Other typical 
depressive symptoms (items 4-12) appeared in 
two-thirds of the group. However, a large pro- 
portion of patients presented hypochondriasis, 
irritability, emotional lability and/or *neurotic' 
features (items 19-23). 

During the index admission, 40 patients 
showed typical 'endogenous' depression, 13 
presented a syndrome of involutional melan- 
cholia, with agitation and hypochondriacal or 


BY TAMARA KOLAKOWSKA 339 
ТАВІЕ II 
Frequency of symptoms in 70 patients during index admission 
On admission 
After 
TotalN % tp? tg? *9! | treatment 

I. Depressed mood . 70 100 23 41 6 6 
2. Insomnia .. 70 100 26 38 6 6 
3. Decreased activity 70 100 2 30 15 

4. Fatigue 62 88 Not rated 9 

5. Anxiety 61 87 27 30 4 7 

6. Impaired appetite us эз бо 86 II І — 

7. Depressive ruminations .. m T 58 85 34 1g 5 5 

8. Suicidal ideas/tendencies vs x 56 80 41 10 5 = 

9. Crying .. : T А, 53 76 26 27 — I 
10. Guilt fecling 46 66 22 19 5 I 
11. Diurnal variations 46 66 Not rated = 
12. Retardation e. ie 45 67 30 15 mE = 
13. Praecordial symptoms .. К 2s 41 59 Not rated I 
14. Psychomotor agitation .. 25 2s 37 53 23 14 — I 
15. Hypochondriasis .. А T e 33 46 17 14 2 9 
16. Gastrointestinal symptoms ds ts 33 46 23 IO — 2 
17. Irritability ‘ ifs Ss 3I 44 28 3 — 5 
18. Emotional lability 24 34 24 — — IO 
19. Blaming others ws э za 23 33 19 4 — 5 
20. Histrionic behaviour... 2s ХЕ 21 30 13 І I IO 
21. Mood reactivity .. 20 29 18 2 — 6 
22. Depersonalization 14 20 12 I I I 
23. Obsessions Е ag M 19 19 6 5 2 7 
24. Persecutory delusions ЖА E e 8 II 4 3 1 — 
25. Hypochondriac delusions 5 7 3 I I — 





paranoid delusions, and in 17 the picture was 
dominated by ‘neurotic’? symptoms and/or 
hypochondriasis. The majority of the latter 
subgroup (14) had some atypical features 
throughout the illness, while the majority of 
‘involutional’ patients (то) had simple de- 
pression in their other episodes. Only 5 of 30 
patients with atypical index depression had 
bipolar illness. 

Of a total of 35 subjects who presented 
atypical features in one or more episodes, 17 
showed them in all consecutive attacks, 8 in the 
first phase alone and ro in the later episodes only. 

Suicidal attempts were made by 15 patients; 
most of them with bipolar illness (11 of 28 
bipolar against 4 of 42 unipolar; P < 0-01). 


Duration of depressive episodes 

A depressive episode was defined as a period 
of lowered mood and impaired functioning, 
different from the previous mental state and 
lasting from the appearance of symptoms until 


` 


either a recovery or an improvement with a 
stabilization of the mental state. 

Table III classifies depressive episodes I to X 
according to their duration. The majority of all 
episodes (59 per cent) were brief, i.e. lasted less 
than three months, and only 19 per cent 
exceeded six months. The increased proportion 
of brief episodes in the later phases is due not 
to the shortening of consecutive attacks iń 
individual patients but to the inclusion of 
subjects who have had brief depressions through- 
out the illness and have suffered a high number 
of recurrences. Longitudinal analysis shows that 
the duration of depressions remained stable 
throughout the illness in 34 subjects (49 per 
cent), decreased in 7 (10 per cent) and increased 
in 29 (41 per cent). 

Brief episodes I-IV were associated with age 
under 30 (60 of 93 against 76 of 159 in older; 
P < 0:02). Short duration of the first depression 
was more common among patients with a 
positive family history (23 of 39 against 10 of 31 
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with a negative history; (P < 0:05), but this 
factor had no relation to the duration of later 
phases. 


Duration of remissions 

Remission was defined as an interval between 
the end of one affective episode and the begin- 
ning of the next. Table IV shows that over half 
of the remissions lasted less than one year (short 
remissions) and only 1/4 exceeded three years. 
The proportion of long remissions decreased with 





each consecutive depression: all but one interval 
of over ten years occurred during the first or, 
second remission; intervals of over three years 
were exceptional after the fourth remission, and 
the proportion of recurrences within one year 
rose sharply following the third depressive 
episode. 

The duration of the first three remissions was 
related also to age: intervals of over three years 
were more common in the fourth decade of life 
than in younger and older patients (31/55 






































'ГАвгв III 
Duration of depressive episodes 
Number Duration of depressive episodes 
Phase of 
patients Below 3 months 3-6 months 6—12 months Over 1 year 
No. % No. % No. % No. % 
I. e 70 33 47 19 27 13 19 5 7 
II m 70 40 57 12 17 13 19 5 7 
IH. 61 37 бт 15 25 4 6 5 8 
IV. 51 27 53 16 31 3 6 5 IO 
у. 43 23 53 9 21 8 19 3 7 
VI. 30 I9 63 6 20 2 7 3 IO 
VII 24 17 71 5 21 I 4 I 4 
VIII 19 13 68 2 II 3 16 I 5 
IX. 16 15 94 — — — — I 6 
X. 12 II 92 I 8 — — — — 
Total 396 295 59 85 22 47 12 29 7 
ТАВІЕ IV 
Durations of remissions 
Number Duration of remissions 
Remission of 
patients Below 1 year 1—9 years 3-5 years 5-10 years Over 10 years 
No. % No. 9$ No. % No. 9% No. % 
I 70 16 29 16 23 8 її 18 26 12 17 
п. бї 20 33 18 29 4 7 8 13 II 18 
ІІ. 5ї 91 61 5 10 6 12 9 18 — — 
IV. 47 28 60 I2 25 2 4 4 9 I 2 
V . 36 24 67 5 14 6 16 I 3 — — 
VI. 29 20 69 8 28 — — I 3 — — 
VII 25 23 92 2 8 — — — — — — 
VIII 22 19 87 2 9 I 4 — — -— — 
IX.. 15 14 93 I 7 — — — — — — 
X. II II 100 — — — — — — — — 
Tota. 367 206 56 69 19 27 7 41 її 24 6 
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against 30/77 in younger and 15/50 in older; 
P < 0-025), and all but one remission of over 
ten years started before the age of 40. 

Recurrences within one year were charac- 
teristic of 43 patients and significantly more 
common among subjects with bipolar illness 
(24 of 28 bipolar against 19 of 42 unipolar; 
P'« o:or) In 16 patients remissions were 
short throughout the illness and in 27 long 
initial intervals contracted to less than one year 
after 2-6 depressives episodes. 


Quality of remission 

Fourty-four patients (63 per cent) had com- 
plete remissions, becoming asymptomatic, with 
fully restored premorbid functioning. In the 
remaining 26 subjects (37 per cent) remissions 
were partial, with some persisting symptoms 
and impaired social functioning. The most 
common residual symptoms were decreased 
activity, hypochondriacal attitude, emotional 
lability, histrionic behaviour and anxiety, аз 
found at the end of the index admission (Table 
II). In all but one of these 26 patients initial 
depressive episodes were followed by a complete 
recovery and the first partial remission appeared 
after 2 to 6 depressive attacks. Once a partial 
remission had occurred in a patient all her 
subsequent remissions were also partial. In 
consequence, the overall proportion of incom- 
plete remissions in the group increased after 
each consecutive attack, reaching 11 per cent 


- after four episodes and 26 per cent after five or 


more episodes. The increase with age was even 
more pronounced. All episodes occurring below 
the age of 30 resulted in complete recovery, and 
the first partial remissions appeared in 7 subjects 
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in the fourth decade of life, in 8 in the fifth and 
in 11 above the age of 50. The overall propor- 
tion of patients with partial remissions in these 
age ranges were, respectively, 15 per cent, 
29 per cent and 50 per cent. 


Hospital admissions 

Less than 50 per cent of all depressive episodes 
resulted in hospital admission (193 of 396), and 
only 25 patients were admitted to hospital in 
their first attack. This was significantly less 
common below the age of 30 (8 of 40 against 17 
of 30 older; P « o-or). 

The majority of admissions I-IV (115 of 175 
—66 per cent) lasted less than three months and 
only 11 per cent (19) exceeded six months. All 
patients staying in hospital for over six months 
during the index admission (10) had abrupt and 
frequent clinical changes, with improvement or 
mild hypomania lasting 4-10 days and followed 
by a return of depression. 

Fifty-six patients had more than one ad- 


mission to hospital. Table V shows that the 


majority of intervals between their 123 re- 
admissions did not exceed three years and the 
proportion of longer intervals decreased with 
further admissions. 

All re-admissions in patients aged over 50 
occurred within five years from the last dis- 
charge, and intervals lasting less than one year 
were significantly more common at this age (20 
of 34 against 28 of 89 below the age of 50; 
P « o-or). 


Treatment 
In the case of 40 patients administration of 
psychotropic drugs was the only metbod of 


TABLE V | 
Intervals between successive admissions 








Number 
Admission of 

patients Below 1 year 

No % 

ІІ 56 12 2I 
пш 38 21 55 
III/IV n 18 7 30 
IV/V and further 11 8 73 
Total 123 48 39 


Intervals between successive admissions 





1—3 years 3-5 years Over 5 years 
No. % No. % No. % 
12 21 8 I4 24 49 
8 21 4 IO 5 I9 

7 38 4 22 T == 

3 27 = = = 
24 16 13 29 24 
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treatment throughout the illness. The remaining 
had been given ECT or other forms of therapy 
in their early episodes, before the index 
admission. 

During the index admission, 25 patients 
received thioridazine (100-400 mg./day) or 
laevomepromazine (75-200 mg./day), and the 
remaining had tricyclic antidepressants (imipra- 
mine or amitriptyline 100-175 mg./day) com- 
bined with small doses of phenothiazines. 

During the follow-up period 46 subjects with 
residual symptoms and/or a history of frequent 
recurrences had continuous maintenance treat- 
ment, ара 14 patients discontinued their medi- 
cation within 2 to 4 months from discharge. 
The maintenance doses of drugs were low and 
only exceptionally exceeded 75 mg. of tricyclic 
antidepressants and/or 75-100 mg. of pheno- 
thiazines per day. 

A reduction of medication after the improve- 
ment had been achieved was followed by the 
reappearance of symptoms in some instances 
but had no apparent clinical consequences on 
other occasions. Relapses were not less frequent 
among the subjects receiving the maintenance 
treatment throughout the follow-up period than 
among those who discontinued their medication. 
However, this comparison is of little value, 
since the latter group was small and included 
mostly patients with relatively long previous 
remissions. 


Discussion 


The group of female patients studied corre- 
sponds in its main characteristics to descriptions 
of bipolar and unipolar manic-depressive illness. 
In particular, symptoms during the index 
admission, traits of premorbid personality and 
proportion of patients with positive psychiatric 
history in the family are in agreement with 
commonly reported findings (e.g. Kinkelin, 
1954; Pe-ris, 1966; Shobe and Brion, 1971). 
However, some features of symptomatology and 
clinical course are less typical. Тһе onset of the 
illness was precipitated by external factors in a 
large proportion of cases, the first and/or 
later depressions were atypical in 50 per cent 
of subjects, over half of all depressive episodes 
lasted less than three months and recurred 
within one year, and 37 per cent of patients 


had partial remissions. Although these charac- 
teristics do not correspond to the cliche of 
manic-depressive illness and could be mis- 
leading, similar findings have been reported in 
the literature. 

While the high proportion of ‘precipitated’ 
first depressive episodes runs counter to the 
concept of an illness following an independent 
course, it is well within the range of 20-80 per 
cent reported by other authors (e.g. Garmany, 
1958; Kinkelin, 1954; Taschew, 1965). The 
progressive decrease of precipitated phases, as 
noted also by Astrup (1959), suggests that they 
are only of marginal aetiological significance. 

Atypical depressions in patients with primary 
affective illness have been described in several 
publications (e.g. Anchersen, 1962; Deniker 
1957). Among our patients with atypical, 
episodes, only some showed atypical features 
throughout the illness and these were not always 
the same in all attacks. Variation of symptoms 
between successive episodes suggests that atypi- 
cal features could be accidental and due to 
various factors. In some patients they were 
associated with particular age (‘involutional’ 
syndrome) or life events (‘reactive’ traits) ; 
in others they seemed to be related to pre- 
morbid personality, as described by Lazare and 
Klerman (1968) in subjects with hysterical 
traits. 

Remissions with residual symptoms and 
impaired social functioning—although not con- 
sistent with the concept of ‘lucid intervals’— 
have been commonly reported (e.g. Carlson 
et al., 1974; Dorzab et al., 1971; Lundquist, 
1945; Paykel and Weissman, 1973). In our 
group all but one of the patients with partial 
remissions made a complete recovery from the 
first depressive episode, and the picture of 
partial remission differed from that of the 
depressive phase by the absence of ‘endogenous’ 
symptoms in the residual pathology. 

The duration of depressive episodes and 
hospital admissions in our group was much 
shorter than has been commonly described 
(Kinkelin, 1954; Norris, 1959; Rennie, 1942) 
but close to descriptions of patients treated with 
ECT and antidepressants (Angst, 1961; Carney 
et al., 1965; Kessel and Holt, 1965). In summary, 
our patients differed from the cliche of manic- 
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depressive illness by a relatively common 
occurrence of brief, mild and/or atypical 
depressions separated by short and partial 
remissions. Two main factors which could 
account for these deviations are the changed 
field of psychiatric observation and the impact 
of biological treatment. Before the era of active 
biological therapy, mild depressive episodes were 
seldom brought to the attention of psychiatrists, 
only depressions involving hospital admission 
were counted as attacks, and consequently 
intervals between admissions were considered as 
remissions. The onset of the illness appeared to 
occur later if mild initial attacks were not 
included. Treatment with antidepressants has 
been shown to shorten the duration of de- 
pressive episodes and of hospital stay. It is likely 
that in some instances this treatment may pre- 
vent development of more severe and ‘endo- 
genous’ picture of the attack. Some authors 
consider the increase in proportion of brief and 
poor remissions to be a direct and unfavourable 
effect of ECT and pharmacological treatment 
(Borel, 1965; Till and Vuckovic, 1970; War- 
daszko, 1965; Zislin, 1963). However, in some 
cases such brief and frequent depressions 
separated by partial remissions could represent 
a single continuous episode modified by the 
treatment. Some patients with short and partial 
remissions may belong to the category which, 
when untreated, tended to become chronic and 
to remain as a ‘sediment’ in psychiatric hospitals, 
as described by Hastings (1958) in 28 per cent 
of his manic depressives. The fact that in our 
group only 7 per cent of episodes lasted over 
one year supports this explanation. It is also 
consistent with the concept of antidepressants 
as ‘covering’ rather than curing depression, 
and with the fact that in some instances an 
attempt to reduce or to discontinue treatment 
during an apparently established remission 
leads to reappearance of symptoms. 

According to the longitudinal analysis, in the 
majority of patients the duration of depressive 
episodes increased or remained unchanged 
throughout the illness. The increased proportion 
of brief episodes in later attacks, noted also by 
Taschew (1965), was due to the high number of 
recurrences in subjects with brief depressions 
throughout the illness rather than to the shorten- 
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ing of the later phases. The length of remissions 
varied considerably between patients. Some 
subjects had recurrences within one year from 
the onset of their illness (23 per cent); in others 
initial long remissions contracted to less than 
one year after 2-6 episodes (39 per cent); the 
third subgroup had long remissions throughout 
the illness (38 per cent). Once remission became 
brief and/or partial in a patient, the subsequent 
remissions were also brief and/or partial. 

Positive psychiatric history in the family, 
polarity of the illness, age at onset and present 
age were of some prognostic significance for the 
clinical course. A positive family history was 
associated with bipolar illness and with a mild, 
brief first episode not requiring admission to 
hospital, as found also by Mendlewicz et. al. 
(1972). Early onset (below the age of 30) was 
associated with the same features of the first 
depression. No differences in symptomatology 
were found between patients with early and late 
onset, which is consistent with some reports (e.g. 
Cassidy et al, 1957) but not with the large 
material of the St. Louis group (Baker et al., 
1971). Age over 50 years was of unfavourable 
prognostic significance for the duration and 
quality of remissions and for the length of 
intervals between readmissions. This unfavour- 
able change of the clinical course in the sixth 
decade of life has been stressed by several 
authors (e.g. Kinkelin, 1954; Perris, 1966; 
Post, 1968; Rennie, 1942), but there are also 
reports that older patients treated with ECT 
and antidepressants have an equally good 
prognosis as younger subjects, or even a better 
one (Kiloh et al., 1962; Ottosson, 1962). The 
number of previous recurrences was also 
associated with brief and poor remissions. 

The bipolar form of the illness was associated 
with family history of mental disorder and with 
short remissions, as found also by Bunney (1971), 
Perris (1966) and Taschew (1965). Suicidal 
attempts were more common and atypical 
depressive episodes less common in this group 
than in unipolar patients. 

The studied group was restricted to female 
subjects, and only a separate investigation 
could show whether and to what extent the 
findings apply to male patients. Since in a 
proportion of our subjects the course of the 


344 PRIMARY RECURRENT DEPRESSION IN PHARMACOLOGICALLY TREATED FEMALE PATIENTS 


affective illness seemed to be related to the 
menstrual cycle and/or puerperium, one could 
expect, in particular, a somehow different 
rhythm oz depressive episodes in men. 


SUMMARY 

Seventy female in-patients with primary 
recurrent depression were examined. Sixty of 
them were followed-up for between one and six 
years. Clinical course of the illness was recon- 
structed from both retrospective and prospective 
data. The patients had a total of 396 depressive 
episodes, 193 of them resulting in hospital 
admission. Over 45 per cent of all depressive 
attacks and бо per cent of all admissions occurred 
during the period of the study and were treated 
with psychotropic drugs alone. Twenty-eight 
subjects with bipolar affective illness had mild 
hypomanic episodes which did not require 
hospital admission. 

Over kalf of all depressive episodes lasted 
less than three months and recurred within one 
year. Atypical depression, with neurotic, hypo- 
chondriacal or involutional picture appeared in 
35 patients during one or more episodes. 

Recurrences within one year throughout the 
illness were characteristic for 23 per cent of the 
group, and in a further 38-5 per cent remissions 
contracted to less than one year after 2-6 
episodes. Duration of the episodes usually either 
remained unchanged (49 per cent) or increased 
(41 per cent). All but one subject made a 
complete recovery from the first depression. 
Partial remissions became established after 2-6 
episodes in 25 patients. 

Brief and poor remissions were more common 
over the age of 50, but the age of onset was of no 
important prognostic significance. Brief re- 
missions and suicidal attempts were more 
common among patients with bipolar illness. 

The group differed from the classical course 
of manic-depressive illness by showing a rela- 
tively common occurrence of brief, mild and/or 
atypical Cepressive episodes separated by brief 
and partial remissions. The possible relation of 
these characteristics to the effect of the treatment 
is discussed. 
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Depression in Medical In-Patients 


By Н. 5. MOFFIC and E. 5. PAYKEL 


Although there have been many accounts of 
depression in medical in-patients, there have 
been relatively few systematic studies of its 
prevalence and features. With respect to 
prevalence, most studies have concerned single 
medical diagnoses (4) or have been based on 
ward refezrals to psychiatrists, in which referral 
practices may be of more importance than 
actual occurrences (то). Schwab et al. (12, 13) 
studied prevalence in 153 medical patients. 
They used multiple rating scales and compared 
depressed and non-depressed patients to investi- 
gate aetiological factors. Stewart et al. (14), 
who carried out a smaller study, also compared 
symptoms of five medical depressives with thosé 
of manic depressives. 

This paper will report a systematic survey of 
depression in mixed medical in-patients in a 
general hospital. Patients were ‘screened to 
determine prevalence of depression and factors 
associatec with its development. Clinical features 
were rated in detail, and compared with those of 
a control sample of depressed patients in 
psychiatric units. 


METHODS 

Subjects and screening 

The medical in-patients were patients in the 
general medical wards of the Yale New Haven 
Hospital, in New Haven, Connecticut, U.S.A. 
The hospital, described in detail by Duff and 
Hollingskead (5), functions both as the main 
general kospital in the city and as Yale Uni- 
versity teaching hospital, and serves a mixed 
populaticn. It has an active psychiatric con- 
sultation service and an in-patient psychiatric 
unit. The study included all six general medical 
wards, but not the special intensive care and 
cardiac care units. Wards were not all studied 
simultaneously; they were taken in rotation for 
two-week periods, or longer if a minimum of 20 
patients had not been screened. 
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Patients were included between the ages of 
18 and 75, with no restrictions as to race or sex. 
A total of 150 medical patients were screened, 
and those fitting a criterion for depression were 
studied further. These patients covered a wide 
range of medical diagnoses and severity of illness. 
An additional 16 patients were excluded from 
screening, 9 because they could not speak 
English or were dysphasic, 7 because they were 
too ill for interview. 

The instrument used for screening was the 
Beck Depression Inventory (1, 2). This scale has 
been found useful in medical patients by other 
workers (11, 13). It contains 21 items, from 
which are derived total scores which can range 
from о to 64. A cut-off point of 14 has been 
reported by Beck (1) to differentiate effectively 
between depressives and non-depressives, and 
this was the criterion adopted in the present 
study. The inventory was administered as 
a structured interview by one interviewer 
(H.S.M.) within three to seven days of the 
patient’s admission. All subjects screened 
were also re-interviewed weekly until dis- 
charge. 


Psychiatric depressives 

The psychiatric depressives used for com- 
parison purposes were subjects of a previous 
study in which a representative sample of 
depressives was obtained by screening a variety 
of psychiatric treatment settings. Criteria, 
sampling and methods have been described in 
detail (9). Criteria for depression specified the 
presence of a psychiatric disorder in which the 
central feature was abnormal persistent de- 
pressed mood of at least one week’s duration, 
sufficient in intensity to be rated at least 2 on a 
severity scale of о—б, and not secondary to any 
other psychiatric syndrome. The sample was 
derived from in-patient, day-patient and out- 
patient settings serving the same area as the 
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general hospital from which the medical 


patients were obtained. 


, Rating procedures 
+ Yn addition to the Beck inventory, all medical 
patients screened received a detailed interview 
covering socio-demographic information, pre- 
vious psychiatric, social and medical history, 
recent symptoms, and general medical status. 
Diagnostic information was obtained from 
records. Patients fitting the criteria for de- 
pression on the Beck inventory underwent 
further detailed rating for depression on the 
Clinical Interview for Depression (9), an 
expanded version of the Hamilton Rating Scale 
for Depression (7), in semi-structured interview 
format. Ratings were made on scales of range 
o-6, with closely defined anchor points. This 
rating interview immediately followed the 
initial screening. Ratings were all made by 
one rater (H.S.M.). The psychiatric depressives 
had also been rated previously on this interview 
scale. All ratings were carried out by the other 
author (E.S.P.). To ensure comparability, train- 
ing and joint rating interviews were carried out 
prior to the medical study. These were con- 
tinued until almost all ratings showed agreement 
to within one point. 


RESULTS 
Prevalence of depression 

Among the 150 medical patients screened, 
36 scored 14 or above on the Beck inventory at 
the first interview, and so fitted the predeter- 
mined criteria for depression. Thus the pre- 
valence of depression in the week after admission 
was 24 per cent. Distribution of Beck scores is 
shown in Fig. 1. The distribution was skewed, 
with a hint of bimodality. The preselected cut- 
off point coincided with a trough in the distribu- 
tion and appeared a suitable point for separating 
the distribution tail. Most of the depressions 
appeared to be of relatively mild severity; only 
three patients showed scores of 26 or more, 
regarded by Beck as indicative of severe de- 
pression (2). 

Patients who were available were also re- 
interviewed each week subsequently. A further 
7 patients scored above the cut-off point at one 

-of these subsequent interviews, to give a total 
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prevalence for the whole period of in-patient 
admission of 43, or 28-7 per cent. The length of 
admission was, however, quite variable, from a 
few days to several weeks. 
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Fic. 1.—Distribution of total scores on Beck Depression 
Inventory at initial interview. Cut-off point 14 and above. 


Variables associated with depression 

Comparisons on a number of demographic, 
medical and psychiatric variables were made. 
between depressed and non-depressed medical 
patients. The depressed patients included all 43 
who at any time showed depression. Findings 
are summarized in Table I. On socio-demo- 
graphic variables there was only one difference 
significant at the 5 per cent level. Ten of 17 
Jewish patients (59 per cent) were depressed, as 
opposed to 22 per cent of Protestants and 30 per 
cent of Catholics. There were no differences on 
age, sex, race, social class or marital status. 

The most striking differences between de- 
pressives and non-depressives were on a group 
of variables reflecting severity of medical illness. 
Sixty-one per cent of patients who were severely 
medically ill were depressed, as opposed to 21 
per cent of patients moderately or mildly ill. 
Depression was also commoner among patients 
who were in pain, confined to bed, or of dimi- 
nished alertness. Symptoms were also likely to. 
be of longer duration before admission, although 
the difference fell just short of 5 per cent signifi- 
cance (р = 0:07). On follow-up, 93 per cent of 
medical patients who were not depressed were 
discharged home, while only 67 per cent of 
depressed patients were; 12 per cent of depressed 
patients died and 21 per cent were transferred 
to other hospitals. These findings suggest that 
depression is particularly likely to occur where 
there is a poor prognosis to the medical illness. 
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DEPRESSION IN MEDICAL IN-PATIENTS 


TABLE I 
Variables distinguishing depressed and non-depressed medical patients 














No. of 
Type of variable variables Variables characterizing depressed patients р 
examined ` 

Socio-demographic .. Ls 6 More Jewish, fewer Protestant «05 
Medical history and illness . . IO Severely ill . <-001 

In pain «ol 
Diminished alertness «001 

Confined to bed .. «0l 
Ultimate death or discharge other than to home < 001 

Psychiatry history .. e I More stressful recent Ше events .. «0I 
Beck Depression Inventory . . 21 АП depressive амар рн пн in ey < +05 or 

image better 


There were no significant differences regard- 
ing medical diagnosis classified by system, or 
when malignancies were compared with other 
diagnoses. Social circumstances of hospitaliza- 
tion, in terms of number of visitors, and single, 
double or four-bedded accommodation were 
also unrelated to depression. 

There were some differences, although weak, 
with respect to background psychiatric status. 
Depressives were more likely to be rated as 
having additional concurrent stresses, and they 
just failed to reach statistical significance 
(p = 0:07) as having more Вау of psychiatric 
treatment. 

The individual items of the Beck inventory 
were included in this comparison in order to 
investigate whether only some specific depressive 
symptoms distinguished depressives from non- 
depressives. In fact almost all the symptoms did 
so, the only variable failing to reach significance 
being that of change in body image (feeling that 
one looked ugly or repulsive). The most marked 
differences were for sadness, somatic preoccupa- 
tions, anorexia, pessimism, insomnia, guilt, 
irritability and suicidal ideas. These are typical 
symptoms of depression in general. Somatic pre- 
occupations, anorexia and insomnia might be 
expected to be common in medical in-patients 
whether depressed or not. This was true to some 
extent, but the symptoms were nevertheless 
much more common in patients who were 
depressed. 


Course and judgement of origins 

Ап attempt was made for each depressed 
patient to assess retrospectively the origin of 
the depression in both temporal and causative 
terms. For six patients (14 per cent) the physical 
symptoms of illness appeared to be direct 
consequences of depression. One patient had 
attempted suicide by overdose; the remaining 
five had been admitted for investigation of 
physical symptoms such as fatigue or pain which 
were apparently manifestations of depression. 
For nine more depressed subjects (21 per cent) 
the depression preceded the symptoms of 
diagnosable physical illness. Most of these 
patients had experienced considerable life stress ` 
in the year prior to illnes. А plausible 
formulation appeared to be that of Engel 
(6) that life stress had led via helpless- 
hopelessness to both depression and somatic 
illness. For the remaining 28 (65 per cent), the 
depression appeared to be largely a consequence 
of the physical illness, via its somatic effects or 
more commonly via psychological implications 
of disability and threat to life. 

Patients were followed up weekly until dis- 
charge. Since the time involved was variable, it 
was not possible to describe subsequent course 
completely. However, for only 11 of the 43 
(28 per cent) had the depression completely 
resolved by the time of discharge. Most were 
patients in whom the mood showed a dramatic 
improvement concomitant with recovery from a 
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life-threatening illness. Those patients who were 
not discharged early but remained in hospital 


for some time tended to show persisting de-. 


pression. 

The depression was not well recognized by 
medical residents. Medical notes mentioned the 
presence of depression in only 6 of the 43 
patients; for all these the depressive symptoms 
had antedated the medical illness. Another 
14 depressed patients did, however, receive 
some kind of psychiatric diagnosis, most com- 
monly alcoholism. In spite of this, psychiatric 
referral and treatment were uncommon. Only 
two patients were referred for a psychiatric 
consultation: only four, including these two, 
received antidepressant drugs. 


Comparisons with psychiatric depressives 

In order to examine further the characteristics 
of depression in the medical patients, compari- 
sons were made with the sample of psychiatric 
depressives. Initial comparisons used the full 
sample of 220 psychiatric depressives. The two 
groups did not differ significantly on race or 
social class. The medical patients were signifi- 
cantly older than the psychiatric depressives 
(mean age 51:6 years versus 35:8 years) and 
contained relatively fewer females (51-2 per 
cent as opposed tó 74-1 per cent). They also 
tended to have had fewer previous depressions, 
with a mean of 0-14 episodes as opposed to 1-12 
for psychiatric depressives (P < -or). This 
would reinforce the previous indications that the 
depression was closely related to medical illness 
rather than reflecting a previous psychiatric 
vulnerability. 

'The two groups showed a number of differ- 
ences on the symptom ratings of the Clinical 
Interview for Depression. However, the medical 
depressives were rated as significantly less ill on 
a global rating of severity of illness. This ren- 
dered interpretation difficult, since many of the 
individual symptoms of depression vary in 
parallel with overall severity. А further analysis 
was therefore carried out in which each medical 
depressive, was matched on global severity 
rating to a psychiatric depressive otherwise 
randomly selected. 

Comparisons between the two matched 
samples on 26 symptom ratings from the Clinical 
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Interview are shown in Table II. There were sig- 
nificant differences on eight symptoms. Medical 
depressives were less likely to report suicidal 
feelings. They showed more evidence of feelings 
of hopelessness and helplessness, anxiety, a 
distinct quality to the depression different to 
normal experience, psychomotor retardation, 
agitation and self-pity. There were no significant 
differences on physiological symptoms such as 
constipation, anorexia and insomnia, or on 
indices of somatization such as somatic anxiety 
symptoms and the rating of hypochondriasis 
(preoccupation with somatic symptoms at 
interview). There was no significant difference 
for feelings of guilt, and, in contrast to other 
aspects of depressive thinking such as hopeless- 
ness and suicidal feelings, guilt tended to be 
rated lower rather than higher in the medical 
depressives. 


Discussion 
Prevalence and recognition 

This study indicates that depression is a 
common phenomenon among medical in- 
patients, present in 24 per cent within a week of 
admission, and developing in another 5 per cent 
if they are followed during their time in hospital. 
The prevalence found clearly depends in part 
on the criteria employed. Our cut-off point of 
14 on the Beck Inventory coincided with the 
hint of a bimodal distribution. It appears 
adequately conservative, since Schwab et al. (13) 
in a similar study found that a cut-off point of 
IO corresponded approximately to diagnosis of 
depression, although this was of mild rather than 
serious degree. Schwab found that patients with 
scores above 18 tended to receive psychiatric 
diagnoses other than depression. 

The prevalence found is consistent with that 
in other studies. Using a cut-off point on the 
Beck Inventory of 14, Schwab et al. found 22 per 
cent of medical patients were depressed. On 
other grounds they derived an estimate of 14 per 
cent. In a smaller study, Stewart et al. (14) used 
a definition based on occurrence of psychological 
symptoms only. They found a prevalence of 
27 per cent for severely ill medical patients and 
13 per cent among less severely ill patients 
selected at random. 
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ТАРІЕ II 
Comparison of medical and psychiatric depressives matched for severity 





Mean scores on symptom ratings 








Medical Psychiatric 
depressives depressives 
. (№ = 43) (№ = 43) . 
Symptom ratings! Significance 
^ Mean S.D. Mean S.D. 
Depressed feelings 3:12 1:55 3°49 0:99 N.S 
Distinct quality e 2:72 1:52 1:60 1:35 <0:001 
Diuraal variation ове am. high) 5°98 1°74 6:63 2.82 N.S. 
Reactivity Sa 22 2:54 I'40 2°93 1-49 N.S. 
Guilt .. А 1:67 1:77 2:28 I'I4 N.S. 
Pessimism and hopelessness 3:21 1:44 2:40 1-16 «0-01 
Suicidal tendencies .. 0:93 I'40 2:67 I-71 <о.оої 
Depersonalization .. 0-70 I'I5 0°56 1-03 N.S. 
Obsessional symptoms 0°95 1°57 0:67 0:87 NS. 
Help.essness .. 3°51 1:47 2°23 1°53 «C0*00I 
Impaired work and interests 2-67 2-10 2°49 I-1g N.S. 
Loss of energy and fatigue .. 2-91 1:46 3'14 1°58 N.S. 
Anxiety—psychic iis 2:86 1-19 2°30 I'I9 <0.05 
Anxiety—somatic 2°35 1-27 2°40 1:29 N.S. 
Constipation .. 1°26 1:63 0.79 1:39 N.S. 
Anorexia еа 2:58 1:75 2°19 1°95 N.S. 
Hypochondriasis 0-81: I 44 I'I4 1:46 N.S. 
Paranoid ideas 0:70 0:9 0:42 0:76 N.S. 
Irritability 2:21 1:39 1:98 1:67 N.S. 
Initial insomnia 2:56 1:37 1:93 1:94 N.S. 
Middle insomnia 1°67 1°57 2-19 1-B4 N.S. 
Delayed insomnia 1:84 1:50 1°42 1.88 N.S 
Retardation .. 1°33 1:60 0:60 1:08 «0:05 
Agitazion 1:63 1°45 0:85 1:12 «0-01 
Hostility 1-09 1:56 0:67 1:02 N.S 
Self-pity 2:05 1-62 1:02 I-41 <o-or 





1 Range 0-6 for all ratings except diurnal variation (0-19). 


Recogrition of the depression by staff of the 
medical wards was poor. This might reflect some 
special characteristic of depression in the 
medical situation. However, all the symptoms in 
the Beck Inventory, except the infrequent one 
of changed body image, differentiated depressed 
from non-depressed medical patients. Even 
symptoms such as insomnia and preoccupation 
with health, which are common in medical 
patients, were a good deal commoner in 
depressives. The symptoms which differentiated 
depressives most strikingly included such central 
depressive manifestations under any circum- 
stances as sadness, pessimism, guilt, suicidal 
ideas, as well as symptoms liable to confusion 
such as insomnia, anorexia, preoccupations 


with health. The only patients who presented 
real diagnostic difficulty were the five who 
originally presented with somatic symptoms 
which were thought to require medical investi- 
gation. Other than in this small minority the 
failure to recognize would appear to be more 
a reflection of failure to seek than of any con- 
fusion in diagnostic symptoms. The degree to 
which processes of denial are common among 
hospital staff caring for severely ill patients has 
frequently received comment in the past. 

The factors producing depression in any 
individual are likely to be complex. For these 
medical patients aetiology tended to be closely 
bound up with the medical illness. The de- 
pression was found more commonly among 
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those who were more severely ill, had been ill 
longer, were in pain, confined to bed and 
diminished in alertness. Reflecting the severity 
of the illness, depressed patients were more 
likely to ultimately die or be transferred to 
another hospital, rather than discharged home. 
Stewart et al. (14) reached similar conclusions 
in their study. The findings contrast with those 
of Schwab et al. (12) who found that as a group 
depressed medical in-patients had less severe 
medical illnesses than those who were not 
depressed, although there was a substantial 
sub-group of depressives with severe illnesses. 
Reasons for this discrepancy are not clear. 
However, the depression was not entirely a 
consequence of the medical state. Depressed 
medical patients were more likely to have other 
concurrent stresses. They had also had more 
previous depressive episodes, suggesting a greater 
predisposition for psychiatric illness; the number 
of previous episodes was, however, less than that 
for depressives in psychiatric treatment, suggest- 
ing an intermediate degree of predisposition. 
The complexity of causes in any single case 
render aetiological judgements difficult. How- 
ever, in terms of a clinical judgement, taking 
into account as much as was known about the 
case, there were two main groups of medical 
depressives. For the majority, 65 per cent, the 
depression appeared to have been caused by the 
medical illness. In a smaller group of 35 per cent 
the causallink was in a variety of other directions 
and the depression appeared more closely 
related to other stresses and to previous history. 
This simple classification may give some clues 
as to treatment, In spite of the availability of an 
active psychiatric service, the majority of medi- 
cal depressives in this series did not receive any 
psychiatric referral or active treatment, psycho- 
pharmacological or psychotherapeutic. For the 
larger group whose depression arose from the 
realities of their medical situation, it is doubtful 
whether specific antidepressants would be of 
major benefit, although an opportunity to 
verbalize and work through fears might well be 
beneficial (8). For the smaller group, where the 
depression was less a consequence of the imme- 
diate life situation, it is probable that psychiatric 
consultation and treatment above the very low 
levels found would have been desirable. 
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Achieving this would involve education and 
change of attitude on the part of the personnel 
responsible for the care of these general medical 
in-patients. 


Characteristics of depression 

In general the depression among medical 
patients tended to be mild; both in terms of 
Beck Inventory scores and in the global rating 
made of severity. Comparison with depressives 
in psychiatric settings revealed some special 
features. With severity equated, medical de- 
pressives showed less suicidal feelings, more 
feelings of pessimism, helplessness and anxiety, 
more retardation, agitation, self-pity and dis- 
tinct quality to the depression different to 
normal experience. 

There have been few similar previous com- 
parisons. Stewart et al. (14) compared symp- 
toms in five patients with depression related 
to medical illness with those in 20 manic 
depressives. The medical depressives showed 
fewer symptoms overall, and none of them had 
thought of suicide. These findings appear 
consistent with our own. It has also been 
suggested, though not on the basis of a controlled 
comparison, that somatic symptoms form a 
prominent part of the symptomatology of the 
medical depressive (10). This was not the case 
in the present series, as far as hypochondriasis, 
complaints of constipation or somatic anxiety 
symptoms were concerned. Symptoms of medical 
illness must be distinguished from somatic 
symptoms characteristic of depression; the latter 
were no commoner than in other depressives. 

How can the special features of medical 
depression be interpreted? Most of them arise 
easily from the specific situation and psycho- 
logical threats to which the medical in-patient 
is exposed. The manifestations were in the 
pathological range, but some of them were 
closely related to the realistic situation. Medical 
depressives experienced more feelings of pessi- 
mism, anxiety, self pity, and helplessness, The 
first three can easily be related to threats to 
physical integrity and survival. The feelings of 
helplessness reflect real incapacity and de- 
pendency. 'These findings are particularly 
interesting because two other characteristic 
features of depressive thinking, guilt and 
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suicidal feelings, were no more prominent than 
in psychiatric depressives. Indeed, suicidal 
feelings were significantly less prominent. The 
medical depressive has no direct reason to feel 
guilty and might be expected to be more con- 
cerned to escape death than to induce it. This is 
not to sey that medical depressives never feel 
guilty or suicidal: some were, but on average 
they were less so than psychiatric depressives of 
aquivalent severity. 

This explanation may not apply to all the 
differences. The excess of psychomotor retarda- 
tion probably reflects rating difficulties due to 
drowsiness, bed rest and physical illness. The 
different quality of the depression to normal 
experience may also partly be due to the malaise 
of physical illness. However, most of the 
differences between medical and psychiatric 
depressives do appear to reflect greater appro- 
priateness of the phenomena to the life situation 
in which they develop. Pessimism, helplessness, 
guilt, suicidal feelings form part of the core 
disturbance of depression. Usually they are 
inappropriate and unrealistic: there is a striking 
discrepancy between the depressive’s self image 
and the objective facts. For the medical de- 
pressive pessimism and helplessness, which are 
appropriate, are increased; suicidal feelings, 
which are inappropriate, are not as common. 

We did not attempt to examine clinical 
features in groups divided by aetiology, but it 
seems most likely that these special features were 
due to the 65 per cent of subjects whose de- 
pression was closely related to the medical 
illness. The term depression spans a variety of 
mood states, from the entirely normal to the 
severely pathological. The borderline between 
the normal and abnormal is ill-defined, and the 
transition from one to the other has not been 
well studied. Intense grief is the intermediate 
state which has received most attention. It is of 
interest that guilt and suicidal feelings have also 
been reported to be uncommon in normal 
grief (3). 

Depression related to medical illness appears 
to be another such borderline and intermediate 
state. It exemplifies two features of the inter- 
mediate зтаїе. Аз might be expected, it is less 
severe. In addition, its content is more appro- 
priate, deriving in this case from the context of 
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a disrupting and potentially life-threatening 
situation. As indicated by the distribution of 
Beck Inventory total scores, depression in 
medical in-patients spans a range of severity. . 
Sometimes it may be normal in the sense that in * 
content and intensity it is completely appro- 
priate to a patient's situation. At other times, 
although pathological in intensity, it may still 
retain а good deal of appropriate content and 
quality to the life situation in which it develops. 


SUMMARY 


Occurrence and features of depression were 
studied in 150 medical in-patients. At initial 
interview within a week of admission a total of 
24 per cent met a criterion for depression based 
on the Beck Depression Inventory. Although 
they showed the usual clinical features, few were 
recognized or referred to psychiatrists. De- 
pression was commoner in those with more 
severe medical illness, more concomitant stress, 
and more previous depressions. In most cases 
the occurrence and course appeared closely 
bound up with the medical illness. When com- 
parisons were made with depressives in psychia- 
tric treatment, the medical depressives were less 
severely depressed. With severity equated, 
medical depressives more often showed feelings 
of pessimism, helplessness, anxiety and self pity, 
but less often suicidal feelings. In general their 
state appeared more appropriate to the life 


situation, suggesting some characteristics of a ~ 4 


borderline between normal and pathological 
depressed mood. 
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A Repertory Grid Investigation of the Concept of Шпезз 
by Parents of Schizophrenic Patients* 


By A. LIAKOS, I. PAPACOSTAS and C. STEFANIS 


INTRODUCTION 

It is common clinical knowledge that parents 
of schizophrenic patients show an apparent 
disability to comprehend their children’s illness. 
They often minimize its severity or show com- 
plete lack of insight and deny gross psycho- 
pathological symptoms. The concept of illness 
by parenis of schizophrenic patients is the 
subject of the present investigation. Investiga- 
tions of such attitudes are not common in the 
literature. They are impeded by the lack of 
appropriate objective techniques of measure- 
ment. The Repertory Grid method (Kelly, 
1955) provides a flexible and sensitive instru- 
ment for investigation of single subjects. 
According to Kelly’s theory, each person has his 
own unique way of construing. He evaluates a 
set of elements within his range of comprehen- 
sion, using Personal Constructs in a network of 
interrelationships. Difficulties occur, however, 
when groups of people are to be compared. One 
can compare groups by the way they use 
Constructs to evaluate a set of Elements; but 
one must ensure not only that the Elements 
are within the range of convenience of all sub- 
jects of the group but also that Constructs used 
by the group occupy some significant place in 
the construct system of each person of the group. 

The work reported in this paper was per- 
formed in two distinct phases. 


Puase A 
The purpose of this phase was to obtain 
Constructs suitable for this investigation. 


Method 
The following 10 illnesses (Elements) were 
presented to a sample of parents of schizo- 


* This work was aided by the National Research 
Institute of Greece Grant No. 5299/187). 


phrenic patients and a sample of parents of 
patients suffering from physical illnesses. 

(1) Flu; (2) Pneumonia; (3) Epilepsy; 
(4) Peptic ulcer; (5) Cancer; (6) Tuberculosis; 
(7) Syphilis; (8) Schizophrenia; (9) Depression; 
(10) Neurosis. As can be seen in the above list 
about one third of the elements were mental 
illnesses and the rest common physical ilInesses 
of varying severity. 

The two samples were comparable in age and 
socio-economic status. 

Ten constructs were elicited from each parent 
in the following way: Three of the above 
elements, typed on cards, were presented to the 
subject. He was asked: ‘In what important way 
are these two alike and thereby different from 
this third one?’ Once a subject had produced a 
construct, the procedure was repeated with 
different combinations of elements until 10 
different constructs were elicited by each 
subject. The subject was then asked to rank 
order the ten illnesses, using each construct he 
provided in turn and the grid was completed. 

Relationship scores for each construct of all 
grids were computed, using a specially prepared 
computer program (Slater's program for analysis 
of grid data could not be made available in 
Greece). Relationship score of a construct 
indicates the amount of variance of the grid 
accounted for by the construct. A high relation- 
ship score implies importance of a construct in 
the construct system of the patient. 

All constructs were tabulated, and their 
frequency of appearance in the two groups were 
compared. Constructs with highest relationship 
score for each subject were compared in the two 
groups. 

The sum of relationship scores of all constructs 
of a grid constitutes the Intensity score of the 
subject. ` 
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Material 

A total of 53 Grids were completed. The group 
of parents of schizophrenic patients consisted of 
. 21 fathers and 8 mothers (total 29). Their 
children were confirmed schizophrenics who 
were under treatment as in-patients (23) or out- 
patients (6) by the University of Athens Psychia- 
tric Clinic (Eginition Hospital). Diagnostic 
criteria for this group conform with the World 
Health Organization Manual of Classification. 
The mean parent age was 55:7 (S.D. = 8-7) 
years. The group of parents of patients 
suffering from physical illnesses consisted of 8 
fathers and 16 mothers (total 24). Sixteen of 
their children were being treated as in-patients 
in various medical departments and 8 as out- 
patients. The mean age for this group was 55:0 
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Resulis 

Qne-hundred and two different Constructs 
(verbal labels) were elicited by the group of 
schizophrenic patients’ parents and 87 by the 
group of parents of patients suffering from 
physical illnesses. Table I shows the Constructs 
which appeared most often and their frequency 
of appearance. The frequency of appearance of 
Constructs in the two groups was not signifi- 
cantly different, except in two instances: (a) The 
Construct ‘patient bleeds’ appeared in two 
instances in the group of parents of schizophrenic 
patients (6 per cent) in comparison with 10 
instances (41 per cent) in the group of parents 
of patients suffering from physical illnesses 
(x? = 9:0; P < -005). The Construct ‘can be 
operated’ appeared in 12 instances (42 per cent) 








(S.D. = 19:4) years. in the group of parents of schizophrenic patients 
TABLE І 
Common constructs and their frequency of appearance 
Parents of 
Parents of physical illness 
schizophrenics patients "Total 
(N — 29) (N — 24) 
Constructs x? Р 
Freq. 9, Freq. % Freq % 

1. It is painful... 23 17 40 

2. Can be cured .. 19 I5 34 

3. Contagious 16 16 32 

4. Patient dies . 12 10 22 

5. Caused by a cold 9 9 18 

6. Due to worry . 2s = % 8 7 15 

7. Can be operated i Js -.. 12 41 ^3 12 15 28 5°40 05 

8. Severe illness .. = zz m 6 8 14 

9. Patient bleeds 2 6 10 41 12 22 9:06 *005 
10. Nerve disorder 7 7 14 
11. Brain disorder 5 7 12 
12. Mental illness 6 4 10 
13. Hereditary illness... s 6 4 IO 
14. Can be cured with medicine 6 4 10 
15. Due to microbes : 4 5 9 
16. Causes fever .. 7 2 9 
17. Periodical disease 4 4 8 
18. Easily goes away 3 4 7 
19. Can be prevented 3 4 7 
20. The patient has knowledge. of his 

actions И 5 І 6 

21. Bad illness 4 2 6 
22. Patient commits suicide 5 I 6 
23. Cause unknown 3 3 6 
44. Patient can do harm 2 I 3 
55. Patient can be blamed — 2 2 
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in comparison with 3 instances (13 per cent) in 
the other group (x? = 5:3, P < +05). 

The fcllowing Constructs with highest rela- 
tionship scores appeared only in the group of 
parents o7 patients suffering from schizophrenia: 
Due to worry; mental illness; patient commits 
suicide; bad illness; affects the offspring; patient 
is restless; patient is mad; produces worry; 
can be cured by priests, church and prayers. 

Common Constructs with highest relationship 
scores for the two groupswere: it is painful; it 
can be cured; patient dies; patient bleeds. 

Constructs with highest relationship scores 
appearing only in the group of parents of 
patients suffering from physical illnesses were 
the following: contagious; due to cold; periodic; 
cannot be prevented; not physical illness; 
destroys the body; affects you at certain age; 
needs prolonged treatment; produces tumour. 

Mean intensity scores (sum of relationship 
scores for the 10 Constructs used by each 
subject) were compared in the two groups and 
were not significantly different. Mean Intensity 
score for the group of schizophrenic patients 
M = 1-276 (S.D.: 262) and for patients 
suffering from physical illnesses М = 1,297 
(S.D.: 291). Since the two samples were not 
matched for sex we tested the effect of sex of the 
parent on intensity scores. Table II shows the 
results. As can be seen in this table, the sex of 
the parent does not affect intensity scores. 


РнАЗЕ B 


During this phase Constructs were kept 
standard and the mean group relationship 
scores for each Construct was used for compari- 
son of the groups. The elements of the grid were 
selected by subjects. 


INVESTIGATION OF THE CONCEPT OF ILLNESS BY PARENTS OF SCHIZOPHRENIC PATIENTS 


Method 


Fourteen Constructs from the list of those 
most frequently appearing in both groups, 
were used to form a grid with standard Con- 
structs. These Constructs are shown in Table 
ПІ. The Elements (illnesses) were selected by 
each parent. Each parent was asked to name 
illnesses he knew well. These were written on 
cards and the subject used each of the 14 
constructs provided by us to rank order the 
illnesses he named. A new sample of parents of 
schizophrenic patients was compared to a new 
sample of parents of patients suffering from 
physical illnesses. The group mean relationship 
scores for each Construct were used for com- 
parison of the groups. 


Material 


The group of parents of schizophrenic 
patients consisted of то fathers and 11 mothers 
(total 21) of mean age 53 years (S.D. = 7 years). 
The group of parents of patients suffering from 
physical illnesses consisted of 10 fathers and 13 
mothers (total 23) of mean age 42 years (S.D. = 
13 years). During this phase only sex of parents 
was matched, since social class and age do not 
seem to affect Grid scores (Bannister, D., 1965; 
Bannister, Fransella and Agnew, 1971). 


Results 


The elements produced by subjects were 
tabulated, and their frequency of appearance 
was compared in the two groups. The frequency 
of appearance was different in 4 instances: 
(a) Flu appeared in 11 instances in the group of 
parents of schizophrenic patients (Group A) 
and 5 instances in the group of patients suffering 
from physical illnesses (Group B) (x? = 4°4; 


'ТАВвгЕ II x 
Effect of sex on intensity scores (sum of relationship scores for 10 constructs) 





Group of parents of 


Group of parents of 
patients suffering 











schizophrenic patients from ‘physical’ illnesses 
Mean S.D. N Mean S.D. N T P 
Mothers 1,294 322 8 1,278 327 16 0'115 N.S. 
Fathers 1,269 244 21 1,335 213 8 0-670 N.S. 
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TABLE ПІ 
Mean relationship score for constructs 
Parents of Parents of 
schizophrenics physically ill patients 
(N = 21) (N = 23) 
Constructs T P 
Mean S.D. Mean S.D. 

т. Painful А 162 82 275 148 3°05 «0I 
2. Severe illness .. 193 64 242 146 1:39 N.S. 
3. Due to worry .. 172 74 250 140 2:28 «05 
4. Can be cured .. 171 87 227 99 1:99 N.S. 
5. Mental illness 183 go 218 94 1:96 N.S. 
6. Can be prevented 154 71 221 131 2:04 «05 
7. Bad illness... Е 174 98 220 126 1-34 N.S. 
8. Patient can be blamed 154 64 225 122 2:94 < +05 
9. Patient dies .. 5s 148 65 242 138 2°81 «OI 
то. Patient can do harm 220 195 256 152 0:68 N.S. 
11. Сап be operated 172 59 2II 140 1-18 N.S. 
12. Hereditary s I7I 62 213 116 1:48 N.S. 
19. Contagious 142 50 104 125 1°74 N.S. 
14. Patient bleeds 152 55 246 152 2°65 «05 


P < +05); (b) Bronchitis, 7 in Group A, 2 in 
Group B (xy? = 4:0; P < +05); (c) Pleurisy, 
6 in Group А, o in Group B (x? = 7:6; 
P < оп); (d) Hernia, o in Group A, 5 in 
Group B (x? = 5:1; Р < :025). Five of the ten 
illnesses used as elements during the first phase 
of the research appeared between the ten 
illnesses selected most frequently by parents 
during the second phase (tuberculosis, peptic 
ulcer, flu, pneumonia and neurosis). 

Table III shows the mean relationship scores 
of the 14 Constructs used in the two groups. 
Six Constructs discriminate significantly: Pain- 
ful; due to worry; can be prevented; patient 
can be blamed; patient dies; patients bleeds. 
In all instances mean relationship scores are 
lower in the group of parents of schizophrenic 
patients (see Fig. 1). 

An intensity score for the six Constructs 
discriminating the groups was next calculated. 
Mean value for the group of parents of schizo- 
phrenics was 947 (S.D. = 149); for parents 
suffering from physical illnesses it was 1,461 
(S.D. = 690). This difference is also significant 
(t = 3:34; Р < -025). 

The effect of the sex of the parents on the 
Intensity scores of the groups was next investi- 
gated. Only the 6 constructs discriminating the 
groups were taken into consideration. Table IV 





shows the results. There is a significant difference 
between mothers (t = 3:18; P < +05) but the 
difference between fathers is not significant. 


DiscussioN 


It is interesting to note that mean group 
Intensity scores are not different during the 
first phase where Constructs were elicited and 
each subject used his own Constructs. Important 
Constructs for the parents of schizophrenic 
patients are concerned with psychological 
features of illnesses. In contrast, the parents of 
patients suffering from physical illnesses are 
concerned with physical features of illnesses. 

It seems reasonable to assume that the differ- 
ences during the second phase are due to the 
diminished importance of the Constructs used, 
for the Construct system of parents of schizo- 
phrenic patients. The work reported above 
suggests that a method of discriminating parents 
of schizophrenic patients can be developed. 
The question arises: did they conceive illness 
as shown by the investigation before their 
children developed schizophrenia or did their 
system of construing change as a result of 
their children’s illness. Further investigations 
are necessary to clarify this point. In case the 
perception of illness was always different 
important implications about prevention arise. 
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The investigation was done in the Greek 
language and the Constructs were translated 
into English to be presented in this paper. 
Translation of a Construct may completely 
change it. English constructs may have to be 
elicited if the investigation findings are to be 
applied in English-speaking subjects. 


SUMMARY 


The work was performed in two phases. 
During the first phase 29 parents of schizo- 
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phrenic patients and 24 parents of patients 
suffering from physical illnesses were given a 
grid the Elements of which were physical 
and mental illnesses. Constructs were elicited 
and it was found that important Constructs, 
ie. those with highest relationship scores, 
were different in the two groups. Parents 
of schizophrenic patients were concerned 
with psychological features of illnesses while 
parents of physically ill patients were con- 
cerned with physical features of illnesses. Mean 
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Fic. 1.—Меап relationship scores for 14 constructs used. 
ТавіЕ IV 
The effects of sex of the parent on intensity scores (sums of relationship scores for six constructs) 
Group of parents of 
Group of parents of patients suffering from 
schizophrenic patients from physical illnesses 
T P 
N Mean S.D. N Mean S.D. 
Fathers 10 971:90 186-99 IO 1122:4 189-45 1,787 N.S. 
Mothers II 924:36 110:40 13 1723:0 223-73 3,181 «OI 
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group Intensity scores were not significantly 
different. 

During the second phase of the research 14 
constructs frequently used by subjects during the 
first phase were used to form a new grid which 
was given to new samples of parents. Elements 
were selected by the subjects. The groups were 
compared by means of relationships scores for 
the 14 constructs used. Six Constructs discri- 
minated the groups significantly. Mean relation- 
ship scores for all 14 Constructs used were higher 
in the group of parents of patients suffering 
from physical illnesses. The difference in the 
scores of the six constructs discriminating the 
groups was mainly accounted for by differences 
between the mothers. 
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Subjective Age in Chronic Schizophrenia: Evidence for a 
Sub-Group of Patients with Defective Learning Capacity? 


By T. J. GROW and W. S. MITCHELL 


Most people are aware of their own age, and 
are able to give it, at least to within a year or 
two, without reflection. Correct recall pre- 
sumably depends upon the information being 
revised and up-dated with the passage of time, 
i.e. upon а new learning process. Some de- 
mented and mentally subnormal patients may 
be expected to be deficient in reporting their 
ages, but little is recorded that would lead one 
to expect such a defect in patients suffering 
from a functional psychosis. 

In the course of a survey of in-patients suffer- 
ing from long-standing schizophrenic illnesses 
we were impressed by the frequency with which 
such subjects believe their age to be a figure 
widely diferent from the true one. We here 
report a systematic investigation of the subjective 
ages of a group of long-stay patients diagnosed 
as suffering from schizophrenia. The results 
suggest the existence of a sub-group of patients 
who may have severe learning defects which 
have hitherto escaped attention. 


METHOD 

Patient samble 

Two-hundred and thirty-seven male patients 
in long-stay wards of four mental hospitals— 
Kingseat, The Royal Cornhill, Bangour and 
Hartwood Hospitals—were interviewed. The 
patients were selected on the grounds that they 
had been given a diagnosis of schizophrenia 
early in their illness, and no alternative diag- 
nosis had subsequently been considered; and 
that, being regarded as unlikely to be able to 
make an adjustment to life outside hospital, 
they had been transferred to a long-stay ward. 
The numbers of patients in each hospital, 
together with the mean ages and durations of 
stay are stown in Table I. 
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Interview 

Each patient was interviewed individually by 
one investigator (W.S.M.). When the inter- 
viewer judged that the best possible rapport had 
been established, the patient was asked ‘How 
old are you’? and was given several minutes if 
necessary in which to answer the question. 
Data on correct chronological age and original 
date of admission were collected from the case 
notes. 


RESULTS 

Subjective age in relation to true age 

The true age of each patient (in years) was 
subtracted from his subjective age, and the 
results of this calculation were plotted to give 
the histogram of Fig. 1. Eighty patients (34-7 
per cent) assessed their age as their true age. 
A further 74 patients (32-6 per cent) assessed 
their age within five years of their true age. Of 
the remaining patients, бо (25:3 per cent) 
believed themselves to be five or more years 
younger than they really were, while only 6 
patients believed themselves to be five or more 
years older. 


TABLE I 
Description of patient population 


Mean 
Number Mean length of 
Hospital of age  hospitali- 
patients (yrs) zation 
(угз) 
Royal Cornhill Hospital, 

Aberdeen... .. 87 56:1 27:7 
Kingseat Hospital, 

Newmachar .. .. 76 56-2 17:3 
Bangour Hospital 97 52-6 20:4 
Hartwood Hospital, 

Shotts - 87 51:9 17:0 
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Thirteen patients did not reply to the 
question. Of those who did reply only two gave 
answers outside the range 17 to 84 years; these 
were a man of 51 who believed himself to be 
6 years old, and a-man of 70 who believed him- 
self to be 1,000. 


Subjective age in relation to age of admission 

The population of patients who believed 
themselves to be five or more years younger than 
they really were was analysed separately in 
order to determine whether there was any 
relationship between the subjective age of these 
subjects and their age at admission. Age at 
admission was subtracted from subjective age 
to give the histogram of Fig. 2. There is а well- 
marked peak in the distribution, showing that 
the subjective ages tend to cluster around the 
age of admission. 

In 26 cases the subjective age was within five 
years of the age at admission. The distribution 
of subjective ages in these 26 cases is represented 
in greater detail in Fig. 3. Twelve patients 
believed themselves to be their age at admission 
+1 year. These patients were noted to be 
amongst the most severely disordered, often 
suffering from poverty and stereotypies of 
speech, and showing manneristic behaviour. 

The mean true age of the group with sub- 
jective ages five or more years below the true 
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Fio. 1.—Distribution of subjective age (in years) in relation 

to true age in the whole population of 237 patients. Sixty 

(25:3 per cent) patients believed themselves to be 5 or 
more years younger than they were. 
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Fic. 2.—Distribution of subjective age in relation to age at 
admission of a group of 60 patients whose subjective age 
was 5 or more years less than their true age. Twenty-six 
patients believed themselves to be within 5 years of their 
age on admission, but were a mean 28:4 years older than 
this. The observed distribution differs significantly 
(р < 0-001) from that which would be expected on the 
assumption that the patients are guessing an age between 

o and 60 years. 
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Fic. 3.—Distribution of subjective age in relation to age 

at admission of the group of 26 patients (see Fig. 2) 

whose subjective age was within 5 years of their age at 

admission. Twelve patients believed themselves to be 
within one year of their age at admission. 
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age was 58:5 years. The few patients who 
overestimated their age had already been 
excluded from this group. On the assumption 
that no patient would be expected to give a 
negative age, it might be predicted that if the 
subjects were guessing their age, these guesses 
would be randomly distributed over the range 
0—60 years. А x? comparison of the actual 
number within and outside five years of age at 
admission with this prediction gives a highly 
significant disconfirmation of this null hypo- 
thesis (x? = 46-40; d.f. 6; р < o-oor). 

The mean duration of stay of the 60 patients 
believing themselves five or more years younger 
than they were was 25-7 years; of the 26 subjects 
believing themselves to be within five years of 
their age on admission, 28-4 years; and of those 
12 subjects whose subjective age was within 
one year of their age at admission, 28-9 years. 


Discussion 


It appears that rather more than one quarter 

of the population of chronic patients in hospital 
diagnosed as suffering from schizophrenia have 
a severely disordered concept of their own age. 
Nearly all these patients believe themselves to 
be younger than they are. It seems possible, 
although no data are readily available, that 
errors in the same direction may occur in the 
general population, but it seems unlikely that 
such errors would be greater than one or two 
years. 
The form of the defect is of considerable 
interest. Of the total sample, 12 per cent believe 
themselves to be within five years of their age 
on admission, although these patients are on 
average 28 years older than this; 5-2 per cent 
estimate their age as within one year of their 
age on admission, when in truth they are a 
mean 29 years older. 

Various hypotheses might account for these 
findings. It might be suggested that these 
patients are ‘denying’ that they have spent so 
great a length of time in a mental hospital, or 
that the conditions of institutional life are such 
that it is no longer worth while keeping track of 
the passage of time. We regard these explana- 
tions as unlikely, although they cannot be ruled 
out, and they do not account, without further 
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assumptions, for the other aspects of these 
patients’ disordered mental functions. A simpler 
explanation, we suggest, is that the disease from 
which these patients have suffered has at some 
time permanently impaired their capacity to 
modify the stored record of their experience, 
i.e. their ability to learn. If this is the case it 
seems possible that those subjects who believe 
themselves to be close to their age at admission 
are the ones in whom the capacity to learn new 
material was overwhelmed early in the course 
of the disease. There may be other individuals 
who developed such a defect at a later stage 
but who required admission by reason of 
disturbances not associated with this rather 
specific, and presumably seriously disabling, 
incapacity. Such individuals would believe 
themselves to be of an age intermediate between 
their age at admission and their true age. 
There have been a number of investigations 
(e.g. Hull, 1917; Huston and Shakow, 1949; 
Hall and Crookes, 1951; Peters, 1953; Brengel- 
mann, 1955; Gladis, 1967; Bauman and 
Murray, 1968) of learning dysfunction in 
schizophrenia, but these studies have treated 
schizophrenic patients as a homogeneous group. 
There are considerable difficulties in subdividing 
the chronic schizophrenic population in a func- 
tionally meaningful way (Wing, 1961). Our 
findings suggest a simple method by which one 
sub-population of patients diagnosed as suffering 
from schizophrenia may be defined for future 
investigations of impaired learning function. 


SUMMARY 


А survey of the subjective ages of 237 chronic 
male in-patients, diagnosed as suffering from 
schizophrenia, revealed that approximately 
25 per cent believed themselves to be five or 
more years younger than they really were, 
I2 per cent believed themselves to be within 
five years of their age at admission, although 
they were on average 28 years older than this, 
and 5 per cent thought their age was within 
one year of the age at admission. It is suggested 
that these findings may identify a sub-group of 
severely incapacitated patients who, amongst 
other dysfunctions, have a defective capacity 
for acquiring new information. 
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Psychiatric Morbidity in a North Indian Community 


By V. R. THACORE, S. C. GUPTA and M. SURAIYA 


In 1965, the Department of Social and 
Preventive Medicine of King George’s Medical 
College, Lucknow, established an Urban Health 
Centre in the Alambagh suburb of Lucknow city 
and registered 500 families representing a cross- 
section of the resident population with the 
purpose of training undergraduate and post- 
graduate medical students in the practice of 
community health (Gupta, 1966). 

As part of the comprehensive medical care 
provided to these registered families, a psychia- 
tric clinic was started at the centre two years 
later with the collaboration of the Department 
of Psychiatry of the College (Thacore, Gupta 
and Suraiya, 1971). The situation offered an 

. excellent opportunity to study various aspects 
of mental health in this small community. The 
work reported here is thus a result of collabora- 
tive research carried out by the Departments of 
Social and Preventive Medicine and Psychiatry. 

'The object of the study was to obtain rates 
and patterns of mental disorders prevalent in the 
registered families over a period of one year and 
to examine the sociodemographic correlates. 


METHOD 

The sample 

The 500 families registered at the Urban Health 
‘Centre formed the sample for the study. Of these, 
200 families were drawn from each of Adarsh nagar 
and Sardari khera localities and 100 from the 
Chandra nagar locality of Alambagh. The Adarsh 
nagar and Chandra nagar localities are in great 
contrast to Sardari khera in respect of population 
and environmental characteristics, The former two 
are new colonies constructed to house families up- 
rooted during the partition of India in 1947. The 
areas are relatively clean, with planned brick houses 
and drainage. The families residing here are mostly 
Punjabi Hindus who have a good standard of living 
and are modern in outlook. Being hard-working and 
enterprising, most have secured themselves a place 
in the middle or lower-middle socio-economic strata. 
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Sardari khera, on the other hand, is a slum area with 
poor housing and unhygienic conditions. The majority 
of the families are Muslims who have been residing 
there since before partition. They impress one as 
lacking in initiative and drive. They are poor and 
are little concerned about education. The society is 
conservative, and the women observe ‘purdah’. 


Procedure 

House-to-house visits were made by the first 
author accompanied by either the medical social 
worker, or one of the four midwives who are on the 
paramedical staff of the centre. The head of the 
family, the housewife or a responsible member of the 
family was interviewed by the author with the help 
of a prepared schedule. This schedule consisted of 
two sections: the first contained demographic items 
such as age, sex, education, marital status- and 
occupation to be recorded for each member, along 
with the socio-economic status of the family as a 
whole; the second was a health questionnaire which 
contained a series of questions to elicit information 
on the health status, both mental and physical, of 
the individuals. Individuals suspected of suffering 
from mental illness were then examined by the author 
in detail either at their homes or at the centre for a 
more precise evaluation. The total time taken to 
collect data was six months, and it covered an 
investigatory period of one year. 

In order to make the enquiry as complete as 
possible the data obtained from the family survey 
were supplemented by information from the following 
additional sources. 

1. The medical officer of health, who had been 
responsible for the functioning of the Urban Health 
Centre since its inception in 1965, had come across, 
patients who he thought needed psychiatric help. 
These were investigated. 

2. The medical social worker and the midwives 
visit each family every fortnight to record vital 
statistics and offer any help required. Consequently 
they have established cordial relations with the 
families and have come to know them intimately. 
Cases of mental illness which came to their notice 
were inguired into. 
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patients would be returned home if there was a maintenance 
therapy upon which you could depend? The major problem of 
patient default can be eliminated with the administration 
of Depixol* Depot Injection. With Depixol, now also 
available in pre-filled disposable syringes, you can 
provide effective maintenance control of psychotic symptoms 
for 2-4 weeks. Flupenthixol possesses anti-depressant 
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likely to derive most benefit from Depixol Depot Injection. 
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3. The Psychiatric Clinic at the Centre, which was 
started by the first author, had been functioning for 
some time before the survey was started. Patients 
found ill during the investigatory period were 
included in the data. 

4. Each family has a ‘family folder’, containing the 


health record of the members, which is filed at the ' 


centre. The family folders were examined for any 
relevant information. 


Operational criteria 

(a) Psychiatric case. An individual was considered a 
‘psychiatric case’ if he showed disturbance in mental 
functioning which was clinically recognizable and 
also manifest in one or more of the following ways: 

(i) A subjective feeling of perpetual loss of well- 
being. - ‘ 

(ii) Impairment in efficiency leading to change in 

daily routine or in interpersonal relationships. 

(iii) Behaviour detrimental to self and/or to others. 

(iv) Abnormal experiences, e.g. hallucinations. 

(b) Family structure and size. A unitary family 
comprised a single person living alone or a married 
couple with unmarried children. Inclusion of any 
other relative, ¢.g. parents of either spouse or married 
children, constituted a joint family. The mean size 
of a family in this study consisted of 5:42 members. 
An arbitrary cut-off point was taken at 5 so that a 
family of up to 5 members was considered ‘small’ and 
one with more than 5, ‘large’. 

(c) Socio-economic and occupation classification. This was 
done according to the classification proposed by 


Prasad (1968). It is based on the per capita income per - 


month of the family and has been used extensively in 
field studies carried out by the Department of Social 
and Preventive Medicine of this College. 

(d) Diagnostic classification. Patients were classified 
according to the Diagnostic and Statistical Manual, 
Mental Disorders, of the American Psychiatric 
Association (1968). Mental retardation was diagnosed 
clinically, using the norms of development from 
Gesell and Amatruda (1958), for children up to five 
years of age. For older subjects the definition of 
mental retardation adopted by the American 
Association on Mental Deficiency (1961) was 
employed. 


RESULTS 
A. Of the 500 registered families 497 were 
surveyed, three families being untraceable. The 
total population surveyed was 2,696. A total of 
220 patients were detected giving a one-year 
prevalence rate of 81-6 per 1,000 population. 
The socio-demographic characteristics of the 
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general and patient populations with rates of 


mental illness per 1,000 population are set out 
in Tables I-IV. 
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TABLE І 
Distribution according to age, sex and marital status 
Sample Number 


popula- of Rate 
tion patients рег 
(2,696) (220) 1,000 
Age group (years): 

0-15 T I,I9I 82 69 
16-25 444 28 63 
26-45 727 74 102 
46—65 254 32 126 
Over 65 80 4 50 

Sex: s 
Male 1,381 117 85 
Female 1,315 108 78 
Marital status 
Married 1,049 108 103 
Single 1,538 102 66 
Separated I3 2 154 
Widowed 96 8 85 


The prevalence of mental illness is significantly higher 
in the age group 26-65 years (x? = 11:6, d.f. = 3, 
р < 0:01) and among the married (x? = 10:4, 
d.f. = 1, p < 0-01). 


Taste ЇЇ 
Distribution according to province of origin, religion and 
gibson 


Sample Number 


popula- of Rate 
tion patients per 
: (2,696) (220) 1,000 
Province of origin: 
Uttar Pradesh 1,416 III 78 
Punjab 1,254 107 85 
Others 26 2 77 
Religion: 
Hindu АУ, "E 1,531 117 76 
Muslim 821 68 83 
Sikh - 308 28 91 
Christian .. 36 7 194 
Education (excluding 
those under 5 years of 
age): | (2,269) (187) 
Tliterate and just 
literate .. in 991 89 90 
Up to high school .. 996 85 85 
Above high school. . 282 46 


ТАВІЕ ТЇЇ 
Distribution according to occupation 
Sample Number 
popula- of 
tion patients 


(2,696) (220) 


Rate 


1,000 


I. Profess:ons, business 
or agriculture, of 
high status 2 18 о о 
П. Profess:ons, business 
or agriculture, of 


intermediate status 66 5 76 
IIT. Service class like 
clerical workers, 
small traders and 
agriculurists .. 258 15 58 
IV. Skilled artisans 
and analogous 
workers 144 18 125 
V. Petty agriculturists, 
labourers and other 
unskilled workers 174 25 144 
Students А 679 54 8о 
Housewives 574 57 99 
Unemployed: 
0-15 years .. 654 38 58 
16-60 years .. - 91 3 33 
Retired .. а 38 5 132 


The prevalence of mental illness was found to be’ 


significantly higher among those holding semi-skilled 
and unskilled jobs ( x2 = 22:9, d.f. = 6, p < o-oor). 


Taste IV 
Distribution according to socio-economic status and family 
constellation 
Sample Number 
popula- of Rate 
tion patients рег 
(2,696) (220) 1,000 
Socio-economic status 
(dependirg upon the 
per capita income per 
month of the family) 
(Rupees): 
I. 270.00 and above 21 о о 
II. 130.00-269.00 .. 81 7 86 
III. 80.00-129.00 .. 279 29 82 
. ТУ. 40.00- 79.00 726 57 79 
V. 99.00 and less .. 1,589 139 84. 
Family structure: 
Joint 912 80 88 
Unitary 1,784 140 78 
Family size: 
Small "m s 1,052 87 83 
Large 1,644 133 81 
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B. The distribution of patients according to 
diagnosis and the rates of different diagnostic 
categories are given in Table V. 

C. Differences in the rates of mental illnesses 
in the two contrasting communities were 
observed. These are given in Table VI. 





TABLE V 
Diagnostic classification and prevalence rates per 1,000 
population 
Number Rate 
Diagnosis of per 
patients 1,000 
Mental retardation a ae 99 14 
Organic brain тшне (поп- 
psychotic) $55 3 ч 7 3 
Functional psychoses - .. IO 4 
Schizophrenia (5) 
Affective (5) 
Neuroses .. vs so .. 55 20 
Anxiety (28) 
Hysterical (3) 
Depressive (24) 
Personality disorders n e 50 19 
Habitual excessive 
drinking (47) 
Psychophysiological disorders 9 3 
Special symptoms АЕ 42 16 
Enuresis (38) 
Transient situation reaction 6 2 
Social pence 2 I 
Suicide : 2 I 
Total .. 220 82 
Taste VI 
Rates of illnesses in the two contrasting communities 
Rates per 1,000 
population 
Chandra 
Diagnosis nagar and  Sardari 
Adarsh khera 
nagar 
Mental retardation Ss 12 17 
Organic brain syndrome.. 2 3 
Functional psychosis 5 2 
Neurosis .. 26 10 
Personality disorder 5 42 
Psychophysiological disorders 5 1 
Special symptoms : 18 I2 
Transient situational reaction 3 o 
Social n SEE о а 
Suicide I ї 
Total .. 77 go 
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Discussion 

Epidemiological data pertaining to mental 
illness in Indian communities are scarce. Barely 
a decade ago the Health Survey and Planning 
Committee, Government of India (1962), re- 
ported that there was a paucity of reliable 
statistics in this field, while Dube (1964) stated 
that ‘no such information was available any- 
where’. Based on a census report of 1911, 
Overbeck-Wright (1921) arrived at a prevalence 
rate ef 26 per 1,000 population in general. 
Dhunjibhoy (1930), however, was of the opinion 
that the census estimate at that time of 26—29 per 
1,000 prevalence was too low, as it only included 
the certifiable cases and subnormal patients 
admitted to hospital. Furthermore, he felt that 
the prevalence rate of mental illness in India 
might well exceed that in England and Wales. 
The Health Survey and Development Com- 
mittee, Government of India (1946), came to 
similar conclusions. In 1966, the Mental Health 
‘Advisory Committee of the Government of- 
India suggested a possible prevalence rate of 
20 per 1,000 population in general, 14 and 18 
per 1,000 for rural and semi-rural areas respect- 
ively. These estimates of the extent of psychiatric 
morbidity in India were based on hospital 
admission figures and clinical experience and 
not on field surveys which have been proved to 
be superior to all other methods in this respect 
(Lin and Standley, 1962). It is only lately that 
attempts have been made in this country to 
obtain epidemiological data on mental illness 
by field studies. 

In the present study all available means were 
employed to ascertain psychiatric cases. This 
was made possible by the unique set-up within 
which the study was conducted, i.e. the total 
health coverage of a section of population by a 
health team, which included provision of 
facilities for the treatment of mental illnesses 
and regular home visits by the health team to 
record health status of individuals. Thus the 
chances of missing psychiatric cases were 
minimized and it was possible to establish cases 
of psychosematic illnesses and bedwetting, for 
instance, and detect suicide and antisocial 
behaviour. It is for this reason that the preva- 
lence rate for mental illness of 82 per 1,000 
population stands out as much higher than 
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those obtained by Dube (1970) and Elnagar, 
Maitra and Rao (1971) of 18 and 27 per 1,000 
respectively. If, however, only mental retarda- 
tion, organic brain disease, psychosis and 
neurosis are taken into account the rate drops 
to half—40 per 1,000. 

As was observed by Dube (1970) and Elnagar 
et al. (1971) the prevalence of mental illness was 
significantly higher among the married com- 
pared to the unmarried, among those in the 
middle age group and among those holding 
semi-skilled and unskilled jobs. Although the 
level of education was not significantly associa- 
ted, the rate of illness was considerably lower in 
those with higher education. No sex difference 
was observed; the reason could be that a higher 
proportion of females suffering from neurotic 
illnesses is offset by a higher male population in. 
the personality disorder and mental retardation 
categories. It is noteworthy that while Dube 
(1970) found a significantly higher prevalence 
among females, mostly due to their high repre- 
sentation in the diagnostic category of neuroses 
(hysteria), Elnagar et al. (loc. cit.) found a 
higher prevalence among the males as a result 
of a higher male representation in the drug 
addiction category. Thus if taken separately 
their observations are similar to those made in 
this survey. 

The four major diagnostic categories were 
those of neuroses, personality disorders (mainly 
habitual excessive drinking), mental retarda- 
tion and special symptoms (mainly enuresis). 
Hindu and Sikh middle-aged housewives 
suffered most from neurotic disorders. The rate 
for neurosis in this study was much higher than 
that reported by Dube (1970) and was greater 
than that for psychosis. Elnagar апа his 
colleagues (loc. cit.), however, found a reverse 
situation in their rural populations, and cases of 
alcohol and other drug addictions formed nearly 
half of their patient population. Habitual 
excessive drinking was diagnosed as an illness 
where the behaviour disrupted the family 
harmony and damaged the physical, emotional 
and social well-being of the person or society. 
The majority of cases were adult married males. 
Muslims from the Sardari khera area who came 
from unitary families and held low-income jobs. 
were mostly affected. Mental retardation was. 
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twice more frequently reported among males, 
an observation similar to that made by Dube 
(1970). However, no such sex difference was 
seen to be associated with nocturnal enuresis. 
Another urban-rural difference is highlighted in 
the categories of functional psychoses and 
organic disorders, which rate higher in Elnagar’s 
survey than in Dube’s study and in the present 
one. 

Although no general conclusions can be drawn 
from the small numbers, the differences in 
prevalence rates of mental illnesses in the two 
adjacent but contrasting communities are note- 
worthy. The rate of mental illness in general is 
higher in Sardari khera, though not significantly. 
A slightly higher prevalence of mental retarda- 
tion in Sardari khera could be due to the general 
lack of adequate nutrition and environmental 
stimulation which are so necessary for normal 
growth. The rates for functional psychoses and 
neuroses in Adarsh nagar and Chandra nagar 
areas were double those found in Sardari khera. 
Since socio-economic factors were not signifi- 
cantly related to this difference, the high rates 
among the Hindu and Sikh population could be 
associated with migration, the middle-aged 
women being most affected. A higher prevalence 
of psycho»hysiological and transient situational 
disorders was also seen in the former areas. 
However, the rates of mental illness among the 
local residents and the refugees, when taken as a 
whole, are not significantly different, though 
Dube (ro7o) found a higher rate of mental 
illness among refugees than among the non- 
refugees. 

Excessive habitual drinking was confined to 
the Sardari khera area. Abuse of cheap local 
liquor is widely prevalent in this slum area and 
may be regarded as a norm in this subculture. 
However, when it adversely affected the physical 
and social well-being of the person and others 
around him the behaviour was considered out- 
side the limits of the definition of health. 'The 
prevalence of nocturnal enuresis was high in both 
areas, but slightly more so in the Adarsh nagar 
and Chandra nagar areas. Toilet training is 
generally not stressed in Indian families, thus 
perhaps allowing for a delay in sphincter 
control beyond the age of three years, the limit 
of normality taken in this study. 


PSYCHIATRIC MORBIDITY IN A NORTH INDIAN COMMUNITY 


It will have become evident that no compari- 
sons have been made with the results of studies 
conducted in other countries. These studies are 


well documented elsehwere, Lin and Standley 


(1962) for instance, and since they differ in, 


terms of methodology, diagnostic criteria, socio- 
economic and cultural background, a meaning- 
ful comparison is not possible and any attempt 
to make one would have been outside the scope 
of this paper. 


SUMMARY 


Results of а house-to-house survey aimed at 
obtainingrates and pattern of psychiatric illnesses 
prevalent in а North Indian urban community 
over a period of one year are reported. Of the 
2,696 individuals covered by the survey 220 
were found to be suffering from psychiatric 
illness, giving a prevalence rate of 82 per 1,000 
population. Prevalence of mental illness was 
found to be significantly higher in the age group 
26—65 years, among the married compared to 
the unmarried, and among those holding semi- 
skilled and unskilled jobs. The bulk of the 
patients was formed by those suffering from 
neurosis, alcoholism, mental retardation and 
nocturnal enuresis. Hindu and Sikh middle- 
aged housewives suffered most from neurosis. 
Habitual excessive drinking was mostly confined 
to Muslims holding low-income jobs. While the 
prevalence of mental retardation was signifi- 
cantly higher among the males, no such sex 
difference was associated with nocturnal enu- 
resis. 'The prevalence rates for mental retarda- 
tion and alcoholism were higher in the slum 
areas whereas rates for functional psychosis, 
neurosis and nocturnal enuresis were relatively 
higher in the better-off communities. 
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Pentazocine Abuse and Problems of Withdrawal 


By JERROLD S. MAXMEN, PETER M. SILBERFARB and ERIC PLAKUN 


This report describes a patient who developed 
a peculiar movement disorder and delirium after 
receiving hypnotics and phenothiazines during 
pentazocine withdrawal. 

The patient, a 47-year-old married working 
mother of two, was admitted to hospital for 
debridement and grafting of massive skin 
ulcerations caused by four years of self-admin- 
istered intramuscular pentazocine injections. 
According to the patient, she used parenteral 
pentazocine in order to alleviate aching in her 
arms and legs. These symptoms were of un- 
known aetiology, and had occurred inter- 
mittently over a 16-year period. Prior to four 
years ago, the patient had tried unsuccessfully 
to relieve her pain by the use of oral codeine, 
oral demerol, and oral pentazocine. Once 
having started on intramuscular pentazocine, 
she gradually increased the dose to 600 mg. 
daily taken in 15 to 20 divided doses. 

Upon admission, the patient’s physical exami- 
nation showed nothing abnormal, except for 
the presence of multiple ulcerations on the left 
and right lateral thighs and the left shoulder; 
the largest ulceration measured 8х5 cm. 
Mental status examination showed a weeping, 
hostile, demanding woman, who described 
typical feelings of depression. There was no 
evidence suggesting the presence of thought 
disorder, hysterical personality, or organic 
brain syndrome. A Minnesota Multiphasic 
Personality Inventory confirmed the clinical 
impression. Results of extensive laboratory and 
radiological studies, including a brain scan, 
two electroencephalograms, and the Halstead- 
Reitan organic screening battery, were all 
within normal limits. 

The patient’s pentazocine was discontinued 
gradually over a five-day period, during which 
time she was agitated and irritable, complaining 
of severe leg and arm pains and persistently 
begging for the drug. Although she did not 
experience nausea, vomiting, or rhinorrhoea, 
she was only able to sleep for two hours a night. 
In order to treat her insomnia during the with- 


drawal period she received on five different 
occasions each of the following oral agents: 
(a) perphenazine 8 mg. with benztropine 
mesylate 1 mg., (b) chlorpromazine 100 mg. 
with benztropine mesylate 1 mg., (c) flurazepam 
30 mg., (d) flurazepam 60 mg., and (e) paralde- 
hyde 8 c.c. Between 30 and 60 minutes after 
receiving each of these medications, she, for the 
first time in her life, became markedly confused 
and disoriented, and developed flexor-extensor 
movements of her distal arms and legs. These 
involuntary athetoid-like movements occurred 
for a twelve-second period, ceased for ten 
seconds, and started again in a regular rhythmic 
pattern. These symptoms abated within 9o to 
120 minutes after either the hypnotic or the 
phenothiazine was administered. The patient 
was observed continually while in the hospital and 
there was no evidence of surreptitious drug use. 
In the light ofthe patient's pain and insomnia, 
which continued for 28 days after pentazocine, 
hypnotics, and phenothiazines had been dis- 
continued, she was given 15 mg. of methadone 
at bedtime and slept for twelve hours without 
the development of either aches, athetoid-like 
movements, or delirium. Over the subsequent 22 
months her methadone was reduced to 7 : 5 mg. at 
h.s., sheabstained from the use of other medication, 
and has continued to be totally asymptomatic. 
Four possible explanations could be advanced 
to explain the occurrence of these athetoid-like 
movements during pentazocine withdrawal. 
First, they could be a manifestation of a seizure 
disorder. Convulsions have been reported after 
large doses of pentazocine (1), but not during 
abstinence from the drug. Although the admini- 
stration of phenothiazines could have resulted in 
a lowered seizure threshold, it is unlikely that 
the hypnotics (paraldehyde and flurazepam) 
would have precipitated a seizure. Furthermore, 
two electroencephalograms were normal, the 
last one being performed during one ef the 
delirious episodes. Second, the athetoid-like 
movements could have been a dyskinetic reac- 
tion. Two cases of possible extrapyramidal 
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symptoms following the use of intramuscular 


pentazocine have been recorded by Winthrop 
Laboratories. One subsided spontaneously after 
three hours, the other was relieved with benztro- 
pine (2). Nevertheless, in this case there are 
several factors that would mitigate against these 
symptoms being extrapyramidal in origin. They 
not only developed after taking hypnotics as 
well as phenothiazines, but also the pheno- 
thiazines were given with benztropine. Further- 
more, the rapid onset of the symptoms (within 
30 minutes) is not typical for an acute dyskinesia. 
Third, it is possible that chronic pentazocine use 
brought about certain central structural or 
chemical changes which predisposed the patient 
to develop athetoid-like movements when 
hypnotics or phenothiazines were introduced, 
such as is seen in tardive dyskinesias. In animals, 
pentazocine causes a decrease in brain dopamine 
(3). Phenothiazines are thought to block 
dopamine receptors while benzodiazepines may 
also decrease biogenic amine turnover (4). The 
role that paraldehyde plays in relation to 
dopamine is less clear. It would be interesting 
to speculate that the athetoid movements noted 
in this patient were related to persistent biogenic 
amine receptor hypoactivity caused by pentazo- 
cine, which then was worsened by the introduc- 
tion of phenothiazines, a benzodiazepine, and 
paraldehyde. Certainly the exacerbation of 
motor symptoms by phenothiazines is similar 
to what one sees in neurological syndromes 
where dopamine levels are decreased, such as 
Parkinson’s disease. 

Finally, it is possible that the patient’s 
symptoms were not related to abstinence from 
pentazocine. Instead, they could have occurred 
during the withdrawal of any CNS depressant 
drug, or could have been ап idiosyncratic 
reaction to hypnotics or phenothiazines. 

Although the successful substitution of metha- 
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done for parenteral pentazocine with this 
patient concurs with the results of a single case 
described by Raskin (5), it differs from the 
findings of Wendel, who reported that metha- 
done replacement was ineffective in two out of 
three patients undergoing pentazocine with- 
drawal (6). Thus, methadone substitution should 
be used with great caution, if at all, in patients 
withdrawing from pentazocine. 

To our knowledge, this is the first report of 
athetoid-like movements occurring in a patient 
withdrawing from pentazocine and possibly 
precipitated by hypnotics or phenothiazines. 
Pentazocine, a widely used drug, is generally 
well tolerated, and when side effects do occur 
they are thought to be dose-related (3). It is 
possible, therefore, that the high dose of penta- 
zocine used by this patient, as well as the four- 
year duration of her drug abuse (the longest we 
have seen reported), may have contributed to her 
unusual reaction to hypnotics and phenothiazines. 
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Unilateral Electroconvulsive Therapy: How to Determine 
Which Hemisphere is Dominant 


By ELIZABETH A. CLYMA 


One of the problems with the administration 
of unilateral ECT is to select the correct side 
for giving the treatment. If it is given routinely to 
the right side of the head, a proportion of 
patients will receive ECT to the dominant 
hemisphere, which is more unpleasant for the 
patient and more disruptive of memory than 
even bilateral ECT (Halliday et al, 1968; 
Fleminger, Horne and Nott, 1970). 

Various workers have shown that re-orienta- 
tion is more rapid after unilateral non-dominant 
than after unilateral dominant ECT (eg. 
Halliday eż al., 1968; Sutherland et al., 1968; 
d'Elia, 1970). This difference has been used by 
Pratt et al. (1971) to develop a test for cerebral 
dominance intended for use in mixed-handers 
and left-handers. Subjects were given two 
of their first four treatments to one side of the 
head and two to the other, order being rando- 
mized, and their ability to name objects from 
verbal descriptions was measured. Eleven of 
twelve right-handers performed considerably 
better seven minutes after right-sided ECT, as 
did eight of twelve left-handers. In a second 


paper Pratt and Warrington (1972) compared _ 
only the first two treatments, one to each side, . 


and obtained asymmetry of response in forty-six 
out of fifty-five right-handed patients (85 per 
cent). 

All these studies report pooled data from two 
or more treatments in a series, but there is some 
evidence that the first treatment in a series 
causes a longer, perhaps more disruptive, 
convulsion than subsequent treatments (Holm- 
berg, 1954). It would therefore seem useful to 
analyse separately recovery rates from different 
treatments in a series. Fleminger, Horne, Nair 
and Nott (1970) found that there were marked 
differences in the numbers of re-orientation 
questions correctly answered by patients re- 
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ceiving dominant or non-dominant ECT after 
their first and after their third treatments. 

The study here described was carried out to 
determine whether the test devised by Pratt and 
Warrington (the WP test) is of use in the setting 
of a busy psychiatric unit serving a large and 
unselected population, where time and per- 
sonnel are frequently in short supply. In a pilot 
study it was shown that unless an extra member 
of staff was available to watch the patients 
during their recovery and measure the time 
taken to become re-orientated the ECT session 
took much longer to complete, and some staff, 
especially anaesthetic staff, spent an unaccept- 
able amount of time simply waiting. 

The study was designed to answer the follow- 
ing questions: 

т. What proportion of patients are found to 
be right-dominant, і.е. what proportion of 
patients would receive their treatment to the 
dominant side if all were given right-sided 
treatment throughout? 

2. Is the WP Test superior to simply mea- 
suring bow long it is before the patient can give 
his name, ie. is the extra time and trouble 
involved worth while? 

3. Is there any difference in the ease with 
which dominance can be determined related 
to the side chosen for the first treatment, i.e. is 
it as easy to compare right-first with left-second 
as left-first with right-second? 


PROCEDURE 

Subjects 

The study refers to 52 courses of unilateral ECT, 
administered to 49 depressed patients. No subject had 
had a course of ECT within the preceding three 
months. Three patients had two courses, with an 
interval of more than three months between them. 

From Annett’s (1970) handedness questionnaire, 
29 subjects were classified as completely right-handed; 
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23 had no family history of left- or mixed-handedness. 
Nineteen were mixed-handed, most of them with only 
a mild degree of left-sidedness, but four were probably 
shifted sinistrals (one man wrote words with his right 
‘| hand and did calculations with his left). There was 
one complete left-hander. The distribution of 
handedness in this sample is not significantly different 
from the predicted distribution calculated from the 
binomial equation (Annett, 1967). 


METHOD 

The main experimental group consisted of 
the 23 complete right-handers with no familial 
tendency to sinistrality, who received 24 courses 
of ECT. Half the courses began with a right- 
sided shock (Group A) and half with a left-sided 
shock (Group B). Details of the side of first shock 
for the rest of the subjects is given in the first 
two colums of Table VI. 

ECT was administered from а standard 
Ectron machine on setting 2, using the electrode 
placement described by Halliday et al. (1968). 
The anaesthetic was methohexitone sodium 
with succinylcholine, dose depending on the 
patient’s weight. Artificial oxygenation was 


continued until spontaneous respiration маз. 


re-established. 

All patients were carefully watched during 
the recovery period, and at the first and second 
treatments the following times were noted to the 
nearest half minute: 

1. Time from shock to onset of spontaneous 

regular respiration. 

2. Time from shock to opening of eyes to 
command. 

3. Time from shock to giving of correct 
surname. Some women gave their maiden 
surname; this was accepted. , 

4. Time from shock to answering correctly 
any two of four questions. 

5. Time from shock to answering correctly 
any three of four questions. 

6. Time from shock to answering correctly all 
four questions. 

7. Time from giving correct surname to 
answering two out of four questions. 

The four questions used came from Pratt and 
Warrington (1972). They were asked for the 
first time immediately the patient had given his 
correct surname. If any questions were not 
answered, or answered incorrectly, these were 
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repeated in a different order seven and a half 
minutes later and, if necessary, a further seven 
and a half minutes after that. A non-verbal 
perceptual test was also administered to most 
subjects. 

Further treatments were given to the side 
which produced the shorter times, which was 
assumed to be the non-dominant side. Most 
patients had their times to give their name 
(and occasionally to answer the questions) re- 
checked after the third or fourth treatment. 

If the difference in times between the two 
sides was less than five minutes, or if a right- 
handed subject took longer to answer two 
questions correctly after a right-sided than 
after a left-sided shock, the patient was given 
another trial pair of treatments using a different 
set of questions from the list of Pratt et al. If 
the order of the first two treatments was RL, 
the third treatment was usually given to the 
right side and the original set of questions used 
again to permit comparison with the second 
(left-sided) treatment. 


RESULTS 
1. The main group 

This group consisted of the 24 courses of 
treatment administered to the complete right- 
handers with no family history of left-handed- 
ness, who formed Groups A and B. 

The means of the eight time-intervals re- 
corded for each group for each of the first two 
treatments are given in Table I. Not every time- 
interval could be recorded on every occasion, so 
the number of subjects involved is noted. Only 
if the time interval was recorded on both 
occasions for one subject was it included in the 
calculations. 

An analysis of variance, on the model of 
Winer (1962) for the two factor condition with 
one repeated measure was carried out for each 
of the eight time-intervals, to determine the 
relative importance of side (R or L) and order 
(first or second) of treatments. Time intervals 
(1) and (2) gave no significant differences, and 
the analysis of variance data have not been 
included. The analyses for time intervals (5) 
and (6) gave results so similar to those for 
time-interval (4) that they also have been 
omitted. There was no case where time to 
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answer -hree or all four questions discriminated 
between the sides when time to answer two 
questions did not. Tn fact, several patients either 
failed tc answer the fourth question, or took a 
very long time, after both right- and left-sided 
treatments. No further information is provided 
by continuing the test to a criterion of three or all 
four questions. The important findings are sum- 
marized in Table II, from which it is seen that: 

(a) There are no significant differences be- 
tween the two groups of subjects. 

(b) Significant differences between right- 
sided and left-sided treatments are seen for 
time-interval between shock and answering 
two questions and for the time-interval between 
giving correct name and answering half the 
questions correctly, but not for time from shock 
to giving correct name. 

(c) A significant difference due to the effect 
of order of treatments is seen for the time- 
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interval between name and two questions 
correct. For Group А the difference is small and 
in the predicted direction (sce Table I), but 
there is a large and highly significant difference , 
between L-first and R-second for Group B. 


2. Further studies on subjects from Group A 

Ten members of Group А were re-tested 
following their third treatment, which was given 
to the right side of the head. Times from shock 
to giving of correct surname were recorded 
(Table III). The difference between right and 
left sides is not significant for the first two 
treatments but is highly significant for the 
second and third. The difference between 
right-first and right-third is consistent but not 
sufficiently large to reach significance. 

Four members of Group A also attempted to 
answer the original set of questions after their 
third treatment. This was because the results 


TABLE I 





Mean time in minutes from shock to 











I. 2. 3. 4. 5. 6. 7. 

Mean time 

Sponta- Open Correct 2 Questions 3 Questions 4 Questions from correct 

neous eyes name correct correct correct name (3) to 
respiration 2Q (4) 
Group A N=8 N=9 N= 12 N=12 N=11 N=7 N= 12 
ECT 1R 2:56 6-61 7°75 18-08 19°32 17:61 10°33 
ЕСТ 21, 2°50 6-11 9:56 21:75 23:55 23:50 12:29 
Group В N= N=9 N=12 N=12 N — rr N=7 N=12 
ECT 1L 2:19 5°33 7:08 21:46 24-20 22:71 14°38 
ECT2R 2-19 4°78 5:96 10°63 12:95 12:07 4:67 

Taste II 


Analysis of variance using data from Table I 
i оше. =, 


3. Name 


MS df F 


4. Two questions correct 7. Two questions—name 


MS df F MS df F 











Between groups 52-08 I 3:35 180-19 I 1:82 38-52 I 0:66 
Ss within groups 15:59 22 99:20 22 58:20 22 
Between sides of treat- 

ment és ae 24:08 I 2:93 630.75 I 9:05** 408-33 I  I2:09** 
Interaction (— order 

of treatment) 1:02 І O:10 15408 І 2:01 180: 19 I 5:9g1* 
Sides x SWG 10:34 22 69:74 22 33°94 22 

* — p 0-05 ** = po-or 
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of testing after their first two treatments gave 
no clear indication of dominance. Times to 
answering half the questions were compared with 
those for the first two treatments (‘Table IV). 
When the first two treatments are consi- 
dered, the R-L difference is not significant. 
When the second and third treatments are 
examined, the R-L difference is not significant. 
However, there is a large R-first R-third differ- 
ence significant at the 5 per cent level. It must 
be emphasized that this sub-group is a highly 
selected one, not typical of the group as a 
whole: two of .he four were considered after four 
treatments to be right-hemisphere dominant. 
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3. Further studies on subjects from Group B 

Four members of Group B were given a 
second pair of treatments because results from 
their first pair did not give a clear indication of 
which side was dominant. Time-intervals be- 
tween administration of shock and giving correct 
surname and answering two questions correctly 
are shown in Table V. 

The R-L differences for time to giving correct 
surname are not significantly different for any 
treatment pair. When times to answering two 
questions are considered, the R-L difference for 
the first treatment pair is not significant; how- 
ever, the difference for the second pair of 









































Taste III 
Ten subjects from Group A— Time from shock to giving correct name (mins.) 
Mean s.d. t-tests 
ЕСТІ R 7:25 3:02 1Ro2L—t = 1:35,0:2 > рр 0-1 
ECT 21 9:80 4°75 1Ros3R—t = 1:58, 0:2> рь от 
ЕСТ з Е 5:50 1:33 21.053 R—t = 2-61, р < о.о: (one-tail) 
ТАВІЕ IV . 
Four subjects from Group A— Time from shock to two questions correct (mins.) 
Mean в.а. t-tests 
ECT i R 29-88 8-28 1Ras2L—t = 1:542 N.S. 
ECT 2L 19°63 7°98 т Ros 3 R—t = 2:500, p < 0°05 (two tail) 
ECT 3 R 13°63 7:60 2L us 9 R—t = 0:944 N.S. 
TABLE V 
Four subjects from Group B— Time from shock to giving correct name and io two questions correct (mins.) 
Shock to name 
Mean s.d. t-tests 
ECT ҮТ, 6-38 3:04 1 L os2 R—t = 0:429 
ЕСТ з R 7°50 3°50 iLw4L-—t-o:r 
ECT3R 6-50 2°53 3 Ros4L—t = 0:128 
ECT 41 6.75 2:28 3 Коза R—t = 0:401 
Shock to 2 questions 
correct 
Mean s.d. t-tests 
ECT:L 19°63 6-63 11052 R—t = 0:224 n.8. 
ЕСТ 2 К 18:25 8:96 4L os 3 R—t = 2:581, p < 0:025 (one-tailed) 
ECT gR 10°50 5:82 1Lo54L-—t = 0:481 ns. 
ECT 41, 21:94 5*0I 2ЕК 053 R—t = 1:259 0.3. 





376 
treatments is highly significant. Comparisons of 
R-second with R-third and L-first with L-fourth 
show по significant differences. It should be 
remembered that a different set of questions was 
used for each pair of treatments. 


4. Dominance established in the 49 pattents studied 


Table VI gives a summary of the dominance 
established in the 46 patients who received one 
course of treatment each, with the number of 
treatments needed to establish this dominance. 
Once dominance was established further treat- 
ments were given to the non-dominant side. 

Of the three subjects who received two courses 
of unilateral ECT, two mixed-handers were in 
the ‘uncertain’ group on both occasions, while 
the third, a complete right-hander, was ‘un- 
certain’ after the first course (when in Group A) 
and thought to be left-dominant after four 
treatmenis of her second course (when a member 
of Group B). 

Therefore, of the 49 subjects treated 41 (84 
per cent) were thought to be left-hemisphere 
dominant and 5 (10 per cent) right-hemisphere- 
dominant. Twenty-seven of the 29 right- 
handers were classified as left-dominant and 2 
as right-dominant. The dominant side was 
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established after one pair of treatments in 
46 per cent of courses (58 per cent in each of 
Groups A and B) and after two pairs of treat- 
ments in 88 per cent of cases. 

However, whereas subjects given treatments , 
in the order RL almost always had their 
dominance established by a further right-side 
treatment, subjects who had treatments in the 
order LR usually had to have a further two 
treatments, one to each side, for their dominance 
to be established. Thus a left-dominant subject 
receiving a right-sided shock first is given only 
one treatment to the dominant side (order of 
treatments RLR), whereas a left-dominant 
subject given a left-sided treatment first receives 
two ECT's to the left side. As unilateral ECT 
to the dominant hemisphere is thought to be 
even more disruptive than bilateral ECT, those 
who received only one shock to the dominant 
side have an advantage over those given two to 
this side. 

Discussion 

The questions asked in the Introduction are 

all aswered by this study. 


1. Five patients out of the 49 were found to be 
right-dominant by the WP Test criterion, and 


Taste VI 
Dominance established for the 46 subjects who had one course of ECT 














Order of Number of ECTs needed to determine dominant side 
t 
Handedness of pair of Мо. of Two Three Four Uncertain 
patients treat- subjects ———,. ——________. — after 
ments Ldom Rdom Ldom Rdom Ldom Rdom four 
Complete right RL її 7 о а о о а o 
LR II 7 о І o 3 о о 
Right-+ familial RL 2 I о о о І о о 
left-handedness . . LR 4 4 о o o o о о 
Mixed, рге- RL 8 I 2 4 o I о о 
dominanily right LR 5 2 о о о 2 о І 
Mixed, ?shifted RL I o о І о о о о 
sinistrals LR 3 o о о о 3 о о 
Completely left LR I о о o o o ї о 
Total .. RL 22 9 2 7 o 2 2 о 
Total .. LR 24 13 о І о 8 І I 
Grand total .. 46 22 2 8 о 10 3 1 
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a further patient (discussed below) seems to have 
been misclassified as left-dominant. Therefore 
12 per cent of the sample were right-dominant. 
Three were completely right-handed with no 
family tendency to sinistrality; two were pre- 
dominantly right-handed. Warrington and Pratt 
(1973), in their group of left-handers, and 
Fleminger, Horne and Nott (1970), in a group of 
right-handers, similarly found no relation be- 
tween dominance and familial sinistrality. 

The 12 per cent error which would have been 

obtained if all subjects had received right-sided 
ECT throughout is unacceptably high. If only 
the predominantly right-handed are counted, 
the-error would have been 5 out of 44, or 11 per 
cent. It is therefore important that dominance 
should be carefully ascertained in all patients, 
not just in mixed-handed or left-handed ones, 
as early as possible in a course of ECT. 
2. Unlike many previous ones, this study failed 
to show a significant difference between the 
speed of giving one’s name after right and after 
left ECT. This failure was not due to an order 
of treatment effect, although there was a trend 
for patients to be able to give their name more 
promptly after later right-sided ECT’s than after 
the first right-sided one. 

The WP Test did show a significant difference 
between the two sides, even when a criterion of 
only two correctly answered questions out of 
four was used. This test is obviously more 
discriminating than simply asking the subject 
his name. The WP 'Test discriminated between 
the two sides on the first pair of treatments in 
46 per cent of courses; a further one or two 
treatments discriminated another 42 per cent. 

Administering the WP Test to a criterion of 
two correct out of four is therefore a useful 
procedure and may be considered to be worth 
the extra time needed to carry it out. However, 
no further information is provided by con- 
tinuing the test to a criterion of three or all four 
correct. Many patients were unable to answer all 
four questions correctly, but none failed to 
answer two questions within 30 minutes. 

Pratt and Warrington (1972) obtained asym- 
metry of response in 84 per cent of right-hands 
given one pair of treatments. They noted that in 
four of the nine remaining cases asymmetry of 
response was obtained at the second pair of 
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treatments when a lower dose of electricity was 
used. The Ectron machine used in the present 
study gives out a larger quantity of electricity 
than the amount they reported (Maxwell, 
personal communication) and this is the pro- 
bable explanation for the discrepancy between 
their findings and those obtained here. As the 
Ectron machine is the one mostly commonly 
used in this country, it would appear that the 
findings reported here are more relevant to the 
majority of psychiatric units in Britain. 

The re-orientation questions used by Fle- 
minger et al. (1970) similarly discriminated 
between different groups of patients treated 
with right- or left-sided ECT. However, when 
individual treatments are considered, some of 
the differences between right and left sides are 
not sufficiently large to reach significance (for 
example, in their Table VI 32 questions were 
answered correctly out of 60 after the third left- 
sided treatment and 38 after the third right- 
sided treatment ( x^ = 0°14, n.s.). 

The smaller differences between sides ob- 
tained are difficult to explain, as Fleminger 
et al. do not give sufficient detail about individual 
questions and subjects. However, it is likely that 
two of the questions asked (the day and whether 
or not the patient remembered having treat- 
ment) were too hard for most subjects, pro- 
ducing a ‘floor effect’, while the other questions 
(month, year and place) were too easy, giving a 
‘ceiling effect’. Degree of difficulty appears to be 
important when examining tests for discrimi- 
nating the dominant and non-dominant hemi- 
spheres, for example the WP Test to the 
two-questions-correct criterion is a better dis- 
criminator than the same test to the criterion of 
all four questions correct, as the latter tends to 
produce a ‘floor effect’. 

3. For the 46 per cent of subjects whose domi- 
nance was established from the first pair of 
treatments, order had no significant effect. 
However, where the dominant side was not 
identified after two treatments it could almost 
always be identified, in those given treatments 
in the order RL, from a further single right- 
sided shock, whereas in those given ECT in the 
order LR another pair of treatments was 
necessary. The recovery period after the first 
right-sided ECT in a course is usually more 
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prolonged than that after subsequent shocks to 
the same side, in a left-hemisphere-dominant 
subject (see Tables 3, 4 and 5); the differences 
between the first and subsequent left-sided 
shocks is less consistent and frequently in the 
opposite direction. d’Elia and Perris (1970) have 
shown that the integrated voltage of the EEG 
immediately after a unilateral shock is higher 
on the stimulated side, but that the difference 
between the sides is smaller after non-dominant 
than after dominant ECT. They did not study 
the first shock of a series. It would be interesting 
now to repeat their study, this time including the 
first treatment of a course, to see if the difference 
between the sides is any smaller after a first 
shock than after subsequent shocks to the 
non-dominant side. 

There was in this series one case of severe 
amnesia and depersonalization following ECT. 
It occurred in a subject from Group B who 
received one left and five right-sided shocks. 
She received her first treatment to the left side 
and her second to the right; presumably, the 
prolonged recovery following the first treatment 
to the left side was due more to the ‘order effect’ 
than to the ‘side effect’, and if the third treat- 
ment had been given to the left side and com- 
pared with the second right-sided shock the 
correct side for further treatments, in this case 
the left, would have been found. 

The experimental design was biassed in 
favour of finding right-handed subjects to be 
left-hemisphere-dominant (further testing after 
the first pair of treatments was done when re- 
orientation was faster after the left-sided treat- 
ment). Otherwise there would certainly have 
been more errors made. 

The first shock, if given to the non-dominant 
side, seems to have a more devastating effect in 
many patients than later shocks to this side and 
than shocks to the dominant side. Shocks to the 
dominant side cause more disruption than 
bilateral shocks. It would therefore seem 
advisable to make the first shock a bilateral one, 
and use the second and third in the course for 
determining which side is dominant, continuing 
with non-dominant ECT from the fourth 
treatment. 

The percentage of right-hemisphere-dominant 
right-handers found in this study, 11 per cent, is 
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surprisingly high. Fleminger, Horne and Nott 
(1970), however, found that 12-5 per cent of 
their sample of right-handers performed a verbal 
test better after left-sided than after right-sided 
ECT. Roberts (1969) states that the percentage 
in a normal population is 5 per сепї-Е5 per cent. 
It is interesting to note that four of the five 
patients found to be right-hemisphere-dominant 
were suffering from atypical depressive illnesses 
and had inadequate, ill-adjusted personalities; 
none of them responded well to ECT. The 
question whether such personalities are more 
than usually associated with abnormal patterns 
of cerebral dominance is one which deserves 
further study. The alternative explanation that 
errors were made in determining the dominant 
side in these subjects is possibly correct; but if 
this were the case one would have expected to 
see clinically apparent memory impairment in 
these subjects, and this was not the case. It is 
hoped that further studies of dominance will be 
possible in these patients. 


CONCLUSION 


This study demonstrates the importance of 
determining which hemisphere is dominant 
before giving a course of unilateral ECT. 
Simply giving right-sided ECT to all patients 
leads to an error of about 10 per cent even 
among strong right-handers, irrespective of 
whether or not there is a familial tendency to 
left-handedness. 

Simple tests of re-orientation, e.g. time to 
eye-opening or to giving name, are not suffi- 
ciently discriminating. The WP Test requires 
some time and trouble but is eminently worth- 
while. 

The comparison of the first and second 
treatments in a course can lead to inaccuracy 
because the first shock has a more profound 
effect on the patient than subsequent ones. This 
is particularly true of ECT to the non-dominant 
side. 

Itis suggested that when a course of unilateral 
ЕСТ 1з to be given, the dominant side should be 
determined from a comparison of the second and 
third treatments, one given to each side of the 
head, using the WP Test to a criterion of two 
questions correct, and that to avoid any bias the 
first shock in the course should be a bilateral one. 
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The First Seventy Admissions to an Adolescent Unit in 
Edinburgh: General Characteristics and Treatment Outcome - 


By R. FRAMROSE 


Summary 
1. The clinical functioning of the Young People's Unit, Edinburgh is described. This involves 
a relatively permissive, democratic ‘milieu’. Psychotherapeutic efforts are devoted to the 
resolution of family psychopathology and the achievement of maturational progress for the 
adolescent. 
2. Data on the first seventy admittions to the Unit were examined. Two-thirds of the patients 
were diagnosed ‘developmental crisis’; the majority of these also had a personality disorder. 
3. Assessments of family functioning showed high levels of disturbance and psychiatric morbidity 
among the parents. The adolescents had mutually good, positive relationships with their 
opposite-sexed parents, but markedly negative ones with the same-sexed parents. This was not 
in accordance with the usual findings in ‘normal’ families. Delinquent and impulsive patients 
showed uniformly negative family attitudes. 
4. A simple estimation of treatment outcome at discharge gave results comparable to those of 
other units, with 70 per cent of patients rated as improved. Neurotic and psychotic patients 
had a relatively better outcome. Tension-discharge personality disorder and a history of very 
disruptive or antisocial behaviour were associated with poor outcome. Е 
5. The poor response of very disturbed, impulsive adolescents to this type of therapeutic 
regime is discussed. These individuals do not appear to have sufficient personality resources 
and organization to benefit from this type of treatment. Emerging from this is a suggestion 
for an increased provision of specialized units offering containment and intensive care to the 
very disturbed adolescent. 


INTRODUCTION unit where relatively short-term admission of 


Adolescent units are a relative novelty in 
the United Kingdom. In 1964 they numbered 
seven, with a total of 157 beds; and at that 
time a Ministry of Health recommendation to 
Regional Hospital Boards (1964) suggested a 
future provision for adolescents of 20 to 25 
beds per million population. There are now 
about fifty adolescent units throughout the 
United Kingdom, with a total provision of 
approximately goo beds (Association for the 
Psychiatric Study of Adolescents, 1973). The 
few published accounts of these units support 
the wider view, derived from the international 
literature, of considerable variation in aims and 
methods of functioning in these establishments. 
Bruggen ei al. (1973) have described a small 
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the adolescent is just part of a continuous plan 
of family treatment. Kluwer (1971), on the 
other hand, describes long-term, psychoanalytic- 
ally-based treatment, with much less emphasis 
on family involvement. While some units admit 
a wide spectrum of disorders and focus on short- 
term investigation and diagnosis (Aakrog et al., 
1971), others are more selective, with long-term 
treatment aims in mind. The description of the 
large unit at St. Ebba's Hospital (Sands, 1953; 
Annesley, 1961), opened in 1949, illustrates the 
early difficulties encountered in providing 
appropriately for the specific treatment needs 
of the adolescent. There have been relatively 
few opportunities to assess the outcome of cases 
treated under these different regimes. 
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The aim of this paper is to present some data 
obtained from the first seventy admissions to 
the Young People's Unit, Edinburgh. Some 
general characteristics of the patients and their 
families will be mentioned, followed by an 
examination of variables associated with treat- 
ment outcome. Some proposals will be offered 
for the future planning of a comprehensive 
range of facilities for the psychiatric care of 
adolescents. 


The Young People's Unit 

The Unit provides fifteen beds for adolescents 
of both sexes between the ages of 14 and 20. 
Central to the treatment orientation is the 
concept of the maturational tasks of adolescence. 
Many writers have considered the necessary 
maturation and differentiation of personality 
functioning in adolescence, notably Anna Freud 
(1958) and Erikson (1956). These maturational 
tasks are principally concerned with separation 
from the parents and the smooth establishment 
of a secure personal identity, with mature 
adjustment in the areas of social, sexual and 
occupational functioning. Grossly inappropriate, 
maladaptive responses to these tasks in adoles- 
cence are felt to be determined to a large extent 
by the quality of previous relationships in the 
family. The Unit aims to provide a setting in 
which family psychopathology can be examined, 
worked through and modified; while simulta- 
neously the adolescent can learn to use more 
adaptive, constructive responses to his diffi- 
culties. 

Admissions to the Unit are not usually under- 
taken as a response to external crises, and only 
rarely for the purpose of investigation. The 
adolescent, after his initial referral, may have 
been attending for out-patient individual or 
family therapy for some time. When admission 
is being considered the family is visited at home 
by members of the nursing staff, and at this 
time an attempt is made to define a therapeutic 
contract involving the whole family. Admission 
is arranged finally after discussion with the 
whole Unit staff. 

The Unit is run on fairly permissive, demo- 
cratic lines. The adolescents attend daily small 
group psychotherapy sessions of an hour and 
a quarter with the psychiatrists, and also com- 
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munity meetings with the nurses. At one of 
these meetings they organize a rota of domestic 
chores in the house and the allocation of 
evening passes. Ad hoc meetings can be convened 
by staff or patients in times of crisis. In the after- 
noons the adolescents are required to attend a 
local school or to obtain part-time employment. 
There are weekly psychodrama sessions. ‘The 
youngsters go home at weekends and join with 
their parents in multiple-family groups once a 
week. 

While the emphasis is towards: a psycho- 
therapeutic understanding of individual and 
family difficulties, constant stress is also placed 
on appropriate maturational progress, often 
involving techniques of direct confrontation 
from staff or other patients. Firm limits are 
set on time-keeping and ‘acting-out’ behaviour, 
but as far as possible the staff try to use the 
democratic atmosphere to enable the adolescents 
to set limits for themselves. With the adolescent’s 
large investment in gang-formation and the 
regard of his peers, the influence of the group in 
modifying or controlling behaviour is usually 
stronger than that of staff members, who can 
more easily be identified as authority figures. 

There is a high staff-patient ratio, with eight 
nurses as well as a full-time social worker and 
three psychiatrists who also have out-patient 
commitments. Most units run on these sorts of 
lines demand a high degree of staff communica- 
tion and integration (Evans, 1971). In the 
Y.P.U. there are both unidisciplinary and 
multidisciplinary staff meetings which serve 
administrative, teaching or discussion functions. 
Two of the most important weekly meetings 
are the unstructured ‘sensitivity meeting’ where 
staff tensions and difficulties can be explored; 
and the case-conference, where assessments and 
plans are pooled for a single patient during a 
ninety-minute meeting. 

Discharge from the Unit is usually planned a 
month or six weeks before the actual leaving 
date, and is fully discussed with the adolescent 
and his family. Formal out-patient treatment on 
an individual or family basis, often involving 
the nursing staff, may continue after discharge. 
Almost all patients maintain some informal 
contact with the Unit. 
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METHOD 

A previous paper (Evans and Acton, 1972) 
presented data obtained from 239 consecutive 
new out-patients attending the Unit. The 
present study examines similar data on the 
first seventy patients admitted (between 1 Sep- 
tember 1968 and 30 September 1971). Informa- 
tion was collected in two stages using a 134-item 
assessment form. The first sections of the form, 
dealing with historical and family variables and 
the clinical assessment of ‘the adolescent, were 
completed by the psychiatrist before the patient's 
admission. The last section, concerned with the 
response to treatment, was rated at the time of 
discharge. 

The diagnostic classification followed the 
scheme proposed by the Group for the Advance- 
ment of Psychiatry (1966), and involved three 
separate, independent ratings on the assessment 
form: (i) the diagnostic category of mental 
illness; (ii) the presence or absence of personality 
disorder; and (ii) the presence or absence of 
mental retardation. 

Apart from the more overt measures of family 
functioning, such as parental separation or 
previous psychiatric treatment, there were 
eighteen’ ratings of family attitudes. Each 
parent was scored on a four-point scale. for 
six attitudes towards the adolescent (hostility, 
affection, dominance, passivity, indifference 
and involvement). In a similar way, the 
patients were rated on three attitudes towards 
each parent in turn (rejection, dependence and 
detachment). 

Amongs: other ratings completed at discharge 
there were five concerned with possible improve- 
ment in various areas of functioning since 
admission. They covered symptomatic dis- 
turbances, work, social and sexual adjustment 
and, lastly, the general level of functioning of 
the patient. The last item was selected as an 
overall measure of treatment outcome. 

The data were punched on to cards and 
analysed at the Edinburgh Regional Computing 
Centre. The significance of comparisons be- 
tween groups of patients was calculated, using 
the chi-square test. АП P values are two-tailed. 
It should be noted that some variables on the 
assessment form were not completed for all 
seventy patients, some being ‘not applicable’ or 
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‘not known’. In these cases percentages and 
calculations of statistical significance involve the 
number of known values. Definitions of some 
important items in the assessment form appear 
at the end of the paper. 


REsuLts 
General characteristics 
The adolescents 

Among the 70 patients there were 34 boys 
and 36 girls. Their ages were evenly distributed 
between 14 and 20 years, with a mean of 16-4 
years. Three-quarters of the patients had been 
referred from their general practitioners or 
from another psychiatrist, only 8 patients (11 per 
cent) having come from the Courts or other 
legal agencies. 

Only one patient was mentally retarded. 
The distribution of patients on the two major 
diagnostic ratings—of mental illness and per- 
sonality disorder—is shown in Table I. Ten 
were diagnosed neurotic and 6 psychotic. The 
IO cases in the 'Other' category of mental illness 
comprised reactive disorders, psychosomatic 
disorders and organic syndromes. Of the 7o 
patients 44 received the rather non-specific 
diagnosis of *developmental crisi, but of these 
37 were separately rated as also having a 
personality disorder. In all, 55 of the 70 
adolescents were thought to have a personality 
disorder, about half being of the ‘tension- 
discharge’ type. 

Some variables grouped together as symp- 
tomatic disturbances are shown in Table II. 
Most of these were simply rated ‘present’ or 
‘absent’ by the examining psychiatrist. Over 
three-quarters of the patients complained of 
anxiety and depression. Over a third gave a 
history of self-injury (‘attempted suicide’) and 
a similar proportion had been involved in one 
or more episodes of delinquency. Self-injury 
and somatic symptoms were recorded more 
frequently for girls than for boys. 

Behavioural disturbance was rated as ‘marked’ 
for 19 patients (27 per cent) and ‘moderate’ for 
a further 30 (43 per cent). An effort was made to 
assess the patient's motivation and ability to 
make use of the psychotherapeutic regime by 
rating ‘wish for insight’ and ‘objectivity’ (see 
Definitions). These items were rated ‘consider- 
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Tase I 
Distribution of patients in categories of mental illness and personality disorder 





Mental illness 











Developmental 
crisis 
Tension-discharge 
personality disorder .. 17 


Neurotic Psychotic Other 





I I 2 21 


nt 


Personality Other 














disorder personality disorder . 20 5 3 6 34 
No 
personality disorder .. 7 4 2 2 15 
Total .. 44 10 6 10 70 
Taste II 
Symptomatic disturbance 
_____________—————-—————-—-—— ——— 
Total Males Females "T 
(N — 70) (N — 34) (N — 36) Significance of 
Symptom ———————— male/female 
N 96 N 96 N 95 difference 
Anxiety .. 56 (80) 29 (82) 27 (75) N.S. 
Depression 52 (75) 23 70 29 N.S. 
Phobic 30 (44) 16 50) 14 39 N.S. 
Self-injury .. 26 (37) 8 23) 18 (50 Р < +05 
Delinquency 25 (36 14 41 II (31 N.S. 
Drug abuse 20 (29 12 (35 8 23) N.S. 
Somatic m E 22 (32 6 (18 16 1$ P < +05 
Learning difficulties Е 12 | 7} 9 б) 3 (8 N.S 
Hypochondriasis .. ES 9 13 4 12) 5 (14) N.S. 





able’ for a quarter of the adolescents and 
‘average’ for a further half. Childhood neurotic 
symptoms were reported for 41 (62 per cent) 
patients, and 40 had received some form of 
psychiatric treatment before attending the Unit. 


Family functioning 

The distribution of Social Class, rated by the 
father's or guardian's occupation, was: Classes I 
and II, 39 per cent, Class III, 35 per cent and 
Clases IV and V, 26 per cent. Among the 
seventy patients there were seven whose fathers 
had died, but none who had lost their mothers. 
Six patients had been adopted, and four had 
step-fathers. The reporting of previous psychia- 
tric treatment for other family members was 
as follows: fathers, 10 (16 per cent), mothers, 


21 (33 per cent) and siblings, 7 (12 per cent). 
Marital disharmony was rated ‘severe’ amongst 
the parents of 18 (29 per cent) patients and 
‘moderate’ for another 22 (47 per cent), and a 
permanent separation had occurred in g cases. 
It is not possible in this paper to present a 
complete analysis of the data from the eighteen 
family attitude variables, but one finding 
deserves mention (see Fig. 1). This is the 
mutually positive relationship obtaining between 
the adolescent and his ofposite-sexed parent, and 
the mutually negative one with the same-sexed 
parent. Girls, when compared to boys, received 
significantly more paternal affection and in- 
volvement, but more hostility and passivity 
from their mothers. In turn, they were more 
dependent on their fathers than were boys. 
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Affection Indifference Involvement Hostility — Possivity Dependence 
from from from from from on 
father father father mother mother father 
P«.005 Р<.001 Р<.01 Р<-05 Р<-025 P«-025 


Fra. 1.—5ех distribution of family attitudes. 


Treatment outcome at discharge 

The average length of stay in the Unit was 
from six to nine months, with 13 per cent of the 
patients staying for over a year. At discharge the 
number of patients rated ‘Marked’ or ‘Some’ 
improvement on the five outcome variables was 
as follows: (i) symptomatic disturbance, 46 
(75 per cent); (ii) work functioning, 31 (59 per 
cent); (iii) social functioning, 40 (66 per cent); 
(iv) sexual functioning, 23 (52 per cent); and 
(v) general level of functioning, 50 (71 per cent). 
A comparison was made between the 50 patients 
achieving ‘Marked’ or ‘Some’ improvement in 
general level of functioning (the good outcome 
patients) and the 20 rated ‘Little or nil’ improve- 
ment on this variable (the poor outcome). 
Some variables differentiating the two groups 
are shown in the left-hand colums of Table III. 


The adolescents 

While formal diagnosis did not significantly 
differentiate the groups, 8 out of то neurotic 
and 5 out of 6 psychotic patients were in the 
good outcome group. Good outcome was also 
associated (non-significantly) with more anxiety, 
depression and hypochondriasis, and with 
higher ratings on objectivity and wish for 
insight. Poor outcome was significantly asso- 
ciated with more delinquency and drug abuse, 


and with lower levels of frustration-tolerance. 
Half the patients in this group were diagnosed 
tension-discharge personality disorder. Other 
significant characteristics were: more disturbed 
behaviour, a greater number of jobs before 
admission, and a shorter length of stay in the 
Unit. 


Family functioning 

There was no significant differentiation 
between the outcome groups on these measures, 
but the attitude ratings showed trends for poor 
outcome to be associated with mutually 
negative family attitudes—less affection and 
more hostility from the parents and more 
rejection of them by the adolescent. 


Impulsive patients 

It seemed from these results that a central 
characteristic of the poor outcome patients 
was their impulsivity. This was examined by 
combining all patients receiving a diagnosis of 
tension-discharge personality disorder, or a 
low rating on frustration-tolerance, to form a 
group of ‘Impulsives’, The comparison between 
these 33 patients and the remainder is shown in 
the right-hand columns of Table III. 

As a group they did indeed have a significantly 
poorer outcome than the ‘non-impulsives’. There 
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Tase Ш 
Comparisons of good and poor outcome, and impulsive and non-impulsive patients 
Outcome Impulsivity 
Non- 
Variable Poor Good Significance Impulsive impulsive Significance 
(N=20) (N=50) (N=33) (N=37) 

History 
Aged 14 to 17 14 27 N.S. 25 16 Р < -05 
Two ог more jobs 14 24 Р < +05 23 15 Р < “05 
Delinquency 13 12 Р < -005 19 6 Р < -oor 
Drug abuse її 9 Р < +005 14 6 Р < :05 
Anxiety .. 16 40 N.S. 21 33 Р < :005 
Depression T де .. 18 39 N.S 21 91 N.S. 
Hypochondriasis .. a s 2 7 N.S 1 8 Р < .05 
Markedly disturbed behaviour .. 9 10 Р < :05 14 5 Р < :02 
Increased objectivity .. 3 13 NS. 5 її Р < :05 
Increased wish for insight - I I5 N.S. 3 18 Р < +02 
Increased tolerance of frustration о 6 Р < -005 о 6 

Diagnosis 
Developmental or situational crisis 13 ЗІ 24 20 
Psychoneurotic disorder .. % 2 8 2 8 
Psychotic disorder " 1 5 N.S. I 5 N.S. 
Other : 4 6 6 4 

Personality disorder 
с какаш. 2 .. I0 II 21 о 
Other M » es s 6 28 N.S. 9 25 
None s 4 II 3 12 
Impulsive .. 15 18 Р «or 

Ошсоте 
Poor outcome . PE ` 15 5 Р < о! 
Length of stay over "6 months .. 4 32 Р < +005 14 22 N.S. 





were 15 impulsive patients among the 20 poor 
outcome. The impulsives accentuated the 
characteristics of the poor outcome group. At 
a highly significant level they had more delin- 
quent and fewer neurotic histories than their 
non-impulsive counterparts. They were younger, 
displayed more disturbed, violent behaviour, 
and were less objective or motivated to achieving 
insight. In a similar way to the poor outcome 
group, the impulsive patients were involved in 
more mutually negative family attitudes (again 
below the level of statistical significance). 
These trends towards negative family atti- 
tudes with the poor outcome and impulsive 
groups did appear at a statistically significant 


level when delinquent patients were compared 
with the remainder (Fig. 2). Delinquents were 
rated significantly lower on affection and 
involvement from their mothers, who were 
also more indifferent to them than to non- 
delinquents. 


Discussion 

General characteristics 

The diagnostic classification used in this 
study deserves mention. The author is not aware 
of its use in accounts of other adolescent units. 
The scheme, devised for use with children and 
adolescents, allows for a group of healthy 
responses (developmental crisis and situational | 
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// Delinquent (Nz25) 






ИТИ (№45) 
40 






Affection Indifference Involvement 
from from from 
mother mother mother 
P<:005 P<-05 P<-05 
Fic. 2.— Family attitudes of delinquent and non-delinquent 
patients. 


crisis) follcwed by more traditional categories 
of disorder (e.g. psychotic, psychoneurotic, 
psychosomatic etc.). The usefulness of allowing 
a separate rating for personality disorder is 
illustrated in Table I, where apparently healthy 
responses (developmental crises) are seen to 
occur quite frequently in the context of per- 
sonality disorder. The ‘Other’ group of per- 
sonality disorder includes nine types such as 
over-dependent, over-inhibited, isolated and 
mistrustful; many of which have synonyms in 
adult classifications. 

The different schemes employed in other 
units and the relatively small number of 
patients in this study preclude any useful com- 
parison of diagnostic groups. The mean age of 
Y.P.U. patients is higher than in other United 
Kingdom units (14:6 years at the Maudsley 
Hospital (Warren, 1952, 1965), 14°3 years at 
Hill End (Pruggen et al., 1973)), and there is also 
a greater proportion of girls than in other units. 

Since the end of this study in 1971 two major 
legislative changes have influence the work of 
the Unit. The first was the replacement of 
Juvenile Courts by Children’s Hearings in 
Scotland in April 1971. These have been an 
increasingly frequent source of referral in recent 
years; in :973—74 50 per cent of admissions 
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had been referred originally from Courts or 
Hearings. The second was the raising of the 
school-leaving age to 16, which has produced a 
change in the types of difficulties presenting 
for treatment and in the Unit’s clinical func- 
tioning. (At the moment it is still felt preferable 
that patients should attend local schools part- 
time rather than that there should be a teaching 
situation in the Unit.) 

The Unit’s clinical interest in family psycho- 
pathology is reflected in the data on family 
functioning, with the high rates of paternal 
death, marital disharmony and parental psy- 
chiatric morbidity. Although this is a highly 
selected sample, the ratio of morbidity between 
mothers and fathers (2 : 1) is in agreement with 
other large-scale findings from child psychiatry 


. populations (Rutter, 1966). 


Without a control sample of normal adoles- 
cents and their families it is difficult to comment 
on the attitude findings; but the mutually 
negative relationships between the adolescents 
and their same-sexed parents is far from what 
has been described in ‘normal’ families. Studies 
of normal male adolescents and their fathers 
(Offer et al., 1965; Siskind, 1972) emphasize 
the importance of a warm, affectionate relation- 
ship in the adolescent’s successful maturation. 
Beaubien (1970), also studying normal families, 
found better communication between adoles- 
cents and their same-sexed rather than their 
opposite-sexed parents. The findings in the 
present investigation run counter to these 
observations on ‘normal’ families. 

The association between antisocial behaviour 
and negative family attitudes has certainly 
been noted before for children (Becker et al., 
1962; Rutter, 1971). Jenkins (1968) delineated 
a group of ‘unsocialized aggressive’ adolescents 
in association with punitive family attitudes, 
inconsistency and rejection. 


Treatment outcome 

The results show that the majority of patients 
were rated as improved at discharge, 75 per 
cent in symptomatic disturbance and 71 per cent 
in their general level of functioning. This latter 
rating, although a relatively crude and approxi- 
mate measure of overall improvement, provides 
close numerical agreement with other studies. 


\ 
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At the Maudsley (Warren, 1965) and St. Ebba’s 
(Sands, 1953) units similar levels of improve- 
ment were noted for 67 per cent and 77 per cent 
of patients respectively. Beskind (1962), from 
his wide review of adolescent in-patient services, 
found a general discharge improvement rate of 
from 65 per cent to 75 per cent, irrespective of 
the therapeutic approach. 

The better outcome of neurotic and psychotic 
patients also largely agrees with the results of 
other units. The poorer outcome of the more 
disruptive, antisocial patients, and their central 
characteristic of impulsivity has also been 
frequently documented. Warren (1952) found 
that ‘on the whole, confirmed delinquents have 
proved the toughest propositions to handle’. 
Annesley (1961) associated a poor prognosis 
with the combination of truancy, stealing and 
violence. Edwalds and Dimitri (1959) found 
sociopathic adolescents so difficult to handle in 
a State Hospital unit that they had to be dis- 
charged after a month or two. In the present 
study it appears that most of the patients who 
failed to benefit from treatment did not, from 
the start, possess sufficient personality integra- 
tion to be able to make use of the type of oppor- 
tunities provided. It should be noted, however, 
that impulsivity was not uniformly equated with 
poor outcome, that although three-quarters of 
the poor outcome minority were impulsive, 18 of 
the 33 impulsive patients did achieve a good 
outcome. 


Treaimeni frovisions for the very disturbed adolescent 
Typically, the persistently violent, antisocial 
youngster has been the object of rejection and 
punishment by society and its legal agencies. 
This rarely improves matters. The origin of 
very disturbed, antisocial behaviour in children 
and adolescents is thought by many authors to 
lie in the individual's early emotional relation- 
ships. Weiner (1970) cites studies supporting the 
association between early, severe parental rejec- 
tion and aggressive, antisocial adolescent beha- 
viour. Dockar-Drysdale (19732, b), referring to 
the group of 'undifferentiated personalities', 
emphasizes the absence or profound delay in 
basic personality development in these indivi- 
duals, seeing this as a result of early emotional 
deprivation. The present study has demonstrated 
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the mutually negative relationships between 
antisocial adolescents and their parents. 

Views on treatment approaches to the very 
disturbed adolescent tend to be polarized. To 
quote Balbernie (1973) ‘at one end a kind of 
woolly, “loving” permissiveness and at the other 
over-determined rigidity’ Weiner (ibid., p. 333) 
mentions the difficulties encountered in attempt- 
ing to deal with these youngsters in the orthodox 
‘office’ interview setting. He emphasizes the 
importance of exercising power and control 
on behalf of the adolescent who finds it difficult 
to control himself. From a review of various 
treatment regimes he concludes that optimal 
improvement is achieved by authoritarian but 
non-punitive regimes exercising firm external 
controls over the youngster. 

Balbernie (1973) and Dockar-Drysdale 
(1973a, b) have described the intensive work 
of the Cotswold Community, catering for 
disturbed adolescent offenders. Careful assess- 
ments of the adolescents’ personality functioning 
and needs are carried out. The ‘unintegrated’ 
and ‘integrated’ adolescents are treated sepa- 
rately with specialized programmes. ‘In the 
one unit for integrated boys the staff will need 
to be ego-supportive; in the other three they 
will need to be ego-providing’. The difficulties 
encountered in changing from a traditional 
Approved School approach to this new regime 
are described. 

Whiteley (1968), using slightly different 
terminology, also emphasized that individuals 
with different levels of personality organization 
could only benefit from treatment programmes 


' specifically tailored to their needs and capabili- 


ties. He felt that the immature delinquent of 
average intelligence, possessing some ability 
and potential for maturation, could respond well 
to the ‘therapeutic community’ regime. Aggres- 
sive psychopaths or delinquents of low intelli- 
gence responded best to a more controlling, 
structured regime. 

At the Youth Treatment Centre, Brentwood, 
a progressive transition occurs through four 
separate sub-units. Newly-admitted adolescents 
experience a rigid, controlled regime with 
minimal democratic or psychotherapeutic in- 
volvement. As they begin to establish internal 
controls over their behaviour they move through 
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units with increasing amounts of group psycho- 
therapy and permissiveness, finally arriving at a 
hostel arrangement. 

The common aim of these intensive treatment 
units is to provide a non-punitive situation 
where personality growth and maturation can 
occur. In consequence, primitive impulsivity 
can be replaced by more mature and socialized 
responses. The most difficult stage of treatment 
would appear to be the early ‘getting through’ 
to these disturbed adolescents and main 
trust, in view of their non-verbal orientation 
and long experiences of rejection. 


CONGLUSION 

'The present study has shown that, while most 
patients responded well to the permissive, 
democratic regime in an adolescent unit, the 
more disturbed, impulsive, antisocial adolescents 
had a relatively poor outcome. This seems to 
result from their relatively primitive personality 
organization. Their inability to deal with 
problems verbally, and their impulsive responses, 
did not allow them to benefit from the regime 
provided. It is suggested that there is a need for 
an increased number of specialized units offering 
containment and intensive care to very disturbed 
adolescents. 


AOKNOWLEDGEMENTS 
I would like to thank the many colleagues who have 
helped with this study, and in particular Dr. John Evans, 
Dr. Norman Kreitman and Mr. Lawrie Moloney. 


REFERENCES 

AARXEROG, Т. & Horrmeyer, Н. (1971) Review of the first 
hundred patients admitted to the adolescent psychia- 
tric department at Bispebjerg Hospital. Ugeskrift for 
Laeger, 133, 697—701. 

ANNESLEY, P. T. (1961) Psychiatric illness in adolescence: 
presentadon and prognosis. Journal of Mental Science, 
107, 268-78. 

ASSOGIATION FOR THE PsvaniATRIO STUDY OF ADOLESCENTS 
(1973) Register of Adolescent Psychiatric Units. Second 
edition. 

BaLBERNIE, К. (1973) The management of an evolving 
care systzm, In Residential Establishments: The Evolving 
of Caring Systems. Hunter Ainsworth. 

BEAUBIEN, C. (1970) Adolescent-parent communication 
styles. Dissertation Abstracts International, 31-A, 3057. 

Ввскев, W. C., PETERSON, D. A., Luria, Z., SHOEMAKER, 
D. J. & Hzrrwzn, І. А. (1962) Relations of factors 
derived from parent-interview ratings to behaviour 
problems of five-year-olds. Child Development, 33, 
509-35. 


THE FIRST SEVENTY ADMISSIONS TO AN ADOLESCENT UNIT IN EDINBURGH 


Busxinp, Н. (1962) Psychiatric in-patient treatment of 
adolescents: a review of clinical experience. Com- 
prehensive Psychiatry, 3 354-69. 

Bruaaen, P., Bvuc-Harr, J. & Prrr-Arkews, T. (1973) 
The reason for admission as a focus of work for an 
adolescent unit. British Journal of Psychiatry, 122, 
319-29. 

DockAnR-DayspALE, В. E. (19792) Staff consultation i in an 
evolving care system. In Residential Establishments: 
The Evolving of Caring Systems. Hunter Ainsworth. 

——— (197gb) The management of violence. Journal of the 
Association of Workers for Maladjusted Children, x, 33-48. 

Enwatps, К. & Dorre, К. (1959) Treatment of the 
adolescent patient in a State Hospital. Psychiatric 
Quarterly, 33, 615-22. 

Ersson, E. H. (1956) The problem of ego identity. 
Journal of the American Psychoanalytic Association, 4, 
56-121. 

Evans, J. & Acron, М. P. (1972) A psychiatric service for 
the disturbed adolescent. British Journal of Psychiatry, 
120, 429-32. 

Evana, J. (1971) Conflicts, crises and tensions within a 
residential unit. Applied Social Studies, 3, 137-46. 
FREUD, ANNA (1958) Adolescence. In Psychoanalytic Study 

of the Child, 13, 955-78. 

GROUP FOR THE ADVANCEMENT ОР PsvoHiATRY (1966) 
Psychopathological Disorders in Childhood: Theoretical 
Considerations and a Proposed Classification, Vol. 6, 
Report No. 62. 

Jznxins, К. L. (1968) The varieties of children’s behaviour 
problems and family dynamics. American journal of 
Psychiatry, 124, 1440-45. 

Kruwzz, К. (1971) Therapeutic processes in an institu- 
tion for disturbed adolescents. Chap. 18 in Modern 
Perspectives in Adolescent Psychiatry (ed. Howells). 
Edinburgh: Oliver and Boyd. 

Lonpon BOROUGHS ASSOCIATION (1967) Interim Report of 
the Working Party on the Provision for Seriously Disturbed 
Adolescents. 

MiwmrRY or Hearta (1964) Inpatient Accommodation for 
Mentally Ill and Seriously Maladjusted Children. Recom- 
mendations to Regional Hospital Boards. Н.М.(64)4. 


Orrzr, D., SAssum, M. & Manavs, D. (1965) Clinical . 


evaluation of normal adolescents. American Journal of 
Psychiatry, тат, 864—72. 
Rutter, M. (1966) Children of Sick Parents. Maudsley 


Monograph No. 16. London: Oxford University 
Press. 
(1971) Parent-child separation: psychological 





effects on the children. Journal of Child Psychology and 
Psychiatry, 12, 233-60. 

Sanps, D. E. (1953) A special mental hospital unit for the 
treatment of psychosis and neurosis in juveniles. 
Journal of Mental Science, 414, 123-9. 

5шктмр, A. (1972) The negotiation of the father-son 
relationship in normal adolescents. Dissertation 
Abstracts International, 33-A, 3782-3. 


м 


BY К, FRAMROSE 


WARREN, W. (1952) In-patient treatment of adolescents 
with psychological illnesses. Lancet, i, 147-50. 

—— (1965) A study of adolescent psychiatric in-patients 
and the outcome six or more years later: I. Clinical 
histories and hospital findings. Journal of Child 
Psychology and Psychiatry, 6, 1—17. 

Wainer, I. B. (1970) Psychological Disturbance in Adolescence. 
New York: Wiley Interscience. 

Wnurrzrzy, J. S. (1968) The treatment of delinquents in a 
therapeutic community. Howard Journal, 12, 1893-90. 


APPENDIX: DEFINITIONS 

Tension-discharge personality disorder (from G.A.P., 1966) 

‘Children in this category exhibit chronic behavioural 
patterns of emotional expression of aggressive and sexual 
impulses which conflict with society’s norms. They act out 
directly their feelings or impulses in antisocial or destruc- 
tive fashion, rather than inhibiting or repressing them and 
developing other modes of psychological defence or 
symptomatology.’ ; 


Developmental crisis (from G.A.P., 1966) 

Grouped among ‘Healthy Responses’ in the classifica- 
tion, and including Identity Crisis. 

Disturbances, usually transient, of the developmental 
process related to the individual's *. . . attempt to complete 
successfully such psychosocial tasks as the establishment of 
trust, autonomy . . . and identity.’ 


Objectivity 
An assessment of the individual’s ability to view his 
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behaviour and personality functioning as if from an 
outsider’s point of view. (In some ways this quality can be 
seen as the opposite of the defence mechanism of projec- 
tion.) 


Wish for insight 

An assessment of the “patient’s motivation towards 
seeking a psychological understanding of his present 
behaviour and personality functioning. 


Tolerance of frustration 

An assessment of the individual’s capacity to delay 
immediate gratification of impulses, to deal with stress and 
conflict verbally rather than by direct impulsive action, 


Social functioning 

An assessment of the individual's ability to engage and 
maintain mature and meaningful interpersonal relation- 
ships. Also the ability to maintain moral and behavioural 
standards syntonic with socicty's norms. 


Sexual stag 
An assessment of the individual's ability to choose and 
relate maturely to age-appropriate members of the 
opposite sex. (Exhibitionism or transsexualism, for 
instance, would have low ratings in this arca.) 


General level of functioning 

Ап assessment of the individual's global state of adjust- 
ment and functioning. Included are the above two arcas 
and vocational and occupational adjustment and sympto- 
matic disturbance. 


A synopsis of this paper was published in the December 1974 Journal. 
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Book Reviews 


PSYCHOPATHOLOGY 
Fish’s Clinical Psychopathology: Signs and 
Symptoms in Psychiatry. Edited by Max 
Нлмптомч. Revised reprint. Bristol: Wright. 
1974. Pp. ii4- 126. Price £2.75. 

Frank Fish, before his untimely death Professor of 
Psychiatry in the University of Liverpool, conducted 
a series of seminars in Canada on the phenomenology 
of mental illness. Subsequently he decided to publish 
the results of his preparatory studies, on the correct 
assumption that a descriptive account of psycho- 
pathology might help to fill a gap in English psychia- 
tric literature. The gap was in fact so big that the 
book soon went out of print and has been posted 
‘missing’ in at least one hospital library. The reviewer 
was fortunate enough to be able to borrow a copy 
from a friend, and this allows him to testify that 
Profesor Max Hamilton has revised the reprint in 
a way which has not altered the book's original 
format or tone. Thus Frank Fish had a few pungent 
things to say about certain psychiatrists, and Max 
Hamilton adds a few.more well-directed blows! He 
has been very sparing in cutting or adding to the 
original text and wherever they have been spotted 
by the reviewer these changes seem to present an 
improvement. 

This small volume is based on great erudition and 
communicates a goodly amount of information. It 
demonstrates the need for the correct use of words, 
for clear thinking, and for meticulous precision, 
even though in certain areas precision might be 
regarded as excessive because unrealistic. There are 
lengthy discussions about matters like primary 
delusions, delusion-like ideas, over-valued ideas, 
delusional mood, delusional perceptions, etc. One 
wonders how often it is really possible to distinguish 
precisely between symptoms of this sort in view of 
the difficulties in communicating with all except the 
more sophisticated and  well-spoken psychotic 
patients; even if one feels satisfied that these finer 
psychopathological shadings are valid and not just 
` artefacts of prolonged contact between philoso- 
phically-minded German psychiatrists and their pet 
chronic patients! Nowadays problems concerning 
the correct assessment of psychopathology arise 
much more urgently in relation to schizophrenic and 
affective patients receiving insufficient pharma- 
cological treatment or other inadequate therapies. 


A sound knowledge of descriptive psychopathology is 
essential in the recognition and evaluation of vestigial 
or of more subtle symptoms, and for monitoring the 
patient’s progress. Another matter to which attention 
might be directed in future revisions concerns cross- 
referencing. Instead of ‘(q.v.)’ after a term recurring 
in the text, the actual page number should be given 
to indicate where the term is defined and fully 
described. 

This revised edition in paperback is warmly 
welcomed, and it ought to be in every young 
psychiatrist’s possession as a vade-mecum by the 
time he enters the second year of his training. 

FeLx Posr. 


PRESENT STATE EXAMINATION 


Measurement and Classification of 
Psychiatric Symptoms. By J. К. Wma, 
J. E. Cooper and N. Sarrorrus. London: 
Cambridge University Press. 1974. Pp. x-- 234. 
Index 6 pp. Price £4.70. 

The book makes available to the general public 
for the first time the interview technique known as 
the Present State Examination (PSE). Eight previous 
‘editions’ have been circulated privately and tested in 
a variety of settings on several thousand patients. 
The previous edition was used in two large studies, 
the US/UK Diagnostic Project and the International 
Pilot Study of Schizophrenia. The basis of the present 
method is a glossary of definition of some 140 common 
psychiatric symptoms and behaviour items, which are 
elicited during the course of a single interview. The 
linked computer programme, Catego, employs 
hierarchical principles which mimic the process of 
clinical diagnosis and is described in detail. Catego 
reduces the data by various stages to a small number 
of descriptive, non-exclusive classes and finally to 
one unique class of illness which may be compared 
to a clinical diagnosis. The great advantage is that 
the whole procedure is consistent and explicit and 
can show up inadequacies or inconsistencies in the 
clinical assessments, while being itself open to 
modification and development. 

The PSE and Catego together add a powerful 
instrument to the armamentarium of psychiatrists, 
whether they are primarily clinicians or research 
workers, and should go a long way to dispose of the 
argument that psychiatric diagnoses are too subjective 
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to be taken seriously. They do not answer questions 
about validity but offer a firm springboard for 
future attacks on basic problems. The PSE alone 
should be of great value for teaching and training 
purposes. Apart from its other merits, the book is a 
model of clarity. 

D. W. К. Kay. 


THE SCHREBER CASE 
The Schreber Case: Psychoanalytic Profile of a 
Paranoid Personality. By Ү/пллАдм С. NEDER- 
LAND. New York: Quadrangle/The New York 
Times Book Co. 1974. Pp. xvi+ 166. Index 4 pp. 
Illustrated. Price $8.95. 

Schreber is possibly modern psychiatry's most 
often named and quoted patient. He came from a 
line of distinguished professors and scientists which 
included an eighteenth-century Fellow of the Royal 
Society; his father was a doctor who gained fame as 
an exponent of health through strength and physical 
culture. Schreber himself reached the height of the 
legal profession when in 1893, at the comparatively 
early age of 51, he was appointed President of the 
Court of Appeal of the state of Saxony, then number- 
ing some five million inhabitants. À few weeks later 
he had a recurrence of the nervous illness which had 
first affected him in 1884—5; at that time he had been 
treated in P. T. Flechsig's clinic for a self-limiting 
episode of 'hypochondria and depression' which 
passed ‘without any phenomena bordering on the 
supernatural’, The second attack was much more 
severe and longer-lasting, and ended his career. 
He spent most of the next nine years in the equivalent 
of a county asylum, and when the acute phase 
subsided he was left with a defect state. Nevertheless, 
in 1902 he fought for and won, through the courts 
in which he had once been judge, his release from 
compulsory detention, and also regained the manage- 
ment of his affairs. The following year he published 
the autobiographical account which has become a 
classic of psychiatric literature, Denkwürdigkeilen eines 
Nervenkranken (Leipzig 1903; English translation as 
Daniel Paul Schreber: Memoirs of my Nervous Illness, 
London 1955), and which brought him posthumously 
the immortality he believed had been vouchsafed 
him in life. He relapsed in 1907, returned to hospital, 
and died there in 1911. By a curious coincidence, in 
that very year Bleuler published his schizophrenia 
theory of dementia praecox with illustrations from 
Schreber’s Memoirs, and Freud based upon them his 
theory of paranoia in particular and of psychosis, as 
opposed to neurosis, in general. With their almost 
infinite variety of abnormal experiences, motor and 
sensory, auto- and allo-somatic, and the fantastic 
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system Schreber’s fine intellect built up trying to 
make sense of them, the Memoirs have remained a 
fertile field for exploration and elaboration. Dr. 
Niederland is well known among psychoanalysts 
who have made Schreber a recurring theme. This 
book consists mainly of edited versions of previously 
published papers, backed by substantial quotations 
from the translation. Part I, ‘Background’, and 
Part II, ‘Further Research on Schreber’, are by the 
author/editor; Part III, ‘Other Aspects of the Case’, 
contains papers by colleagues. Freud wrote in 1911 
that ‘much more material remains to be gathered 
from the symbolic content of the fantasies and 
delusions of this gifted paranoiac’. Since then the 
face of psychiatry has been changed by advances in 
medicine and by growth of knowledge of the brain, 
but there are still many less articulate Schrebers in 
psychiatric care. A modern paraphrase of Freud 
might read: ‘Much more remains to be discovered 
about the cerebral localization and pathogenesis of 
the disease which caused the abnormal experiences 
which deluded Schreber.’ 
RicHARD HuNTER. 


MENTAL HANDICAP 
The Care and Training of the Mentally Handi- 
capped. By Cuarres Н. Harras, Wum I. 
Fraser and Комлір С. МАССплгуваАҮ. Fifth 
edition. Bristol: Wright. 1974. Pp. 288. Index 
18 pp. Illustrated. Price £5.00. 

Charles Hallas’ textbook is well known to nurses 
studying mental handicap. The new edition reflects 
the current changes in this field. The text has been 
revised with the assistance of Dr. MacGillivray, an 
acknowledged authority on mental retardation, and 
of Dr. Fraser, a child psychiatrist at Dunfermline. 
There is an introduction by Sir Samuel Curran, the 
Principal of Strathclyde University, who has done 
so much to promote interest in the subject. Although 
still primarily orientated towards nurses, the book 
now acknowledges the need for wider community 
involvement and promotes the principle of ‘nor- 
malization’. The principles embodied in the recent 
White Paper on mental handicap are accepted. 
There is a chapter on families and social services and 
two useful legal sections, the second of which sum- 
marizes the situation in Scotland. 

Despite the considerable literature on mental 
handicap there are few books well suited to student 
nurses. This text is now greatly improved and in 
line with modern thinking, and as such it can be 
recommended. It suffers, however, despite re- 
writing, from a multitude of minor imperfections. 
For example, the statements about dominant traits 
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need qualification. The reader is informed that every 
affected person has an affected parent and that in 
every affected family one half of the children will be 
affected. These statements ignore new mutation, 
which is the rule rather than the exception in 
tuberous sclerosis. It would be helpful in dealing 
with infection as a cause of handicap to take pre- 
natal conditions first and postnatal infections later. 
The statement that ‘paraldehyde (6-8 ml. i.m.) 
remains the drug of choice for the immediate control 
of severe violent outbursts when reasoning fails’ 
seems to hark back to a more traditional institutional 
outlook. A number of the sections dealing with 
psychological development have a curiously Victorian 
flavour. 
Brian Н. КірмАМ. 


HOME FROM VIETNAM 
Home from the War. By Roszrt Jay Lirron. 
New York: Simon and Schuster, for Touchstone 
Books. 1974. Pp. 450. Notes and Index 28 pp. 
Price $3.45. 

Dr. Lifton is a psycho-historian. His books attempt 
to document the individual’s reactions to catastrophic 
events which destroy his accustomed physical and 
psychological environment. Long, somewhat repe- 
titive and peppered with ‘psychological insights’, this 
book is about the military survivors of the Vietnam 
war. Very little that is new emerges about forms of 
individual or group violence. What does grow on the 
reader is an understanding of how atrocities (My Lai 
etc.) are committed and the general impact such a 
war had on the young men who were to become its 
disaffected veterans. Rarely have soldiers suffered 
such a major reversal of established values, ex- 
perienced such conflicting loyalties, or felt such 
confusion over the identity of the enemy (women and 
children are swiftly eliminated as potential military 
threats), and then, after a gradually developing 
recognition of wrongdoing, been returned to their 
home country to be reviled as murderers or hailed 
as heroes—receptions which proved equally un- 
acceptable. Inevitably for some it was to be followed 
‘by the long process of readjustment and expiation, 
helped in this instance by sessions of group therapy. 
It is through personal testimony, recorded sometimes 
in moments of anger, that the agonizing dilemma of 
these men is conveyed. It is part of Dr. Lifton's 
thesis that ordinary human beings commit atrocities 
given suitable conditions. His book is a piece of anti- 
war propaganda no less powerful if less elegant than 
the writings of the so called ‘war poets’. Dr. Lifton’s 
achievement and that of his articulate veterans is to 
force each of us to ask: ‘What would I have done if 
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the trigger had been in my hand ?'—but then, as the 
writer seems to imply, the trigger is in my hand, 
that is to say—in ours. 

J. R. M. COPELAND. 


NEUROPSYCHOLOGY 
Clinical Neuropsychology: Current Status and 
Applications. Edited by КлРНн M. REITAN 
and Lzstr A. Davisson. John Wiley, for V. H. 
Winston & Sons Inc. Pp. 147. Price £9.30. 

A long discussion of the relationship between one’s 
discipline and other subjects is reminiscent of 
nationalism and diplomacy; ıt produces doubt, 
rather than confidence, as to whether the defended 
borders do in fact encompass very much. How dis- 
appointing then that the present tome should start 
in this way. Despite the great names of Reitan, 
Davison and Benton, the first three chapters contain 
little other information. They are followed by four 
chapters on studies of children by Reitan, Boll, 
Klonoff and Low, and Klonoff and Paris. Each is a 
mixture of a review article and a report of test data 
and results. These are followed by articles on valida- 
tion, on tests in epilepsy and in subnormality. Then 
one feels one is back at the beginning with two 
closing sections on ‘Some Challenges for Clinical 
Neuropsychology’ and on ‘Current Status of Clinical 
Neuropsychology’. 

Throughout the book there is an understandable 
concern to produce reliable test data, especially to 
distinguish the problems of the individual patient 
rather than groups of persons in a clinically useful 
manner. 

The tests used and mentioned by various authors 
are very conveniently summarized in an Appendix 
to the book. This source of information on, and guide 
to, neuropsychological tests, is valuable, at least to a 
psychiatrist who might need a thumbnail sketch to 
help him grasp what a clinical (neuro)psychologist is 
saying. This Appendix, however, contains no guide 
to the value of the various tests. To understand their 
real use involves a return to the far from terse general 
body of the book. Klove however, in particular, 
discusses the validity of the Halstead and Wechsler 
Bellevue scales in a helpful way. 

The enquiring reader using the adequate index and 
25 pages of references may be able to dig out the 
answer to many specific questions in the field of 
neuropsychology. Few psychiatrists, though, will 
really find the book readable. As the editors say, a 
manual (perhaps two, one for children and one for 
adults) of clinical neuropsychology is needed, but 
this certainly isn’t that. 

Е. A, JENNER. 
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MISCELLANEOUS 
Common Neuroses in General Practice. A Beha- 
vioural Approach. By J. C. M. Wruxinson and 
К. Larre. Bristol: John Wright and Sons Ltd. 
1974. Pp. xi+ 153. Index 7 pp. Price £2.95. 

In this compact little book the authors aim at a 
brief appraisal of the scope of behaviour therapy for 
neurotic disorders. As such, the book has a slightly 
misleading title, in that behaviour therapy is not 
mentioned except as a sub-title—however, in aiming 
at general practitioners, the authors perhaps felt that 
the inclusion of behaviour therapy in the title might 
put off their potential readership. Be that as it may, 
the book itself is well produced. It is a concise but 
informative account of the scope and practice of 
behaviour therapy. It deals with the kind of treat- 
ments that can be expected of a hospital behaviour 
therapy unit, and indeed lists the names and addresses 
of such units in the United Kingdom. Specific 
syndromes dealt with include anxiety, phobias, 
sexual dysfunction in males and females, sexual 
deviations, disorders of eating and obsessional com- 
pulsive behaviours. Each is dealt with briefly, but in 
enough detail to enable the average general practi- 
tioner with an interest in psychiatry to carry out 
most of the treatment procedures himself. Theory is 
dealt with as and when necessary, and in a very 
abbreviated fashion. However, the references to 
experimental work are fairly comprehensive and well 
up to date, so that the book may be of considerable 
use, not only to general practitioners, but to psychia- 
trists and other professionals who wish to learn more 
about behaviour therapy techniques, but who have 
not the time or opportunity to attend specific courses 
or units themselves. 

МіанАЕг, Crowe. 


Legal Liability for Claims Arising from 
Hospital Treatment. By W. A. J. FARNDALE 
and E. C. Larman, of the Middle Temple, 
Barristers-at-Law. Ravenswood Publications Ltd. 
Pp. 56. Price £3.50 (soft cover) or £5.00 (hard 
cover). 

This slender volume is No. 4 in Case Studies on 
Hospital Management Law and Practice, and deals in 
detail with claims that fall under the overall heading 
of ‘negligence’. It is a companion volume to the 
familiar Medical Negligence by Dr. Farndale, and as it 
does not assume a previous knowledge of this branch 
of the law frequent repetition is employed as a 
teaching method. 
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The law on medical negligence is a technical, 
professional, administrative and managerial aspect of 
the tort of negligence applied in the field of medicine 
and hospitals, with its own case law that is not 
always reported in the recognized law reports. The 
case studies attempt a wide coverage on the specialized 
case law on the subject as well as on varied aspects of 
hospital practice. Thus, the agreement between the 
Department of Health and the medical profession 
with regard to contribution by a doctor towards 
the damages and costs of a claim is described and 
explained, while legally, the Law Reform (Married 
Women & Tortfeasors) Act 1935 still enables a 
hospital at the Court’s discretion to recover a con- 
tribution from a doctor, though this is now rarely 
used by hospital authorities. 

The book deals only with some seven case studies, 
although each of these is discussed in detail, including 
the possible defendants or joint tortfeasors. The 
general principle governing civil liability for per- 
sonal injury is that no one is liable for any injury to 
another caused by an accident not arising from 
incompetence or carelessness. If a patient dies as a 
result of medical treatment performed with such skill 
as is reasonable in the circumstances, there is no 
liability. But if negligence is present and the negligent 
act has led directly to the injury suffered, then there 
will be liability. 

Contributions may be sought from the doctor or 
nurse if the hospital is made vicariously liable. In one 
of the leading cases (Cassidy v. Ministry of Health 
(1951)) it was held that the hospital owed a legal 
duty of care to the patient through its staff, and there 
was a breach of duty, as a result of which the patient 
suffered personal injury and damage. This has been 
applied when a nurse failed to exercise the standard 
of care expected of her and so failed in her duty for 
which the hospital was held to be vicariously liable. 
Thus in Selfe v. Ilford and District H.M.C. (1970), 
when a depressed patient escaped from a ward 
because of lack of supervision and threw himself from 
the roof of the hospital and suffered injuries, it was 
held that the hospital was liable in negligence. 

This is a reliable and up-to-date review of the 
subject, well discussed in the light of case law and 
statute law. It should be of value to members of the 
medical and related professions, as well as to health 
service administrators and lawyers. The cost is almost 
prohibitive to a non-institutional reader. 


Morris MARKOWE. 
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Stigma: Notes on the Management of Spoiled 
Identity. By Envrxo GOFFMAN. Jason Aronson. 
Price $7.50. 


DRUGS 
Detection of Dependence-Producing Drugs in Body 
Fluids: Report of а W.H.O. Mecting of Investi- 
gators. World Health Organization. Price Swiss francs 5. 
Chlorpromazine in Psychiatry: A Study of Thera- 
peutic Innovation. By Juprra P. Swazzv. M.I.T. 
Press. Price £8.75. 


DREAMS AND SUPERSTITION 
The Psychoanalysis of Dreams. By ANGEL GARMA. 
Jason Aronson. Price $10.00. 
The Psychology of Superstition. By Gustav JAHODA. 
Jason Aronson. Price $7.50. ` 


Many of these books will be reviewed at a later date 
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Correspondence 


Letters for publication in the Correspondence columns should be addressed to: 
The Editor, British Journal of Psychiatry, 17 Belgrave Square, London, SW1X 8PG 


SPEECH DISORDER, PARTIAL SYNDROME 
OF GILLES DE LA TOURETTE, AND 
DRUG THERAPY 

Dear Sm, 


Numerous conflicting reports of the efficacy of 
drug treatment in speech disorders have been 
published (1, 2, & 3). In an attempt to clarify the 
problems, a trial was planned of flupenthixol, 6 mg. 
daily, against diazepam, 6 mg. daily, and'a placebo. 
Though the results are open to criticism, some 
worthwhile information has emerged. 

General practitioners serving a population of 
250,000 were asked to refer cases, and a cross-section 
of speech disorders presented among the 26 volun- 
teers. The high dose of flupenthixol caused 5 of 9 
receiving this in the trial to withdraw as a result of 
extrapyramidal effects and dystonic reactions. The 
results of diazepam-treated and placebo-treated 
groups differed little. Those subjects having tics and 
vocal interjections who had first received diazepam 
or placebo were offered an increasing dose of flu- 
penthixol, commencing with 1-5 mg. daily and rising 
every third day by 1:5 mg. daily. At the end of two 
wecks they were much improved. 


Trial results at two weeks 





*Average change in 


Repeti- Inter- 











Number Time tions  jections 

Diazepam és 7 —15 +2 —3 
Placebo i 8 —5 +2 —3 
Flupenthixol a 4 —9 —I o 
Subjects with tics 

and vocal inter- 

jections. . - 5 —133 —5 —11 

(subsequently 

given flupenthixol 


—average dose 6 mg. daily at two weeks). 


* Time was measured in seconds and was the average 
of that taken for three groups of тоо words. Repetitions 
and interjections in the same speech were noted when the 
tape recordings were played back. 
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It is clear from these results that there is a com- 
paratively small group of people with speech dis-. 
orders who respond to drug therapy, and that they 
are the group who manifest a partial syndrome of 


_Gilles de la Tourette. They are unlikely to respond to 


psychological methods of treatment. 

A better designed trial, with controls, to study 
prognosis and maintenance therapy is still required, 
but provided a regular review to detect the occasional 
side-effects of drowsiness, dystonia and depression is 
undertaken, treatment of this disabling condition 
should be offered. A study of the aetiology in this 
group (4 and 5) is possible, as I feel that this condition 
is not as rare as may be believed. 

Ian B. Cookson 
St. Catherine’s Hospital, 
Church Road, 
Birkenhead, L42 oLQ. 
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SOCIAL ASPECTS OF THE BABY 
BATTERING SYNDROME IN RELATION 
TO FAMILY PLANNING 
Dear SR, 


Many battering parents have the ‘baby doll’ 
attitude to their children. They have produced this 
baby/child, which belongs to them. If somebody is 
going to take the child away they will have another. 
The child is there to comfort them in their lonely 
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world, and should love them (the parents). They 
readily become responsible for new children, only to 
ill-treat them again. Contraceptive advice, however 
skillfully given, appears to be ignored 1o start with. 

Selwyn Smith еі al. (1) emphasize the ‘high 
incidence of personality disorders and youthfulness 
(of the battering parents)’. They conclude *. . . that 
various birth control measures are unlikely to be 
effective in reducing the prevalence of battered 
babies’. Their data seem to point to the conclusion 
that birth control measures (in Birmingham) have 

‚во far been ineffective in influencing this group of 
battering parents or in reducing their tendency to 
breed before they are capable of rearing. 

We are cited in support of pessimism about birth 
control for abusive families (2, 3). This aspect was 
taken up in the Press. It is easy to be disheartened 
when a battering mother has her third or fourth 
child when she is failing to rear the first two by 
acceptable standards. However, we see family 
planning as part of the treatment of large problem 
families with poorly reared youngsters, and believe 
this helps prevent battering and neglect in this and 
the next generation. Some of the abusive parents 
with whom we discussed family planning three or 
four years ago now accept it, even if they do not 
remember the people who originally first discussed the 
issue with them, and whom they originally ignored, 
resented, or disbelieved. 

I concur fully with the main findings of the 
Birmingham team. ©. . . Baby battering occurs 
alongside a constellation of other social inadequacies, 
or failure of adaptation, rather than in isolation’. 
Nevertheless this is no excuse for not being insistent 
in the provision of contraceptive advice. 

Family planning must also be directed at the much 
larger numbers of lessseverely pathological families 


CORRESPONDENCE 


to raise the quality of rearing in this and the next 
generation. One cannot easily stop a disturbed child 
who repeatedly damages or neglects a doll or pet, 
from wanting more dolls or pets. Nevertheless, by a 


combination of concern, firmness and reason, one * 


tries! The same applies to family planning for abusive 
or neglectful parents. 


Burderop Hospital, 
Wroughton, 
Swindon, SN4 oQA. 


J. E. OLIVER. 
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FILMS ON PSYCHIATRY 

Dear Sir, ` 

The New York University Film Library is soliciting 
new films by psychiatrists, behavioural scientists and 
institutions. These films, with our collection of over 
1,300 films, would be distributed throughout North 
America on a commission basis. If interested, please 
contact Dr. D. Lesser, Director, New York University 
Film Library, at the address given below. 

М. ALBERSTEIN. 

New York University Film Library, 
26 Washington Place, 
New York, 
N.Y. 10003, U.S.A. 
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is the one treatment 
for anxiety that helps 
your patient by keeping 
dosage simple, easy to 
remember, more likely 
to be followed. 


Moreover, once-a-day 
Tranxene provides 
effective relief of 
anxiety and perhaps 
fewer side effect 
problems than you've 
come to expect. When 
it comes to choosing a 
treatment for anxiety 
once-a-day Tranxene 
is the one to remember. 


The most unforgettable 
treatment for anxiety 








.. When sexual 
drive cannot be controlled 


oterone acetate 


the humane аена 








ey proterone acetate 


a new form of therapy 
for the male ым 


Androcur is unique 
Androcur (cyproterone acetate) is a radically new approach to the treatment of 
severe hypersexuality and sexual deviation in the male. 
Androcur, the first specific anti-androgen, is the 
result of ten years of intensive research 
by Schering. 





Androcur is effective 
Androcur provides a uniquely effective method of controlling 
excessive and misdirected male libido 
by diminishing the production of androgens and 
blocking their sites of action. Clinical 
. trials have demonstrated the strong 
re anti-libidinous properties 
и of Androcur. 


Androcur is virtually free from side-effects 
Since Androcur has very few side-effects, it is the 
preparation for male hypersexuality which 
combines high therapeutic effectiveness with 
acceptable side-effects. 


Androcur has a controllable effect 
Sexual deviation is often associated with abnormally strong sexual 
drive. Reduction of sexual drive without its total suppression 
will often permit the retention of normal conjugal 
sexual activity while controlling 
aberrant tendencies, | 


Androcur and the Patient Profile 
Androcur has proved to be of value in treating men who 
have been guilty of sexual offences such as exhibitionism ; 
paedophilia; indecent assault; rape; incest; 
voyeurism; bestiality and paederasty. 





Other types of aberrant behaviour that may be controlled 
are homosexual activities; fetishism ; 
transvestism ; compulsive masturbation and 
sexual aggression in senile or mentally 
defective hospital patients. 
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Pro-viron adds to endogenous androgens 
like traditional androgen treatments which 
; suppress the pituitary and merely replace 
endogenous androgens. 


Endogenous androgen levels are not suppressed. 
Testicular function is unimpaired. 
Liver tolerance is excellent. 


. PRO-VIRON 


mesterolone 


| the unique androgen | 


















inhibited and the absence.of 17:alkyl Contra-indications,. : Package quantities 










spermatogenesis ix substitution of the Warnings, ete. Tubes, 950 tablets. 
|unimpaired, steroid nucleus). ^ in comu us E 
апора р : Further information 










Unlike testosterone Dosage and 
odenvatves, Pro-viron  — administration. 
does not cause pituitary «Androgen dope tency: 

pression. ar the. Initially 1 tablet three 
erence dosage div. ie 















45-100 mg dally 
several sont 












кердо AE 256 
contrast to-other orally E 
e androgens, Н 
erance is excellent 
















BRITISH JOURNAL OF PSYCHIATRY, MAY 1975 v 





1. Psychopharmacolo ia (Berl.) 1973, 32, 
Nardil tablets each à RE 






































BRITISH JOURNAL OF PSYCHIATRY, MAY 1075 — 


ST. ANDREW’S HOSPITAL, NORTHAMPTON 















St. Andrew’s Hospital, which was established in 1838 as a non-profit making charitable foundation, is a 
progressive hospital staffed and equipped for the treatment of every type of psychiatric illness, 


АЙ patients are under the care of Consultant Psychiatrists, 


In general, short stay patients are admitted to Isham House, a luxuriously appointed Nursing Home 
in the grounds. The accommodation consists of private bedrooms, most of which have private bathrooms. 
All forms of treatment are available, with emphasis on individual and group psychotherapy. 


Facilities for occupational therapy and recreation are excellent, and include a 9-hole golf course, 
squash court, tennis courts, swimming pool and a Social Centre with restaurant, shop and hairdressing 
salon. All these are set in the hospital's own 100 acres of well-wooded grounds. 


Long stay and psychogeriatric admissions are into the main hospital which has been modernised 
specifically for the purpose. Again, accommodation is mostly in private bedrooms. 


St. Andrew's Hospital is only 65 miles from London and is easily accessible from all parts of the country 


by rail-and road. 


B.U.P.A. and P.P.P. subscribers ate able to claim benefit in respect of their treatment fees. 


St. Andrew's Hospital offers the highest standards of treatment for the whoie spectrum of psychiatric 


‚ illness їп an ideal environment. 


Bowden House (linie 


for the treatment of 
psychiatric illnesses 


(Registered as a Charity) 


LONDON ROAD 
HARROW-ON-THE-HILL 
MIDDLESEX 
Telephone: 01-864 0221 


This is а mini hospital of 70 beds of which 
16 are devoted to the care of the aged. Over 
the past 10 years the facilities in the Clinic 
have been steadily added to and existing 
ones improved, Last year a 16-bedded wing 
was built, each room with bathroom ensuite 
and every modern convenience, including 
colour television. 


Despite rising costs we plan to keep fees 
within the framework of BUPA and PPP. 


Further particulars, including fees, may be obtained from the Medical Director, St. Andrew's Hospital, 
Northampton (Tel. 0604 21311) who can be seen in consultation by appointment at the hospital. 







1974 and 1975 issues of 
The British Journal of Psychiatry 


are available from 


HEADLEY BROTHERS LTD., 
Derr. BJP, 
ASHFORD, 
Kent 


Earlier back issues are available 
from 


Wm. Dawson & Sons LTD., 
GANNON House, 
FOLKESTONE, 
KENT 
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No such thing iiss «s 
оѕ тре sa $3 
Parkinsonism ` =}; — 


The Parkinson syndrome is complex and 
often gives rise to considerable 
disagreement over its classification and 
treatment 

Artane* (benzhexol) is still one of the 
most versatile antiparkinsonism.drugs 
available after twenty years of clinical use 

When levodopa is indicated, 
concomitant administration of Artane often 
improves therapeutic results. 

Artane also protects from distressing 
drug-induced extrapyramidal effects where 
levodopa is ineffective 

Side effects, an important 
consideration in any long term treatment, 
are comparatively few. This makes Artane 
one of the most acceptable drugs available 
for the treatment of Parkinsonism. 

The economical price also makes 
Artane an attractive alternative when the 
routine management of the condition is 
being considered 


Атап 


ntiparki d 
Full information is available on request 


deseri) Lederle Laboratories 
A division of Cyanamid of Gt Britain Ltd 
Fareham Road Gosport Hants PO13 0AS 
sentation: Tablets 2mg and 5mg, Sustets 5mg 
demark 
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Presentations of Serenace (haloperidol! В.Р.) 
0.5mg Ога! 1.5mgOral 5 то Ога! 5mg/ml Ampoules 2 mg/m! Liquid 





... With efficacy 


Serenace is effective in the treatment of 
ж Acute and chronic schizophrenia.' 

ж Mania and hypomania.’ 

ж Organic рѕусһоѕіѕ.? 

ж Agitation in psychotic illness.* 

ж Childhood behaviour disorders.* 

ж Motor tics, stuttering.^ 


...with confidence 


* Serenace does not significantly reduce 
blood pressure.' 


* No weight gain has been attributable to 
Serenace therapy. 


Жж Toxic effects are extremely rare.'? 


** No skin photosensitivity has been reported 
with Serenace.* 


* With Serenace there are no skin effects 
on staff.® 


Full prescribing information is available 
SEARLE Searle Laboratories 


Division of G.D. Searle & Co. Ltd., 

P.O. Box 53, Lane End Road 

High Wycombe, Bucks. HP12 4HL 

Serenace and Searle are registered trade marks 


there is no 
substitute 
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Internationally accepted | 
as the standard depot treatment 
in schizophrenia 


4 


10 mi. 
SQUIBB 


Further information available on request E.R. Squibb and Sons Limited, Regal House, Twickenham, Middlesex TW1 ЗОТ 
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calm, alert, competent 
with 


Anxiety poses special problems for 
those who work. 

It ruins accuracy, essential for work 
to be effective. 

In fact, by blunting mental faculties, 
inducing psychosomatic symptoms, 
or both, anxiety always impairs the 
ability to work. 

Performance deteriorates. 


tel 
elerences 


1 Curr Ther. Res., 14, 590, 1972 
2J Am Geriatr Soc.. 7, 405, 1959 


Further information is available on request 
Stemetil' is a trade mark of May & Baker Ltd 
Dagenham Essex RM10 7XS for its preparations of 
prochlorperazine 


SIT May & Baker 


A member of the Fnóne-Poulenc Group of Companes 


МА 3135 





The first controlled release preparation 
of lithium carbonate in the world 






The majority of depressive and manic-depressive patients 
experience an increase in frequency and intensity of relapse 
with advancing age. After three or more episodes patients 
treated by conventional methods can expect to spend nearly 
half their lives incapacitated by their illness. The risk of 
suicide also increases and more than 15 per cent will kill 
themselves. Retrospective studies suggested that as many as 
20 per cent of 100 known suicides might have been 
prevented by the prophylactic use of lithium.? 


Priadel tablets contain 400 mg Li,CO, В.Р. in a controlled 
release formulation ; a single daily dose of up to 4 tablets 
provides effective prophylaxis in manic-depression. 


Active supervision of serum levels to ensure values in the 
range 0.6—1.5 mEq/L is essential initially ; less frequent 
estimations should be performed during long term 
treatment. 4 





priadel T 


-reduces the frequency and duration of recurrent 
depressive and manic-depressive episodes " 


Clinical Trial Results: 


Priadel prevented relapse in 8696 of patients! | 
Priadel eliminated the need for ЕСТ! is 5 


Priadel reduced the time spent in hospital = 
from 26.9 weeks to 3.5 weeks? P 
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Stress in Schizophrenics and Normals 
By GEORGE SERBAN 


Summary 

This paper presents findings related to the measure of stress in 641 schizophrenics (125 acutes 
and 516 chronics) and 95 comparable normals. Stress was defined as an imbalance between 
environmental demands and the respondent's ability to meet that demand successfully, and 
was measured in terms of level of stress experienced in relation to specific problem situations. 
Twenty-one dimensions of stress were measured, subsumed under the following four general 
areas: social performance, family interaction, social interpersonal interaction, and social 
maladaptive activities. 

Results indicated that, in general, normals experience significantly less stress in dealing 
with life events than do schizophrenics. Within the schizophrenic group, the pseudo- 
ambulatory chronic patients evidenced more stress than did their acute counterparts, a 
finding not previously described in the literature. 

Implications of these findings do not support the present community after-care concepts. 
Discharged chronic schizophrenics appear unable to remain in the community for any 


reasonable period of time because of the high level of stress under which they function. 


Modern clinical concepts of schizophrenia 
have acknowledged the importance of environ- 
mental stress as a major factor in the aetiology 
of the schizophrenic process. For instance, 
empirical studies have associated favourable 
prognosis of schizophrenics with acute onset 
and clear precipitating events (Bleuler, 1930; 
Langfeldt, 1956; Vaillant, 1964). Various 
theories of schizophrenia, and behavioural 
theory in particular, have related it to three 
predisposing factors: pre-schizophrenic high 
anxiety level, hypersensitivity to  anxiety- 
arousing stimuli, and slow rate of recovery from 
anxiety (Epstein and Coleman, 1970). In this 
view, schizophrenia is conceived psychophysio- 
logically as an avoidance reaction to anxiety- 
producing events, the individual’s response 
being dictated by his ability to cope with these 
+ stimulus situations. Schizophrenia may thus be 
understood as a disturbance of adaptation 
where accumulated environmental stressors and 
situational reactions are responsible for the 
individual’s disorganization of personality lead- 
ing to his admission or readmission to hospital. 
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In this context, Brown and Birley have 
attempted to demonstrate that schizophrenics 
are highly sensitive to their social environment 
and overreact to both positive and negative 
emotional stimuli in their life changes or crises 
(Brown, Birley and Wing, 1972). Objective 
measurement of stress, not only in terms of 
precipitating factors but also in terms of the 
amount of stress experienced by an individual 
before his admission to hospital remains an 
unresolved problem in psychiatry. Although 
various scales have been created to measure 
the pressure or intensity of stress (Dohrenwend, 
1974; Holmes and Rahe, 1967; Langner and 
Michel, 1963; Michaux, Katz ei al, 1969; 
Phillips, 1953; Wallis, 1972), they basically 
measure acute stressful changes in the in- 
dividual’s life leading to his mental illness 
or admission to hospital. Methodologically, 
these scales, because of their construction, either 
measure stress in too general terms or permit 
the interviewer too much subjectivity in the 
interpretation of the patient’s responses. 

Furthermore, any meaningful evaluation of 
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stress in schizophrenics should be based on a 
comparative study with ‘normal’ controls in 
order to appraise realistically the different levels 
of experienced stress in their daily life. The 
need for a precise evaluation of stress in schizo- 
phrenics becomes particularly significant when 
we consider that modern therapy or crisis inter- 
vention depends on the evaluation of the 
stressors in the daily life of the patient. 

The aim of the present report, a part of a 
larger investigation dealing with the factors 
predicting readmission of schizophrenics at 
Bellevue Hospital, New York City, is to deal 
. with the questions not adequately answered by 
existing research: (1) What is the level of stress 
of normals as compared to that in acute and 
chronic schizophrenics within the same socio- 
economic groups? (2) What is the relationship 
between the total amount of stress experienced 
by acute and chronic schizophrenics and the 
precipitating factors leading to their admission 
to hospital? 

To answer these questions properly it was 
necessary to create a new measurement device 
which would identify the specific components 
and characteristics of the individual's stress 


experiences in relationship to his daily function- ` 


ing over a period of six months prior to his 
admission. Basic to the present measurement of 
stress is the assumption that an individual's 
perception of his life experiences is highly 
personal and as such provides special insight 
into conditions which he may experience as 
stressful. It was assumed that a systematic 
observation and measurement would indicate 
the depth of the patient's social maladjustment 
and degree of stress produced by his inadequate 
adaptive coping mechanisms in what to an 
outside observer appeared to be an uneventful 
life (Mechanic, 1970). 


METHOD 

Sample 

The Bellevue population tested represented a sample 
of 125 acute patients (first admission), of whom 17 
{13-6 per cent) were schizoaffective, 43 (34:4 рег 
cent) paranoid, 50 (40 per cent) schizophrenic 
episode, 2 (1°6 per cent) catatonic, 13 (10°4 per 
cent) other types; and 516 chronic patients (multiple 
admissions), of whom 63 (12:2 per cent) were 
schizoaffective, 192 (37:2 per cent) paranoid, 245 
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(47°5 per cent) chronic undifferentiated type, 1 (0:2 
per cent) catatonic, and 15 (2:9 per cent) other type. 
Of the 125 acute patients 97 (77:6 per cent) had a 
sudden onset ranging from óne week or less up to 
three months before first admission, while for 28 
(22:4 per cent) the onset ranged from over three 
months up to one year. For the 516 chronics, the 
length of stay in state hospitals for the iast ten years 
ranged from one to two years; the average number of 
previous admissions was 3°63. The patients were 
diagnosed at admission as schizophrenics, and the 
diagnoses were re-evaluated by the ward psychiatrists. 
They were admitted to the project on the basis of 
the problem appraisal scale (PAS) (Spitzer and 
Endicott, 1969) and their diagnosis was based on 
DSM Н (APA, 1968). The agreement rate’ for 
diagnosis of schizophrenia was 95 per cent, and 96 per 
cent for specific type of schizophrenia. АП doubtful 
cases were eliminated from the sample (alcoholics, 
drug addicts, and mentally retarded with schizo- 
phrenic 1eaction). 

The tested population represented approximately 
0:45 pet cent of the U.S. schizophreitics admitted to 
in-patient facilities in 1970 (Taube and Readick, 
1972) and 5 per cent of New York State first admission 
and readmission to state hospitals. On the Hollings- 
head and Redlich Socio-economic Classification 
Index, the sample could be considered as falling 
mainly into groups IV and V (Hollingshead and 
Redlich, 1958). A comparable group of 95 normals 
served as controls. 

The normal sample was selected from community 
agencies in the Bellevue Catchment Area. All 
controls volunteered for this study, were free of any 
evidence of psychotic symptoms and had never been 
admitted to a psychiatric hospital. The distribution 
of socio-demographic characteristics of the patient 
and normal samples is presented in Table I. 

Examination of Table I shows that in terms of age, 
education and race the samples are comparable. As 
regards the sex distribution, there was a predominance 
of males in the schizophrenic sampie as compared 
with the normal controls; however, when sex was 
regressed on the stress variables; no significant 
differences were found. As might be expected, a 
larger proportion of schizophrenics than of normals 
were single. Within the age range used, schizophrenic 
marriage rates are considerably below those of 
normals. In terms of occupation, acute patients and. 
normals appear to be comparable. The discrepancy 
in the chronic sample appears to be accounted for 
by the drop in occupational level as a function of the 
duration of illness, especially in view of the fact that 
occupation refers to job titles held within the six 
months preceding admission. 
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TABLE I 
- Socio-demographic characteristics of the schizophrenic and normal samples 
' Chronic Acute Total pts. Normal 
Variable FO MM х? 
М % N % N % N % 
Age ‘ 
25  .. es .. 120 23°1 5 45:6 176 27:5 27 28:4 
26-44 e .. 352 68-2 62 49:6 414 64-6 58 61:1 0°94 
45+ :. is 0 44 8:7- 6 4'8 50 7:8 IO 10°5 
Sex > 
Male .. sh .. 329 63-8. 65 52:0 394 61:5 43 45:8 
Female T .. 187 36-2 -60 48-0 247 38:5 52 54:7 g:o1* 
Total .. ss .. 516 125 ' ' 
‘Education (in grades Р { 
Ta o... ES .. 218 42:2- 42 33:6 260 40:6 31 32:6 
I2  .. e. .. 186 36:1. 48 38:4 234. 36 32 33:7 5'44. 
13+ .. ve os 119 21:7 35 28-0 147 22:9 32 33:7 
Occupation 
` Never employed .. 15 2'9 ` 8 6-4 23 3°5 3 3°2 
Manual workers .. 281 54:5 54 43:2 335 523 43 45°8 
Unskilled .. 290 44:6 41 32-8 271 42:3 16 16:8 
Semiskilled ov 151 9:9 19 10'4 64 10:0 27 28:4 
Intermediallevel .. 161 31-2 45 36-0 2 92'1 34 35:8 
Owner, small bus. 2 0:3 I o-8 3 0*5 I 1.0 
Technician .. 18 3:5 3 2:4 21 3:3 3 3:2 
Salesman 14 2:7 3 2:4 17 ° -27 2 2:1 
Clerks .. .. 106 20°5 27 21:6 133 20:8 22 23:2 
Semi-professional 21 4-1 ІІ 8-8 32 5:0 6 6-3 2:05 
Higher level .. 2.81 6-0 1I 8.8 42 6-6 10 10:5 
Administration .. 13 2*5 ‚5 4°0 18 2:8 I 1:0 
Lesser professional 16 3-4 - 4 3:2 20 3-1 9 9*5 
Owner, medium 
business " I 0:2 0-0 1 0:2 о 0-0 
Manager i о о-о `- I o-8 I о.8 о о.о 
г Major professional. 1 0:2 I o-8 0:3 о 0-0 
Marital status - 
Single a .. 306 59°3 Bo 64-0 386 60-2 25 26-3 
Married ae .. ‘67 ' 13-0 20 16-0 87 13:6 34 35:8 45:94t 
Separated .. — .. 148 27:7 25 20:0 168 26-2 36 37°9 
. Race s 
White гу .. 292 56:6 бо 48-0 352 54:9 42 44°2 
, Black..  ..  .. 192 .87:2 57 456 249 38'9 33 347 
Puerto Rican .. 22 4:3 5 4°0 27 42 17 17°9 3:8r 
Oriental vs не І 0:2 2 1*6 3 0*5 I I*I 
Other s i 9 1:7 I o-8 IO 1*5 2-1 
* p « сог. Їр < ‘oor 
Technique of measurement imbalance presupposes a sense of failure on the part 


Construction of the stress scale was based оп the of the individual: to meet these demands, and the ` 
concept that stress represents an imbalance between consequences are perceived as important to the 
environmental demand and the respondent’s capacity individual, the main approach to the exploration, of- 
to meet the demand successfully. Since the stressful stress was based on scoring the level of distress (upset), 
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experienced by each individual in relation to specific 
problem situations (social functioning), and was 
independent of the subject’s ability to resolve his 
problems. 

The measure of stress was derived from a specially 
designed Social Stress and Functionability Inveptory 
for Psychotic Disorders (SSFIPD) standardized on 
130 schizophrenics and normals at Bellevue Hospital 
(Serban and Woloshin, 1974). The Inventory pro- 
vides information regarding psychiatric history, 
social-demographic factors and genetic and per- 
sonality variables, and data regarding social function- 
ing and associated stress subsumed under the follow- 
ing four areas: Social performance (6 dimensions 
called categories: education, job, housekeeping, 
dependence on welfare, management of finances, 
living circumstances); Family interaction (4 dimen- 
sions: relationship to parents, relatives, marital 
partner and children); Social interpersonal inter- 
action (7 dimensions: dating, sex, relationship with 
close friends, neighbours, community at large, use of 
leisure time, religion); Social maladaptive activities 
(4 dimensions: drinking, use of addictive and psyche- 
delic drugs, antisocial acts).* Thus a total of 21 
dimensions of stress were assessed independently of 
functioning. : 

Stress was measured by 190 items, reflecting the 
degree of imbalance between environmental demands 
for psychosocial performance and the capacity for 
successful fulfilment of these demands. This report 
presents only the aspects of the Inventory related to 
stress. Functioning has been presented in a separate 
paper. 

Answers to each item within each of the 21 stress 
categories were rated: 1 if they reflected high stress, 
2 if they reflected low stresa, and g if they indicated 
no stress. The sum of these raw scores was then 
divided by the number of items rated, and thus a 
mean score for each category of stress was derived. 
This meen score, henceforth referred to as a D-stress 
score, was computed to compensate for the unequal 
number of items in the 21 stress categories. 

Inter-rater reliability of the Inventory was mea- 
sured in terms of per cent agreement and was found 
to range between 85 and 91 per cent. The SSFIPD 
was also given by an independent interviewer to an 
informant (a member of the family such as parent, 
sibling, spouse or an individual who lived with the 
patient during a six months’ period preceding the 
subjects admission). The per cent agreement for 
factual information, computed for 228 patients and 
their infarmants, ranged from 83-91 per cent. 


* Sec Appendix A for a general description of items 
comprising the 21 stress categories. 
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'Test-retest reliability, determined by Pearsonian 
correlation (six montbs interval) for scores on seven 
dimensions reflecting 40 per cent factual and бо per ~ 
cent attitudinal data, computed for 78 cases, ranged 
from -43 to -77. The seven dimensions were: educa- · 
tion, job, welfare dependence, drinking, use of 
psychedelic and addictive drugs, antisocial behaviour. 

The tests were individually administered by either 
project psychiatrists or Ph.D. clinical psychologists in 
the wards of Bellevue Hospital, only to patients in 
contact with their surroundings. The patients were 
interviewed between 3 and 5 days prior to their 
discharge. All patients were regularly treated with 
chlorpromazine during their stay in hospital. 


RESULTS 


Comparisons of individual means for each of | 
the 21 stress categories and for the grand mean 
of all the 21 categories (comprising 130 stress 
items) for the three groups of subjects were 
handled by means of analyses of variance. In 
order to determine which of the group differ- 
ences contributed significantly to the overall 
differences obtained among groups, the Sheffé 
method (Sheffé, 1957) for individual mean 
comparisons was applied. The resulting F-tests 
were computed for differences between normals 
and acute patients, normals and chronic 
patients, and acute and chronic patients. 
Overall results indicate that the three groups 
maintained the predicted order, namely 
Dsn > Dsa > Dsc, which implies that chronic 
experienced more stress than acute patients, 
and these in turn had more stress than normals ., 
(see Table IT). 

Table II shows that grand mean stress score 
comparisons (encompassing all 21 stress dimen- 
sions) for the schizophrenic and normal groups 
yielded a highly significant F-ratio (p < 001). 
Similar highly significant results were obtained 
for individual mean comparisons of acute 
patients and normals, chronic patients and 
normals, and acute and chronic patients. 
When the stresses of the three groups were 
compared for each of the 19 categories (21 
categories were reduced to 1g, due to the fact 
that none of the normals were taking addictive 
drugs or manifesting antisocial behaviour) we 
find the following results: Chronic patients 
compared to- normals have a higher stress 
(p < от) in 13 categories out of 19. Chronic 
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Taste IT 
Analysis of variance: 
Comparison of D stress scores for normals and acute and chronic schizophrenic for 21 stress categories 
Among groups Between groups F values 
Category 
df N vs. Ac N as. Ch Ac os. Ch 
Education 6:55** 2/716 0:81 9:99** 5:930* 
Job... 4:83** 2/711 0-36 3°19 7:95** 
Housekeeping 2:13 2/417 — = — 
Welfare 0°75 2/377 ae Rx = 
Finances T go** 2/716 2:06 1:04 9:56** 
Living circumstances 6:57** 2/715 0:10 8-05** 7:44** 
Parents vs 19:71*** 2/595 1-88 20.82*** 11:14*** 
Relatives 6-72** 2/659 1°55 1l1:g5*** 4'91* 
Marriage 26*** 2/367 0:07 10°73** 6:50 
Children 2*5 2/251 7:03** 8-20** 0°29 
Dating .. 13°81*** 2/598 7-71%% 24-05*** 5°59* 
бех .. 5:g1** 2/716 1°27 `79** 3°84 
Friends 12:27*** 2/715 I*51 18: 69*** 9:99** 
Neighbours 4'24* 2/709 5:60* 8-20** 0:00 
Others .. 34:0g*** 2/716 20:10*** 65-71*** 8-714" 
Leisure 2'14 2/716 — — — 
Drinking 3°53" 2/183 3°70* 6-56* ° 
Addictive drugs — 2/116 — — — 
Psychedelic drugs 4°26* 2/173 8:50* 6:17* 1°36 
Antisocial acts — 2/271 — — — 
Grand mean 94:06*** 2/716 7:25*** 56-34*** 22:22*** 
***p < *00I ** р < сот. * p< *о5. 
Taste ПІ 
Means and standard deviations of D stress scores for normals and acute and chronic schizophrenics on the 21 stress 
categories 
Normal Acute Chronic 
Category 
N Mean S.D. N Mean S.D. N Mean S.D. 
Education — 22 95 2:95 0:47 124 2-29 0:48 500 2:17 O*51 
Job... M ss 93 2:62 0:22 122 2:65 0:32 499 2:54 0:38 
Housekeeping . . 74 2:62 0:58 73 2°73 0:56 273 2°55 0:71 
Welfare d 2I 2:41 0°60 44 ` 2:56 0°64 315 2:44 0-63 
Finances e 95 2°35 0-68 124 2:49 0:62 500 2:27 0.71 
Living circumstances 95 2:39 0:68 124 2:96 0:76 499 2:14 0:85 
Parents Е 2°55 0:46 106 2°43 0°54 416 2°22 0°61 
Relatives go 2°85 0:26 117 2:7] 0°41 455 2:66 0*55 
Marriage 71 2°50 0°32 БІ 2:48 0°36 248 2°33 0-41 
Children 43 2:60 0:57 40 2-12 0:89 171 2°20 0°86 
Dating .. 53 2°73 0°30 105 2°54 0°39 443 2°43 0:42 
Sex  .. 95 2-67 0:57 124 2:56 0:64 500 2-42 0:72 
Friends 95 2°72 0:35 124 2:61 0:59 499 2:41 о:69 
Neighbours 95 2:81 0°49 123 2:58 0°74 494 2*58 0'74 
Others .. 95 2:40 0:36 124 2'19 0'45 500 2'05 0:51 
Leisure 95 2:52 0°50 124 2:66 0.52 500 2:60 0°54 
Religion 89 2:87 0-28 122 2:85 0°30 489 2:83 0'29 
inki 7 2:69 0:23 31 2:22 0:64 148 2-11 0:58 
Addictive drugs I, 0-00 0-00 23 1:97 0:71 95 1:98 0:70 
Psychedelic drugs 13 2°69 0°46 36 2:00 0:74 127 2:16 0°75 
Antisocial acts 8 1.00 0.00 29 1:21 0°25 237 1:22 0°29 
Grand mean 92 2:60 0:44 124 2°50 0°55 500 2°36 0°59 
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compared with acute patients have a higher 
stress in II out of rg categories (p < -05), 
while acute patients compared to normals 
have a higher stress (p < -o1) in six categories. 

It is important to note that the direction of 
differences between the means of the three 
groups were consistently maintained in 17 out 
of 19 ca:egories; that is, normals had a lower 
stress as compared with acute and chronic 
patients (Dsn > Dsa > Dsc), as shown in 
Tables I- and IV. 

It should be noted that higher mean scores 
indicate “ower clinical stress. 

Examination of differential level of stress 
experienced by the three groups, within each 
stress category, provides a more explicit 
understanding of these results. For instance, 
in education (p < -:or) the acute and chronic 
patients were chiefly disturbed by the differential 
level of their education in relation to that of their 
family, bv their inability to follow school instruc- 
tions or :o complete their studies (acutes (ac) 
X 2-21, chronic (ch) X 2-31, normals (n) 
X 3:00). 


/ 


é 
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A few interesting observations could also be 
made about the reaction of subjects to work- 
stress. Regarding the question of stress due to 
unemployment (being out of work), the chronic 
patients responded with maximum stress, fol- 
lowed by the normals and the acute patients, 
mainly because more chronic patients were 
jobless (75 per cent) and for a longer time 
than acute patients (57:6 per cent) or normals 
(12:6 per cent). ((n) 2°13, (ch) 2:08, (ac) 
2:26). Though the unemployed normals were 
in the minority (12-6 per cent), they experienced 
more stress than the acute patients, who 
appeared less interested in work. In the same 
way fewer acute patients (16 per cent) than 
normals (34:7 per cent) or chronic patients 
(17:2 per cent) were upset about their salaries. 
The acute patients, however, were more upset 
than the chronic patients by their level of 
functioning in their last job (n 2:77, ch 2:50, 
ac 2:68), and by realization of a progressive 
decline in their former work capacity (ac 1-97, 
ch 2°17). 

In housekeeping area, the acute patients 


Taste IV 
D stress: Males and females by normals, chronics and acutes 
One-way analysis of variance 








Male Female Male Female Male Female Sex X 

Category normal normal chronic chronic acute acute Sex Patient — patient 
1. Education 2:974 2:318 2-206 2:111 2:975 32191  5:538* 5:237% NS 
2. Job 2:595 2:642 2:541 2:550 2:582 2'719 NS 3:212* NS 
3. Howe .. 2:598 2:661 2-647 2:446 2:703 2:744 NS NS NS 
4. Welfare 2:496 2:375 2:508 2-326 2:500 2:627 NS NS NS 
5. Finances 2:394 2:299 2:904 2:214 2:461 2:514 NS 3-981* NS 
5. Living .. 2:545 2:210 2:215 1:997 2:421 2:288  8-645[ 5:011| NS 
7. Parents 2:582 2:519 2:260 2:146 2:477 2:382 NS 11:052 NS 
8. Relatives 2-828 2-881 2:716 2:57 2:800 2:732 NS 6-917Ї NS 

g. Marriage 2:446 2:577 2:492 2:242 2:575 2:398 NS 5:105 4°307* 
10. Children 2:538 2:675 2:346 2-075 2:031 2:180 NS 5:530f NS 
11r. Dating 2:715 2:747 2:462 2:396 2:554 2:519 NS 14'307} NS 
12. Sex .. 2:622 2-721 2:495 2:301 2'623 2:492 NS 5:726] NS 
13. Friends 2-709 2:728 2-407 2-409 2:643 2:574 NS 8-6561 NS 
14. Neighbours 2:865 2:744 2:651 2:464 2:677 2:474 6-268"  5-465f NS 

15. Others 2:446 2:600 2:044 2:052  Á 2:219 2:168  4:738* 4-823} 4°744T 
16. Leisure 2:538 2:488 2-651 2:514 2:685 2:644 NS NS NS 
17. Religion 2:853 2:892 2:826 2-834 2:840 2:857 NS NS NS 
18. Drinking 2:800 2-640 2:129 2-058 2:239 2:173 NS 4°435* NS 

19. А. drugs 0-000 3-000 2:080 1:797 1:808 2:141 
20. P. drugs 2:800 2:625 2:160 2-167 1:979 2:042 NS 6-086 NS 
21. Anti-social 0-000 1:000 1:203 1:280 1:227 1:143 NS NS NS 
NS = Noncsignificant. ж p < ‘oor Їр < о! ір < 05 


N 
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appeared to have more difficulty than the 
normals, and normals more than chronic 
patients in relation to shopping (ac 2:15, 
ch 2:35, n 2:33). This reversal of the scores for 
the groups was related to the fact that 45-6 per 
cent of the acute and 58 per cent of the chronic 
patients, compared to 23:2 per cent of the 
normals, found the question relating to house- 
keeping inapplicable. The schizophrenic popula- 
tion was mostly single (64 per cent acutes, 
59:3 per cent chronics compared to 26:3 per 
cent normals), without responsibility for house- 
keeping. Yet even under these circumstances 
there was a difference between acute and 
chronic patients significant at the -05 level, due 
to the fact that chronic patients, living for a 
longer time alone, were doing more house- 
keeping than the acute patients. Welfare con- 
ditions disturbed the chronic patients and the 
normals more than the acute patients, who 
generally were younger and largely dependent 
on family resources, and consequently were less 
upset about welfare matters (6:4 per cent upset 
as compared to 12:5 per cent of normals repre- 
senting a mean score of ac 2°33, n 2°33 and 
ch 2:19). 

In terms of finances, the normals were more 
upset about the amount of money they had to 
live on, while the chronic patients were upset as 
a result of the long period of being without any 
money (p < -or). However, the difference 
between acute and chronic patients was highly 
significant at p < -or. 

In the parents category the groups were 
differentiated at the -oo1 level. The acute 
patients were more upset than the normals, 
while the chronic patients were most upset of 
all in terms of parental daily interference, and 
of familial expectations and demands (ac 2:24, 
ch 2:09, n 2:54). The same trend was main- 
tained with relatives, the acute patients being 
more upset in interaction with their brothers 
and sisters than the normals, while the chronic 

, patients were most upset of all (ac 2:79, ch 2:64, 
n 2:96, p < -or). The chronic patients had 
more difficulty in relating to and dealing with 
their relatives than the acute patients. 

In marriage, the acute patients and the 
normals had had almost the same type of 
problems, the acutes to a greater extent, while 
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the chronic patients appeared to be unable to 
relate to their mates in the marital interaction 
(p < -or). Interestingly, the acute patients 
found marital sexual incompatibility a less 
important factor leading to the break-up of the 
marriage than did the normals (ac 2:90, ch 
2-73, n 2°69). The main reason given for the 
marriage break-up by both acute and chronic 
patients was the inability to withstand parental 
interference (ac 2:38, ch. 2:24, n 2:59). In 
comparing remarriages, the normals related 
better to their partners than did the acute 


'patients, apparently choosing more compatible 


mates. 

In the relationship to children (p < :о1), 
the acute patients were the most upset, since 
they felt keenly about their difficulty in main- 
taining meaningful contact or emotional inter- 
action with their children (ac 2:50, ch 2°59, 
n 2:91). 

In general, we can conclude from the cate- 
gories of familial interaction that the chronic 
patients were consistently the most worried, 
followed by the acute patients, with the normals 
least distressed of all. 

The first group of items referring to social 
interpersonal relations consisted of dating and 
sex (p « -or). In this respect, the acute and 
chronic patients felt uneasy in relating on an 
emotional level towards the opposite sex (ac 
2:54, ch 2:48, n 2:89). This was shown by 
their level of frustration in wanting to get 
married, yet upset by being unable to do so 
(ac 2-39, ch 2:33, n 2:56). In reference to sex 
per se, the patients were distraught by their 
difficulty in developing or maintaining sexual 
relationships with the opposite sex (ac 2:59, 
ch 2-49, n 2°76). 

In the category of friends, the chronic patients 
were most disturbed, as compared to the acute 
patients and the normals, by their inability to 
make friends (ch 2:35, ac 2:56, n 2:73). 
Furthermore, regarding ability to interact with 
friends, the chronic patients showed the highest 
level of worries (ch 2:62, ac 2-82, n 2:93). 
Regarding neighbours (p < +05), the acute and 
chronic patients were equally upset about their 
inability to relate to people within their neigh- 
bourhood (ch 2:58, ac 2:58, n 2-81). In rela- 
ting to authority figures and others in the 
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community (p < -oo1), chronic patients 
experienced maximal stress when compared 
with acute patients and normals (n 2:69, 
ac 2:61, ch 2:41). Similarly, the chronic 
patients were most upset about their inability 
to participate in community activities (ch 1-76, 
ac 1:95, n 2:12); and were highly frustrated 
by feelings of total isolation and absence of a 
social life (ch 2-32, ac 2:50, n 2:75). Apparently 
religion appeared not to be a source of difference 
in stress in the subjects’ social and personal life. 
With respect to drinking (р < :05) the 
chronic patients appeared to be the heaviest 
users of alcohol (ch 1:14, ac 1°35, n 1:25). 
They also admitted that alcohol created serious 
problems in other areas of their life, thereby 
exacerbating the stress level (ch 2-25, ac 2-98, 
n 3:00). Psychedelic drugs (p < +05) repre- 
sented more of a problem for acute than they 
did for chronic patients, resulting in a greater 
number of 'bad trips! and creating more anxiety 
for these patients (ac 1:94, ch 2-09, n 2:69). 
With reference to the last section of antisocial 
behaviour, the acute patients were more dis- 
stressed by their past antisocial activities (which 
led to arrest) than the chronic patients (ac 
1:207, ch 1:219), while normals found the 
, question totally inapplicable. 
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Readmissions 

The second set of results dealt with the 
significance of precipitating factors of the 
acutes and chronics as related to their re- , 
admission to the hospital. 

It was found that not all acute patients had 
clear precipitating factors on admission. Fur- 
thermore, some chronic patients were re- 
admitted because of the same precipitating 
factors as the acute patients. For instance, 47 
out of 125 (37:6 per cent) acute patients 
specified one category out of 21 as a major 
factor for their readmission; the remainder 
although coming to the hospital under high 
stress, could not identify any particular stress 
category as decisive for their admission. 

Out of 516 chronic patients, 198 identified - 
major factors for readmission (38:37 per cent). 
Contributing causes in both groups were con-: 
sidered by the patients as secondary reasons. 

From the Table, the main reason (preci- 
pitating factors) given for the acute patients' 
readmission appears to be related to family 
interaction (marriage, parents), sexual diffi- 
culties and friends, followed by difficulties over 
jobs. A different pattern is shown by chronic 
patients, with higher priority given to welfare, 
finances and parents, followed by friends and 


TABLE V 
Contributing and major factors causing admission to hospital of acute and chronic patients 








Contributing factor Major cause No problem 
Acute Chronic Acute Chronic Acute Chronic 
N % N % N MM? % N MM? % мә N % 
1. Education 21 16-8 72 14:0 I т 1:6 о 5 1:0 102 81:6 439 86:1 
а. ЈоЬ sa 92 25:6 178 34:5* 4 2 4:8 14 19 6-4 87 69:6 305 59'1 
3. Housekeeping 9 7:2 35 6:7 о І 8 o 4 oO 115 92:0. 477 92:4 
4 5,6. Finances 40 32:0 184 35:7 3 2 40 45* 27 I4 0 80 64:0 260 50:4 
7. Parents 36 28.8 120 23:3 8 4 96 95: 26 11:8 7; 6:16 335 64:9 
8. Relatives .. I3 10:4 64 12:4 I 1 1:6 8 7 2:9 Іо 88:0 437 84:7 
9. Marriage 4 3:2 бі rr8t i1 4 ао 22* 16 7:4 106 84:8 417 80:8 
то. Children .. п 8:8 бо 11:6 o 4 ga 8 6 2:5 сто 88:0 442 85:7 
11, I2. Sexual Ше зі 24:8 132 25:1 II 4 12:0 28 17 10:3 79 63:2 339 64:6* 
13, 14, 15, 16, 17. ' 
Social life 33 26:4 163 31:6 8 з 88 38 17 10:7 81 64.8 298 57:8 


° Multiple major causes of hospitalization per each patient. 
Chi square for contributing and major factors vs. no problem for acutes and chronics. 


жр < +05. Їр < 02. 


sex. However, statistically significant as major 
causes for readmission between acute and 
chronic patients as compared with no problems 
' were marriage (x? = 3°9205, І df, p < -05 
Yates correction applied) and finances (x? = 
6:4673, 1 df, p < :02 Yates correction applied). 
The following contributing factors were found 
to be significant: marriage (x? = 6:6734, 
1 df, p < “о: Yates correction applied), and job 
(x? = 4:1703, 1 df, p < +05). The remainder 
of categories did not differentiate between 
acute and chronic patients. 


Discussion 

The analysis of the D-stress scores shows some 
interesting patterns of reaction to stress in the 
three samples under study. The normals, acute 
patients, and chronic patients experience differ- 
ent amounts of stress in reacting to the ordinary 
life demands (p < +001). Analysed by cate- 
gories and regardless of the type, the acute 
patients experience a higher level of stress than 
normals in three areas which can be classified 
under emotional interaction (children and 
dating) (p < от), social interaction (neigh- 
bours, and people in community) (р < -oor), 
and maladjusted social behaviour (drinking and 
drugs) (p < +05). It is of interest to note that 
higher stress for normals is associated only with 
inability to reach and enjoy a higher standard of 
living (leisure time), while for the schizophrenics 
at the first admission (acute patients) it is 
centred round their difficulties in coping with 
close interpersonal relationships (children or 
other people close to them), which become the 
focus for their mental ruminations and worries. 

Contrary to general opinion held in psychia- 
try, suggesting a low level of stress in chronic 
schizophrenics, the patients in the present 
sample reported high stress (Epstein and 
Coleman, 1970; Rosenbaum, 1968). For pseudo- 
chronics, as compared with normals, the sur- 
rounding world is a source of turmoil: almost 
. everything creates anxiety and discomfort, 
except for social performance, job and finances, 
which have already lost any meaning as goals 
to be pursued. Their relationship to the environ- 
ment shows the extent of their difficulty in 
perceiving meaningful social reality. Everything 


appears to represent either an insurmountable 
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demand which society places on them, or worry 
induced by frustrated expectations. 

In this respect the acute patients, the reservoir 
from which the chronics emerge, had a lesser 
amount of total stress before their first admission 
to hospital than did the chronic patients. To 
explain this anomaly it is important to under- 
stand that the pseudo-ambulatory chronic 
patients are the former long-term hospitalized 
chronics who are now under periodic pheno- 
thiazine treatment while readmitted to hospital 
or in ambulatory care. As a result, they are 
repeatedly discharged into the community, as 
soon as their gross psychiatric symptoms are 
controlled, although still unable to cope with 
the minimal social or emotional demands 
placed on them. They are clearly differentiated 
from acute patients on 11 categories of stress 
associated with social performance, family 
interaction, and social interpersonal relation- 
ships. This indicates that release of chronic 
patients to the community did not solve their 
emotional problem of social adaptation. 

The second issue under discussion relates to 
the importance of precipitating factors in the 
admission to hospital of acute and chronic 
schizophrenics. Based on the results of this 
sample, it appears necessary to reassess our 
understanding of the role of precipitating factors 
in the aetiology of schizophrenia. 

Precipitating factors have frequently been 
emphasized by various researchers in relation 
to favourable prognosis of schizophrenia (Lang- 
feldt, 1956; Vaillant, 1964). However, a recent 
study by Birley and Brown in conjunction with 
the present results raises some doubt about the 
firmly established beliefin an association between 
the presence of clear precipitating factors and 
type of schizophrenia (reactive v5." process) 
(Birley and Brown, 1970; Brown, Sklair, Harris 
and Birley, 1973). 

In the present study, two major causes (mar- 
riage and finances) and two contributing factors 
(marriage and job) have been identified as 
leading to the readmission to hospital of acute 
and chronic patients. Yet, as is shown in 
Table V, the majority of both types of patients 
were admitted or readmitted without any 
evident major or contributing causes. Appar- 
ently the major factors which contribute to 
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admission in the majority of the cases do so 
only by increasing the already existing high 
global stress in the life of the schizophrenic. 
Other authors have found an increase in the 
rate of life crises in the last three weeks before 
the patient’s admission to hospital and have 
thereby established a ‘causal period’ linked to 
admission to hospital (Birley and Brown, 1970; 
Brown, Sklair, Harris and Birley, 1973). These 
authors have, however, failed to consider the 
already existent level of stress associated with 
the low level of the schizophrenic’s functioning, 
which compounds and confounds the major 
cause. Precipitating factors—major or contri- 
buting causes—appear to have only a triggering 
effect in the readmission of both acute and 
chronic schizophrenics. 

The main clinical implication rests with the 
therapeutic significance of the amount of stress 
experienced by the pseudo-ambulatory chronics 
discharged into the community. These patients 
are able to function only marginally, and yet 
their stress is maintained on a continuously high 
level, resulting in their frequent readmission. 
This means that the community programmes 
offered to them by various agencies are in- 
adequate in providing services which will permit 
them to cope with daily living in society. 
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APPENDIX A 
A DESCRIPTION OF 21 STRESS CATEGORIES 

г. Educahon dimension (15 questions) attempts to 
determine to what extent the subjects were upset by their 
achieved level of education, especially in comparison to 
that of their family; their inability to complete a training 
programme successfully; difficulty in following school 
rules, or worries resulting from inability to continue their 
education. 

2. Job (8 questions) was concerned with stress associated 
with type of work, unemployment, and problems in 
obtaining a job. 

3. Housekeeping (2 questions) measured the level of upset 
relating to ineffective homemaking. 
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4. Welfare (3 questions) dealt mainly with the subjects’ 
worries about being a welfare recipient and the degree to 
which this affects his personality. 

5. Finances (3 questions) rated the degree of subjects’ 
worries associated with income and living standards. 

6. Living circumstances (3 questions) indexed stress asso- 
ciated with lack of comfort, and poor housing conditions. 

7. Parent (9 questions) dealt with stressful interactions 
between the patient and his family in terms of parental 
interferences in patient’s life and work, criticisms, and 
conflicts over dependency. 

8. Relatives (4 questions) scored stress associated with 
emotional and financial dependency on relatives. 

9. Marriage (25 questions) assessed stress associated with 
present or recent marriage partners in sexual and emo- 
tional interactions. 

10. Children (3 questions) scored the subjects’ level of 
upset associated with relating to and taking care of 
children. 

11. Dating (4 questions) examined the worries of the 
patient based on his inability to find, and relate to a 
member of the opposite sex. 

12. Sex (3 questions) dealt with the subjects’ upset over 
inability to establish satisfactory sexual relationships with 
the opposite sex. 

13. Friends (11 questions) measured the worries of the 
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patient about lack of friends, and inability to 1elate to 
them on various levels of inter-personal interactions. 

14. Neighbours (1 question) scored his experience in 
relationship to his level of involvement with neighbours. 

15. Relationships with people in community (5 questions) 
indexed social stress experienced by the patient in relation 
to authority figures and other people with whom he came 
into contact within the community, as well as the degree 
of disturbance about inability to participate in community 
activities. 

16. Spare time (use of leisure, 2 questions) rated the stress 
placed upon the patient due to his inability to pursue 
hobbies or other social activity because of lack of funds or 
fear of socializing. 

17 Religion (13 questions) dealt with the subject's 
feelings of acceptance by the community of his religious 
beliefs. 

18. Drinking (8 questions) scored the stress related to the 
problems created by drinking in relationship to job, 
sexual life, family and social life. 

19. Addictive drugs (5 questions) rated stress related to 
the same working, social, and family problems, etc. 

20. Psychedelic drugs (2 questions) calculated the stress 
related to *bad trips! experienced by the subject. 

21. Antisocial act, (1 question) dealt with stressful effects 
on the patient of his antisocial activities which led to his 
arrest. 
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EEG Features of Depressive and Schizophrenic States 


By D. F. SCOTT and MARTIN S. SCHWARTZ 


Summary 
A 25-year-old female patient with a psychotic illness lasting three months in which schizo- 
phrenia and depressive episodes occurred was studied by serial EEGs. These were coded, 
masked and rated in a set way without knowledge of the clinical state. It was found tbat the 
schizophrenic state was characterized by a decrease in the amount and poor organization of 
alpha activity, as well as the occurrence of paroxysmal phenomena in particular atypical 
spike and wave. In the depressive episode, alpha activity was prominent and only scanty 
paroxysmal features were seen. Using these criteria a series of EEGs from psychiatric patients 
were assessed *blind with a view to separating them into either a schizophrenic or a depressive 
category. This proved possible in 17 cases (9 depressive and 8 schizophrenic). In only two was 
the categorization completely misjudged. These results suggest that further detailed study of 
the EEG, possibly with computer analysis, combined with assessment of the behavioural state 
might not only yield useful diagnostic information but also lead to a better understanding of 


the underlying neurophysiological basis of certain mental disorders. 


INTRODUCTION 

The EEG in psychiatric illness has been of 
interest since the inception of the technique by 
Berger (Gloor, 1969). However, investigations 
have largely been based on serial EEGs from 
one or small numbers of patients (Gjessing et al., 
1967), or on a series of patients who had only 
one EEG (Struve et al., 1972). The present 
investigation combines these two approaches 
and uses strict methodological procedures which 
have rarely been applied to the EEG in psychia- 
tric patieats, though they have been used in 
neuropharmacological studies (Malpas et al., 
1974) and in studies on medical conditions such 
as hypo- and hypercalcaemia (Swash and 
Rowan, 1972). 

The starting point of the present investigation 
was one patient with a long history of neurotic 
disorder, who over the course of about three 
months had a fluctuating psychotic illness which 
early on showed schizophrenic and later de- 
pressive features. The patient made a complete 
recovery. Initially because of presumed organic 
features an EEG was performed; it was abnor- 
mal, showing paroxysmal activity. Because of 
this and the fluctuating nature of the illness it 


was decided to perform serial recordings, and as 
a result twelve EEGs done at approximately 
weekly intervals were available. These formed 
the basis of Part I of the investigation reported. 
In Part II a series of patients referred for EEG 
with a diagnosis of schizophrenia or depressive 
illness were studied ia the light of the criteria 
established in Part I with a view to determining 
whether the different psychiatric states had 
particular EEG features. The findings have 
already been reported briefly (Schwartz and 
Scott, 1974). 


Part I 


METHOD AND MATERIALS 

Case history of index patient 

The patient, a 25-year-old unmarried woman who 
had been attending group therapy for four years to 
discuss her family, social and sexual problems was 
originaly admitted to hospital because of a mild 
depressive illness. This responded to chlordiazepoxide 
and psychotherapy. There were no psychotic features 
at that time nor had there been any previously, and 
there was no history of epilepsy and no suggestion of 
illicit drug taking. The patient’s previous medical 
history was unremarkable. She was of average 
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ability, had left school at the age of 15, and since that 
time had been employed as a shop assistant. 

The patient’s father had died at the age of 60 in an 
accident three years previously. Her mother was 
alive and well but had suffered from a depressive 
illness. Both the patient’s brother and sister were 
without psychiatric disturbance, though her sister 
was said to have had epilepsy as a child. 

The second admission, during which EEG studies 
were carried out, followed an overdose of 
chlordiazepoxide. The patient was then prescribed 
imipramine 50 mg. three times a day and improved 
sufficiently to resume work from hospital. Three weeks 
later she had a brief episode of loss of consciousness at 
work without ‘epileptic’ features. This was the only 
time such an incident occurred. On return to the 
hospital she described a 'gruesome accident', which 
proved to be fantasy. However, from that particular 
day her behaviour changed markedly. She made 
sexual approaches to the male patients and the staff 
to the extent of exposing herself, and she expressed 


' the idea that the ward doctor had been killed. She 


said her thoughts were spoken out loud, and although 
she denied hallucinations sometimes she entered the 
doctor's office saying that she had been called by him. 
Her affect was disturbed by inappropriate laughter. 
Imipramine was stopped and chlorpromazine begun; 
the dose was increased to 150 mg. three times a day. 
However, this was soon withdrawn and throughout 
most of her three months stay in hospital she was 
treated with trifluoperazine 15 mg. and benzhexol 
5 mg. both three times daily. She improved somewhat 
with this treatment, and her first EEG was carried 
out one week after the brief episode of loss of conscious- 
ness, already mentioned. 

Over the next nine weeks the patient's illness ran a 
fluctuating course. Sometimes, she was as already 
described, on other occasions she complained that 
she was in a ‘dream-like state’; then the nurses said 
she was withdrawn and apathetic. At other times the 
patient was reported to be ‘composed and pleasant’, 
but she herself said that her memory was ‘hazy’ and 
she could not concentrate. 

Suddenly there was another change; the patient 
became acutely depressed and suicidal with inability 
to describe her feelings. Trifluoperazine was with- 
drawn. Her condition improved gradually so that 
three weeks later at the time of the twelfth EEG she 
was reported to be completely recovered. A few days 
later she had her first menstrual period for four 
months. 

Because of a localized temporal lobe abnormality 
on the left side in most of the EEGs, as well as other 
more generalized features, a seconal sleep tracing was 
carried out following discharge from hospital. Two 
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months later a sphenoidal recording was performed. 
Both failed to shdw any clear-cut temporal -lobe 
sharp waves or spikes. There were minor paroxysmal 
features in both records, though the alpha was 
copious and well organized. 


EEG and clinical assessment 

The analysis of the twelve EEGs began with their 
being coded and masked. They had been taken ina 
similar manner with 10/20 electrode placement and 
16 channel Elema Schonander apparatus, but as 
co-operation of the patient had been limited on some 
occasions and overbreathing and photic stimulation 
had not always been performed systematically these 
sections of the recordings were not considered. The 
ratings were carried out about two years after the 
patient’s discharge from hospital, so that the EEG 
rater (M.S.S.) bad no contact with her. He was told 
that she had a fluctuating psychiatric disturbance 
with various types of symptomatology, and was 
instructed to assess the features which appeared to 
D.F.S. on clinical inspection at the time of the 
patient’s admission to correspond to alterations in the 
psychiatric state. Firstly, the frequency of the domi- 
nant activity and its amount and organization were 
studied in a standard manner using parieto-occipital 
channels on an antero-posterior montage. For each 
EEG 20 epochs were considered in detail. These were 
one-second sections of the tracing separated by five- 
second intervals. Parts of the EEG immediately 
preceding eye opening and following eye closure were 
excluded, as were those during which the eyes re- 
mained open. The ‘organization’ was assessed on a 
four-point scale from o to 3. The dominant post- 
central rhythmic activity was identified, and if this 
persisted .throughout the epoch under study the 
value ‘3’ was given. The operational definitions for 
the other points were: if more than half the epoch 
showed a well-organized rhythmic activity the value 
‘2 was assigned, if less than half the rating ‘1’ was 
given, ‘o’ indicated that there was no organized 
rhythmic activity. Similar operational criteria were 
devised for ‘amount’ of the post-central activity. 
The frequency was also assessed during each of the 
epochs examined. The ratings for ‘amount’, ‘organi- 
zation’ and ‘frequency’ were then averaged to obtain 
a score for each EEG. 

Secondly, the paroxysmal features were studied. 
There were three main types, atypical generalized 
spike and wave (repetition rate of the complexes 
was usually about 4 per second), generalized slow 
episodes containing either delta activity or theta 
activity or a mixture of both, and finally localized, 
paroxysmal activity which consisted of episodes of 
theta, sharpened theta forms and/or definite isolated 
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region. 

Each type of paroxysmal activity was quantified for 
20 minutes of the recording, the atypical spike and 
wave, the localized and generalized paroxysms being 
assessed on a four-point scale, o absent, 1 infrequent, 
2 moderate, and 3 very frequent. 

The timing of the alterations in the psychiatric state 
was assessed by D.F.S. independently of the EEG 
ratings. The recordings were then unmasked, and an 
attempt was made to establish the criteria which 
separated the EEGs taken during the schizophrenic 
and the depressive states. Differences were assessed 
using the Mann-Whitney U test. 


REsULTS 

The series of 12 EEGs would by the usual 
clinical criteria be regarded as abnormal, 
those for the schizophrenic state being quali- 
tatively and quantitatively more so than when 
the patient was in a depressive phase or free 
from psychiatric disturbance. The main types of 
abnormality are shown in Fig. 1 including in 
the schizophrenic state disorganization of back- 
ground and brief bursts of atypical spike and 
wave, found in 7 EEGs of the 8 in the schizo- 
phrenic state. 

The ratings for ‘amount’ (Table I) showed a 
value of 1-0 for the schizophrenic state, 1-83 
for the depressive state and 1:9 when the 
patient was free from psychiatric disturbance. 


ТАВІЕ I 
EEG ratings for the wndex patient 











Schizo- Depres- 
phrenic sive Normal 
state state (1 EEG)* 
(8 EEGs) (3 EEGs) 
Alpha actwity 
Amount I'0 1°83 1:9 
Organization. . 1*3 1:86 1:8 
Frequency 
(c./sec.) .. 10:0 10:0 I0*4 
Paroxysmal features 
Spike and wave 1*6 0:3 o 
Generalized .. І-І 1*9 o 
Localized .. 1:8 0:6 1 
Total .. 4°5 2°3 0:3 








* 'The earlier parts of 2 other EEGs which included 
barbiturate sleep and sphenoidal leads, not included 
in the ‘masked series’ showed similar features. 
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Fio. 1.—Sections of EEGs taken during the different states. 

Samples 1, 2 and 3 during the schizophrenic illness show 

disorganized background activity and various paroxysmal 

features. The 4th sample during the depressive episode 

shows a prominent well-organized alpha activity and the 

final sample when the patient was free from psychiatric 
symptoms is similar. 


The differences between the depressive and 
schizophrenic state were significant (p < +05). 
The ratings for ‘organization’ showed a similar 
pattern, 1:3, 1:86 and 1-8, respectively, for 
the different states. There was little overall 
change in frequency, and neither this nor the 
‘organization’ ratings were significantly different 
for the different states. When the paroxysmal 
features were considered it was found that 
generalized atypical spike and wave charac- 
terized the schizophrenic state with a rating of 
1*6, the depressive state of 0-3, and when the 
patient was symptom free the score was zero 
("017 <р > -008). 


Part П 


METHOD AND MATERIAL 
For Part II a group of 24 patients was obtained 
from the Department’s computer file (Krauthammer 
et al., 1966). They had all been referred for the 
diagnosis of schizophrenia or depressive illness during 
the year 1970, when the index patient was examined. 
The patients were selected on the basis of their 
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referral diagnosis, in most instances their first illness. 
Even if they had been referred because of possible 
organic features, in the subsequent review of the case 
notes by D.F.S. this was excluded. The final check 
revealed diagnostic doubt in three patients; these 
were therefore excluded. i 

The group then consisted of 21 patients, 11 women 
and то men. There were то labelled depressive and 
10 schizophrenic and one patient had a schizo- 
affective disorder. The age range was similar for the 
two main groups, but the average agé for the schizo- 
phrenic patients was 36 and for the depressive patients 
46 years. At the time of the EEG, 6 of the schizo- 
phrenic patients were on phenothiazines and 2 of the 
depressive patients were receiving imipramine. 


The EEGs were masked and randomized. They 


were rated by M.S.S. independently of the known 
diagnosis, using the same criteria as those employed 
for the assessment of the index patient in Part I. He 
obtained values for the ‘amount’, ‘organization’ and 
‘frequency’ of alpha activity and various paroxysmal 
features. In addition he was asked on the basis of 
these ratings to assign the patients to either a schizo- 
phrenic or a depressive category. 


RESULTS’ 

The ratings for the schizophrenic and de- 
pressive patients (Table II, Fig. 2) showed that 
for ‘amount’ the mean values were 1-1 and 1:5 
respectively, and for ‘organization’ 1-6 and 1,5. 
The values for ‘frequency’ were for the schizo- 
phrenic patients 12-2 and for the depressive 
patients 10°8. None of these differences was 
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Taste II 


EEG ratings, average values for the schizophienic 
(п = то) and the depressive group of patients (п = ro) 








Schizophrenic Depressive 
group group 

Alpha activity 

Amount | I'I 1*5 

ization .. 1:6 1: 5 

Frequency (c./sec.) 12:2 IO* 
Paroxysmal features 

All forms з I'l o'I 





statistically significant. The paroxysmal activity 
assessment taking all types was for the schizo- 
phrenic group І `1 and for the depressive group 
o-1. However no patient in either group showed. 
atypical spike and wave. 

The rater placed 17 patients (9 depressive 
and 8 schizophrenic) correctly in their diagnostic 
groups, a statistically significant result using a. 
Chi square test, 0:02. < p > 0-01. 
incorrectly categorized patients, 3 were rated. 
as 'query schizophrenic', and of these one was 


- depressed, one schizophrenic and a third had a 


schizo-affective disorder. The other patient was 
labelled ‘depressed’ when he should have been 
placed in the 'schizophrenic' category. There did 
not appear to be any relationship: between. 
medication and incorrect placement in diag- 
nostic groups. 
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Fra. 2.—Average EEG ratings for 20 patients (10 schizophrenics (х) and то depressives (d)) оп alpha activity 


‘organization’ (о), ‘amount’ (a) and all paroxysmal features (p). The ey of the background activity (f) 
is given on the right of the figure. 
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Discussion 

The present investigation employs a methodo- 
logical approach rarely applied to the assess- 
ment of EEGs from psychiatric patients, though 
similar means have been used for the testing of 
psychotropic drugs (Malpas et al., 1974). The 
techniques employed here are directly com- 
parable to those of Swash and Rowan (1972), 
who made a study of patients with abnormal 
calcium levels. They derived EEG criteria from 
one patient who had serum levels varying from 
the markedly hypercalcaemic to hypocalcaemic, 
and then applied these to a series of patients to 
determine whether their serum levels were above 
or below normal. In the present investigation a 
similar two-stage approach was used and we 
were able on the basis of the orte patient studied 
in detail to categorize correctly the majority of 
our small series of psychiatric patients placing 
them either in a schizophrenic or depressive 
category. Only two patients were completely 
misplaced. It could be argued that the index 
patient had an unusual illness, nonetheless the 
criteria did appear to have some general 
"applicability. Further we eliminated the possi-, 
bility that our case had a schizophreniform 
psychosis occurring on the basis of temporal 
lobe epilepsy (Slater et al., 1963) by subsequent 
EEG studies. In addition it seemed unlikely 
that her psychotic episode with its markedly 
fluctuating form could be related to drugs which 
had been either prescribed for her or illicitly 
obtained. The illness was an isolated event, and 
she remains well some three years later, suggest- 
ing that there was no serious underlying dis- 
order. Further, few of the patients in Part II 
were taking medication, so it is unlikely that 
this could have had any significant effect on the 
results. й 

The findings in terms of alpha amount and 
organization are in general agreement with 
those of Gjessing e£ al. (1967), who had three 
patients and a much longer series of EEG 
recordings. They also employed frequency 
analysis, as well as detailed visual ratings of the 
type employed here. Recently Harding (1974, 
has reviewed the EEGs in psychotic states, 
examining all published series. He has found 
that there is a marked difference between 
the schizophrenic and the manic-depressive 
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patient. When the ‘down’ phases of both types 
of illness were considered, it was found that the 
stuporose form of the catatonic schizophrenic 
and the retarded phase of the manic-depressive 
were characterized by a reduced amount of 
alpha activity in the former and an increased 
amount in the latter. A similar inverse relation- 
ship was found for frequency; it was increased 
in the catatonic and reduced in the depressive 
state. 

The finding of paroxysmal activity of various 
types in psychiatric disorder has been noted 


` earlier by Hill (1952) and more recently by 


Struve et al. (1972). Hill considered that it was 
typical of schizophrenic patients, particularly 
those in a catatonic state, whereas Struve and 
colleagues found it to be related to suicide and 
violent behaviour. The significance of this type 
of paroxysmal activity is uncertain, but Monroe 
(1970) has suggested that there is a relationship 
with epilepsy, in which similar EEG changes 
are seen and in which there is an episodic 


. disturbance of behaviour. 


The present study has inherent disadvantages 
partly because it is retrospective but also 
because we were not able to employ frequency 
analysis or more sophisticated computer tech- 
niques for EEG assessment. These latter are 
becoming available more regularly for the 
assessment of both background activity and 
paroxysmal features. Nor did we use the more 
detailed behavioural assessment of the patients 
such as the *Present State Examination (Wing 
et al., 1967). It is suggested that a combination 
of these two techniques might reveal even 
more positive relationships between EEG 
features and bebaviour than we were able to 
derive in the present study. Indeed, such 
investigations are likely, in our view, not only 
to be helpful from the diagnostic standpoint 
but also to assist in the elucidation of the 
underlying neurophysiological basis of dis- 
ordered mental states. i 
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The Brain Stem in Psychosis 


By M. FISMAN 


Summary 
The brain stems of 24 mental hospital patients and то control patients were examined. Ten 
mental hospital patients were either deluded or auditorily hallucinated in clear consciousness, 
and of this group 8 presented with a diagnosis of schizophrenic syndrome. The nature and 
significance of lesions found in the midline reticular nuclei and the trigeminal n. are discussed. 
The results, and the dearth of other published material ón this subject, indicate the need for 


further work in this field. 


Many ‘centres’ or areas of the brain have been 
incriminated at different times as responsible for 
the schizophrenic syndrome; but neuropatho- 
logical investigations have failed to confirm 
these hypotheses (Meyer, 1971). The brain 
stem, and especially the brain stem reticular 
formation and sensory pathway feedback mecha- 
nisms, have been increasingly implicated in 
disorders cf attention and perception, including 
the genesis of hallucinations, delusions and the 
schizophrenic syndrome; but it appears to have 
escaped neuropathological scrutiny (David, 
1957). 

The work implicating the brain stem has 
involved different disciplines, and the con- 
vergence of opinions and conclusions appears 
impressive. After investigating the anatomical 
organization of the brain stem reticular forma- 
tion the Scheibels (1962) suggested that this 
structure fulfilled the requirements of a system 
involved in the genesis of hallucinations. 
Bradley (1972) has demonstrated that chlor- 
promazine acts selectively on the afferent 
collateral input at the level of the reticular 
formation. Electrophysiological work (Feinberg, 
1969) has demonstrated abnormalities in both 
the waking record (choppy waves and hyper- 
stable alpha rhythm) and sleep records (re- 
duced stage 4 component of NREM. sleep) of 
schizophrenics, and has attributed these altera- 
tions to abnormal subcortical, including reti- 
cular, mechanisms. Clinically, a high incidence 
of schizopkrenia has been found in narcolepsy, 
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which is presumed to be due to disorder of the 
brain stem sleep centres (Sours, 1963). Psycho- 
logical studies have implicated a breakdown in 
selective attention in schizophrenia (McGhie, 
1972), with implied involvement of either the 
reticular formation or the specific sensory 
systems feedback control mechanisms (Wein- 
berger, 1971). There have also been a number 
of speculative (West, 1962; West, 1968; Fish, 
1961) and anecdotal papers (Kleist, 1960) on 
reticular and brain stem disorder in schizo- 
phrenia and hallucinatory states. 

The present paper concerns itself with the 
neuropathology of the brain stem in patients 
suffering from either the schizophrenic syn- 
drome, hallucinations or delusions. 


MATERIAL AND METHODS 

A total of 34 brain stems were examined. 
Ten of these derived from mental hospital 
patients who suffered either from auditory 
hallucinations in clear consciousness or from 
delusions or both. Two groups of controls were 
used: a group of 14 non-auditorily-hallucinated 
non-deluded mental hospital patients; and a 
group of то patients without history of major 
mental illness who died in a general hospital. 

Complete post-mortems were performed by 
the author on the mental hospital cases, but 
only the brain stems were examined in the 
general hospital group. 

The brains were fixed for one month in 10 per 
cent formol saline. Sections were then taken from 
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frontal, parietal, occipital and temporal areas, 
as well as the hippocampus, striatum, lenticular 
nucleus, thalamus and hypothalamus. Serial 
blocks were cut of the entire brain stem, 
extending from the region of the pyramidal 
decussation to the anterior aspect of the medial 
geniculate body. A minimum of four sections 
were routinely’ taken from each block and 
stained with haematoxylin and eosin, · Nissl’s 
cresyl violet, phosphotungstic acid haematoxylin 
and the Kluver-Barrera method. In addition, 
sections were stained with a modified Richard- 
son’s silver stain to demonstrate neurofibrillary 
plaques and tangles, with Bielchowsky’s method 
to delineate neuro-axonal spheroids and periodic 
acid Schiff stain for lipofuscin. 

A protocol of nuclei to be examined was 
devised using Olszewskis atlas (1954) of the 
brain stem as a handbook. The slides were first 
scanned; the nuclei were then delineated and 
examined with regard to (1) number, arrange- 
ment and nature of cells present, (2) amount of 
lipofuscin, (3) ischaemic change or other 
alterations of’ neurons, (4) cellular inclusions, 
(5) state of vessels, (6) reaction to silver stains, 
(7) presence of demyelination or gliosis. 


REsuLTS . 

These are summarized in Table I. No 
difference was noted between the brain stem 
nuclear structure of the experimental. group 
-and the two control groups. There was an 
impression of a general neuronal fall off with 
ageing. This was especially so in the substantia 
nigra, where pigment tombstones appeared 
moré prominent with ageing and thus acted as 
markers of neuronal loss. But this change was 
not assessed quantitatively. The amount of 
lipofuscin present in neurons also appeared to 


be more a function of age than of diagnostic: 


category. The nuclei mainly affected by this 
change were (a) reticular nuclei—n. centralis 
superior, n. papillioformis, n. supratrochlearis, 


. n. giganto-cellularis, n. pontis oralis, n. pontis 


caudalis, n. peripeduncularis, n. raphe pallidus 
and n. raphe obscurus, n. subtrigeminalis; 
(b) sensory nuclei—n. vestibularis medialis and 
lateralis, n. nervi trigemini mesencephalicus; 
(c) motor nuclei—n. nervi trigemini motorius, 
n. facialis, n. ambiguus and n. hypoglossi; 
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(d) relay’ nuclei—n. olivaris inferior and 
n. ruber. 

Sclerosis of vessels, ischaemic change of 
neurons and congestion with occasional pete- 
chiae were noted in all three groups of patients. 

More specific changes in the brain stem, such 
as neurofibrillary tangles (cases 11, 12), gliosis 
of inferior olives and pallor of the central 
tegmental tract associated with brain stem 
arteriosclerosis (case 13), Loewy bodies (case 
15), and lesions of the white matter associated 
with trauma (case 22) were all associated with 
the mental hospital control group. ` 

On the other hand, lesions of an encephalitic 
nature, such as glial knots and perivascular 
infiltration, were found in 7 out of the 10 brain 
stems from the group characterized by hallu- 
cinations or delusions (cases 1, 3, 4, 5, 6, 7, 10), 
in only one brain stem from the mental hospital 
control group (15), and in none of the general 
hospital group. A breakdown of the patho- 
logical findings in the group with auditory 
hallucinations and delusions (cases 1-10 in 
Table I) reveals that the findings were non- 
specific in one case only. Of the eight patients 
with a diagnosis of schizophrenic/schizophreni- 
form psychosis, one had an underlying neo- 
plastic ‘disease. Six out of the seven remaining 
patients showed glial knots and perivascular 
infiltration in the region of the fifth nerve 
nucleus. 


Discussion 

` -It is necessary to consider how the variety of 
lesions found in the brain stem correlate with 
the clinical findings and support or undermine 
the initial hypothesis that a lesion in the brain 
stem may be associated with the schizophrenic 
syndrome or with hallucinatory or delusional 
states. ^, 

The majority of brain stem lesions were non- 
specific and were found in both control and 
experimental groups. 

The main lesions found in the central large 
cell reticular core in the present study consist 
of the marked neuronal accumulation of lipo- 
fuscin. But this appeared to be a function of 
cellular ageing, and was not more marked in 
the experimental tham in the control groups. 
On a functional level this accumulation of 
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lipofuscin may perhaps be related to the 
decrease in stages 3 and 4 NREM sleep (Kales 
and Kales, 1974) found with normal ageing. 
Four patients showed more specific involve- 
ment of the central reticular neurons. The two 
patients with Alzheimer’s disease both showed 
neurofibrillary tangles most marked in the 
supratochlear n., but also present in the n. 
centralis superior and n. pontis oralis. The 
patient with subacute sclerosing encephalitis 
showed randomly distributed polioclastic lesions 
in the reticular formation, but these lesions were 
not only confined to this area. If the locus 
coeruleus is included as a reticular nucleus, 
the presence of Loewy bodies in this nucleus in 
case 15 may be regarded as a manifestation of 
degenerative change in this area. But of these 
four cases only the patient with SSE showed 
hallucinations, and none presented with the 
schizophrenic syndrome. This is in keeping with 
the findings of Neumann (1968), who in his 
review of patients with reticular lesions found 
the most usual presenting features to be dyski- 
nesia and dementia. 

An unexpected finding in this study was the 
presence of glial nodules and perivascular 
infiltration in 6 of the 7 patients with schizo- 
phreniform features and no other evidence of 
cerebral disease. 

The lesions are suggestive of an encephalitic 
process, and the nature and distribution of the 
change is similar to that described in herpes B 
infection in simians and zoster in man (Nieberg 
and Blumberg, 1972; Bethlem, 1962; Krumholz 
and Luhan, 1945). It is therefore of interest that 
Appelbaum et al. (1962), in a follow-up study of 
g cases of zoster encephalitis, found residual 
psychosis in 3 patients. 

Herpes simplex is another member of the 
herpes group of viruses that has been reported 
in association with mental disease. There is the 
oft-quoted report by Shearer and Finch (1964) 
of a case of periodic organic psychosis associated 
with recurrent herpes simplex infection. A high 
incidence of this type of infection has also been 
reported from institutions (British Medical 
Journal, 1971; Cleobury et al., 1971; Lycke et al., 
1974). It should be borne in mind however that 
the distribution of lesions in herpes simplex 
encephalitis is different from that described in 
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this report, with a predilection for the temporal 
and basal frontal lobes. 

In a previous report (Fisman, 1974) of three 
cases with encephalitic lesions in association 
with the trigeminal complex, it was suggested 
that this evidence of herpetic (zoster) infection 
was probably secondary to institutionalization. 
But in the light of recent work on slow virus 
infections of the nervous system, this evidence 
for the presence of a persistent latent viral 


‘infection (Stern, 1972; Fraser, 1972) in the 


brain stem of schizophrenic patients lends itself 
to an alternative hypothesis. The trigeminal n. 
abuts on the reticular formation; the n. parvo- 
cellularis cranially and the n. medülla oblongata 
centralis caudally. The n. parvocellularis lies 
laterally in the brain stem and is thought to 
have an integrative, associational function with 
regard to incoming sensory information (Brodal, 
1969). Axons from the n. parvocellularis are 
directed medially to the central reticular core 
of large neurons, whose pathology has already 
been discussed. It is tempting to speculate that 
a persistent latent viral infection in the tri- 
geminal nucleus may affect the function of 
the adjacent integrative reticular nuclei with 
resulting hallucinations, delusions and schizo- 
phreniform psychosis. 

It is felt that these findings in the brain stems 
of psychotic patients, and the dearth of other 
published findings, indicate the need for further 
neuropathological study of the brain stem in 
psychosis. , | 
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The old belief-that mental deterioration in the elderly is caused 
by impaired blood supply to the brain – has been exploded. 

A report in The Lancet reviewing world wide published evidence 
concludes that atherosclerosis does not cause mental 
deterioration and that the term "cerebral atherosclerosis” is 
inaccurate and should not be used in this condition.’ The only 
rational way to reverse insidious mental detericration is to treat 
the real defect at source. Hydergine does precisely that. 
Hydergine acts directly to improve cerebral metabolism. 


Hydergine 
for mental deterioration in the elderly 


1. Lancet, 2,207, 1974. as tablets 1.5 mg of the mesylates of the 
Loses mice NUR DEM IET 
_ Full prescribing information is available. SANDOZ i y 





4 


Brit. J. Psychiat. (1975), 126, 423-30 


Information Leading to Accurate Diagnosis in the Elderly 


By JOHN M. KELLETT, JOHN R. M. COPELAND and MICHAEL J. KELLEHER ` 


S 


Psychiatric diagnosis in the elderly has been examined in order to extract the information 
which leads to later modification of the diagnosis. Initial diagnoses of neuroses and toxic states 
were least stable, 14 out of 29 changing to a different category. Information from relatives and 
further interviews contributed most to the modification of the initial diagnosis, though affective 
and neurotic syndromes were particularly susceptible to change resulting from conceptual 
differences, and dementia to change consequent on physical examination. 

It is concluded that an adequate initial interview of a patient and his next of kin will achieve 
a diagnosis which is correct in its major category on 95 per cent of occasions. 


The purpose of this paper is to examine the 
information commonly sought by the psycho- 
geriatrician to isolate those items which are 
most important in making a diagnosis. The 
potential workload (Russell, 1972) for the 
psychiatrist among patients over the age of 
65 is immense, there being a thousand patients 
suffering from a psychotic illness per practising 
consultant. However, perhaps fortunately for 


` the psychiatrist, the frequency of referral of 


geriatric patients is lower than for younger 
groups (Mezey and Evans, 1971; Forsyth and 
Logan, 1962). 

Although diagnosis is only one of the purposes 
of the initial interview, it initiates a chain of 
events which if inappropriate could lead to 
permanent disability. Thus, a diagnosis of senile 
dementia may lead relatives to accept a pro- 
gressive course leading to admission to hospital 
and death. An unexpected recovery could 
leave the patient without social support for the 
future, the relatives having moved into a smaller 
house or accommodated the daughter-in-law. 
A diagnosis of depression in a patient suffering 
from an acute organic psychosis may lead to 
neglect of appropriate treatment and death. 
Roth (1967) has clearly defended the value of 


Ње Kraepelinian diagnosis. 


In recent years the process of diagnosis has 
been examined systematically in such studies as 
those by Gauran and Dickinson (1969), Kendell 
(1973), Simon «et al. (1971), Wallinga (1956), 


Leroy and Mellergard (1973). Some of these 
studies have attempted to dissect and categorize 
all the information available to the psychiatrist 
in order to assess the contribution of each to the 
diagnostic decision (Gauran and Dickinson, 
Leroy and Mellergard). In practice, however, 
the psychiatrist collects information simulta- 
neously, e.g. he will note the depressed facies 
and the self-effacement of the patient when he 
is collecting details of performance at school; 
and such fine dissection as Gauran made can 
become meaningless. The alternative, as taken 
here, is to separate those pieces of information 
that are normally separated by time or in- 
formant, and study their influence on the final 
diagnosis. This necessarily places an advantage on 
the earlier procedure. Thus, when studying the 
value of the past history Simon ¢ al. (1971) found 
that it rarely altered the diagnosis made on the 
basis of the mental state, whereas its diagnostic 
value might have appeared greater if a diagnosis 
had been made initially on a past history. 
However, the defect of a rigid order in supply 
of information is more apparent than real, since 
the order is dictated by reasons other than those 
for making a diagnosis. Most clinicians will see 
the patient first to establish rapport, even 
though the information obtained may be slight. 
Information from relatives, and psychological 
and biochemical testing, inevitably come later. 
This study forms part of a large one comparing 
diagnostic practice in the elderly in New York 
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and London carried out by the U.S./U.K. 

project. Details of this study are mentioned 

elsewhere (Copeland et al. 1975), but it may be 

said here that the information was gathered as 
follows: 


Seventy-five admissions (over the age of 65) to 
psychiatric hospitals from Camberwell, together with 
75 admissions to a geriatric unit accepted at random 
to cover the same period of time and 10 consecutive 
admissions to a joint psychiatric/geriatric unit were 
accepted into the study. Specific information was 
obtained in stages, and these and their timing are 
shown in Table I. 


TABLE I 





Information 


Stage 
1. Initial diagnosis 





Geriatric mental state and 
history from patient to 
psychiatrist 

One week follow-up interview 

Information from relatives 

Opinion of and and grd 
psychiatrist 

One-month and three-month 


а. One month con- 


sensus diagnosis 


3. Three-month con- 

sensus diagnosis 
Physical examination 

Haematology and chemical 


que 
t 
E 
t 
à 


record 





The diagnosis was defined as that which could 
best describe the syndrome, course and outcome 
of the patient on his admission to hospital. Thus, 
a depression developing after admission in а 


patient with a paraphrenic illness would not be. 


recorded unless it was felt that the depressive 
illness was primary and had presented in а 
paranoid guise. Often two or more diagnoses 
were recorded in order of importance, rated by 
the criteria stated above. If a doubt remained, 
an alternative set of diagnoses was recorded, 
e.g. manic-depressive, depressed, or depressive 
neurosis. The diagnoses themselves were based 
on the description given in the British Glossary 
(H.M.S.O., 1968). 

Clearly, not all diagnostic changes merit the 
same significance. А change from organic to 
functional is of less significance if the functional 
alternative was recorded previously. Similarly, 
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a change from manic-depressive psychosis to 
depressive neurosis is not of the same significance 
as a change from schizophrenia to depressive 
neurosis. For this reason diagnostic changes were 
scored as follows: 


Minor changes, such as reversal to a similar 
alternative, e.g. senile or arteriosclerotic dementia to 
arteriosclerotic or senile dementia; or a change from 
a neurosis to a similar personality disorder rated $. 
Larger changes, such as a change within a category, 
e.g. paranoid schizophrenia to hebephrenic schizo- 
phrenia, were rated 1, as also was paranoid schizo- 
phrenia to paraphrenia, arteriosclerotic to senile 
dementia, etc. Changes of a major category involving 
the three-digit code were usually rated 2 (e.g. schivo- 
phrenia to depression; dementia to toxic state); and 
changes from organic to functional were rated 3, 
which was reduced to 2 if the altered diagnosis was 
retained as a subsidiary. 

RESULTS 
1. Stability by hospital 

Fig. 1 shows changes at the various diagnostic 
stages. The changes are similar in all three 
hospital groups with the exception of stage V 
which reflects greater modification of the diag- 
noses as a result of information from the hospital 
case-notes. This itself is largely due to the greater 
amount of information relevant to psychiatric 
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diagnoses in the notes of the psychiatric hospitals. 
For example, only 10 of the geriatric hospital 
patients were given a psychiatric diagnosis by 
the hospital, although 48 of these were given a 
psychiatric diagnosis by the psychiatric team. 
Many of these had the appropriate psychiatric 
treatment, only the formal psychiatric diagnosis 
being missing. The slightly greater stability of 
the diagnoses in the geriatric hospital group can 
be explained by the number without any 
psychiatric abnormality. If these are removed 
the percentage score increases to 53 at stage 2, 


45 at stage 3, 3 at stage 4 and 5 at stage 5. 


Clearly, the great majority of the changes - 


occur at stages 2 and 3. 


2. Stability by diagnosis 

Using broad diagnostic categories (i.e. neu- 
roses, schizophrenia, depression, dementia, toxic 
states and no abnormality), the initial diagnosis 
remained stable within the category in the vast 
majority of patients. The only exceptions were 
an initial diagnosis of neurosis or toxic state, 
which were likely to be changed out of the 
category for almost half the patients (14 out 
of 29). 

Table II shows the more fundamental shifts 
of diagnosis, indicating that 21 out of 154 
diagnoses so classified moved to other categories. 














ТАВІЕ П 
Final diagnosis 
Initial 
diagnosis Neurotic/ 
Organic Functional Normal 

Organic 57 4 o 
Functional 6 43 2 
Neurotic/Normal 5 4 33 

68 51 35 





9. Stage at which criterion diagnosis is reached 

Another way of assessing diagnostic change is 
to consider at which point in the diagnostic 
process the diagnosis is finalized, becoming the 
identical three-digit or four-digit code for the 
principal diagnosis, as opposed to the broad 
diagnostic categories mentioned above. 

Figs. 2 and 3 show that over go per cent of the 
diagnoses are finalized before information is 
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Fic. 2.—Proportion of diagnosis identical by three digit 
code to stage 5 diagnosis. 
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INITIAL 2 3 4 5 


DIAGNOSTIC STAGES 
NO PSYCHIATRIC ABNORMALITY 
ORGANIC 
FUNCTIONAL 
OTHER 
Fic. 3.—Proportion of diagnosis identical by four digit 
code to stage 5 diagnosis. 

taken from psychological testing or the hospital 
notes. 

As would be expected, the absence of psychia- 
tric abnormality is less likely to be modified than 
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other diagnostic groups, since relevant informa- 
tion is largely available at the initial interview. 
Functional psychoses are more susceptible to 
change of the final digit than other categories, 
but so far as the three digit diagnosis is con- 
cerned show good agreement with the final 


diagnosis by stage 2. 


Sources of information 

When the initial diagnosis is modified, it 
might be useful to consider which sources of 
information have produced the change. For this 
reason the sources of information have been 
classified as follows: 

(a) One week interview. 

(b) Information from relatives. 

Physical tests. 

Conceptual differences amongst | 
psychiatric team. 

Physical examination. 
Response to drugs. 

Information from notes. 

Later schedules. 

(i) Psychological tests. 

It was not always possible to attribute the 
change to one item of information, e.g. at the 
one month diagnosis a second psychiatrist 
might express doubt over a diagnosis of senile 
dementia, influenced by the patient’s retention 
of insight, and this could be reinforced by a 
history from the relatives of a fluctuating course, 
leading to a change of the diagnosis to arterio- 
sclerotic dementia. In this situation the diag- 
nostic change score of 1 would be divided, giving 
} to category d and $ to category b. 

Clearly, information from relatives (b) (Table 
III) outweighs all other sources of information, 
with information from later interviews (a and h) 
coming next in importance. Together they 
account for over 60 per cent of the changes. 
Certain diagnostic categories seem peculiarly 
vulnerable to certain information: schizo- 
phrenic/paranoid syndromes are especially sus- 
„ceptible to change in later i interviews (comparing 
“this with other syndromes on information a and 
h, x? = 8-04, p < -or). Affective and neurotic 
syndromes are more vulnerable to conceptual 
differences between doctors (d) (x^ = 19:0, 
‚р = <-оо:). Physical examination (е) seems 
particularly important in senile dementia 
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(x? = 5°59, p = <:025), since the discovery 
of asymmetrical signs produces change to a 
vascular dementia. Physical examination, how- 
ever, contributes comparatively little to’ other 
diagnostic groups. Surprisingly, the affective 
and organic syndromes are equally vulnerable to 
information from relatives, though one might 
expect cognitive defects to lessen the value of 
the interview with the patient and thereby 
increase the importance of information from 
relatives. 


Serious diagnostic shifts 

Many diagnostic changes are trivial and make 
little difference to treatment or outcome. 
Changes from manic-depressive psychosis, de- 
pressed, to involutional melancholia, and of 
paranoid schizophrenia to paraphrenia, are 
largely a question of terminology. In this 
section, therefore, we have analysed only 
diagnostic shifts rating 2 or above. 





ТАВІЕ IV 
Analysis of major diagnostic changes by diagnoses and 
sources of information 

LC.D No. 

cate- N of abcde f g h 1 
gory changes 
290 140 3 I$ I} I о I о о 2 о 
293 171 o 
294 88 3 та о о т 002 о 
295/7 75 I от о о о о о т 0 
296 235 6 164030000 
300 25 2 040000000 

o 114 3 142 фо 1 00 1 0 
Total 848  :8 5 164 640 6 0 o бо 

This group comprised 19 patients: ro from 


the psychiatric hospital, 1 from the psycho- 
geriatric unit and 8 from the geriatric hospital, 
with 22 major diagnostic changes. With two 
patients the final diagnosis was similar to the 
initial, but had suffered two changes en route. 
One of these changed from a toxic state to a 
psychosis from cerebrovascular disease after 
information had been obtained from relatives, 
but the former diagnosis was restored when 
medical information became available from 
the hospital notes. In the other patient, the 
diagnosis of paranoia was changed to endocrine 
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psychosis on the impression of the one-week 
interview, but again the former diagnosis was 
preferred when the psychological .test results 
and medical information from notes was 
obtained. These four changes on two patients 
were excluded, leaving 18 changes and 17 
patients to be analysed. 

Major diagnostic changes only involved 2.1 
per cent of those possible. This is a sufficient 
number for concern, but almost half of these 
would have been corrected by an additional 
history fom relatives. Surprisingly, the informa- 
tion from hospital notes giving details of special 
investigations such as EEG’s and lumbar 
puncture did not contribute to any important 


change. 


Confidence measures 

Though no measures of diagnostic confidence 
were taken as such, psychiatric raters were 
asked to rate the degree to which any psychiatric 
syndrome was present. While severity is not the 
same as diagnostic certainty, it is usually an 
indication of the confidence of the observer in 
his observations. The following syndromes were 
specified: depression, mania, florid schizo- 
phrenia, other schizophrenia, paranoid (ex- 
‘cluding schizophrenia), neurotic (excluding 
depression), personality disorder, organic, alco- 
holic; and the rater could write in other 
syndromes as he wished. At the initial diagnosis 
some of these ratings were incomplete, leaving a 


total of 115 for analysis. In 95 of these cases the . 


final diagnosis conformed to the principal 
syndrome, in a further 7 it conformed to the 
subsidiary diagnosis, and in 13 there was no 
conformity. There was little difference in the 
mean severity rating for these three groups 
(11-1, 8:92, 9:57 respectively), though when 
the latter two non-conforming diagnoses were 
combined they differed from the conforming 
diagnosis at the 5 per cent level of significance 
(t = 1:76, р = <-05). Those who retained а 
diagnosis of no psychiatric abnormality not 
surprisingly rated much lower for psychia- 
tric pathology (mean = 2:44, t = 11:02, 
р = «-oor). 
Discussion 


The object of diagnosis is to define groups of 
patients who suffer from a disease with a 
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similar aetiology, course and response to treat- 
ment. The discovery of the aetiology usually 
follows the delineation of the syndrome, and 
diagnosis is an important tool of research. 
However, almost all diseases, except perhaps 
those due to trauma (and even here one can 
argue on the contribution of an accident-prone 
personality, a constitutionally thin skull, etc.) 
are the result of many factors, and the diagnostic 
value of classification will depend on the treat- 
ing agent. Thus, the general practitioner might 
find a diagnosis of confusion due to bronchitis of 
value, as he can instruct the patient to stop 
smoking, avoid cold, etc., and use a broad- 
spectrum antibiotic. The chest physician may 
prefer a diagnosis giving the principal infecting 
organism, antibiotic sensitivity and the levels of 
carbon dioxide and oxygen in the blood. The 
surgeon might be more interested in the finding 
of localized bronchiectasis as the source of 
repeated infection. The social worker would 
find a diagnosis of chronic shortness of breath in 
a man living by himself with a lavatory upstairs 
of greater value, while a relative might find a 
diagnosis of shortness of breath, likely to 
deteriorate over the next three years to final 
death, the most important. 

The clinical psychiatrist seeks a diagnosis 
which will predict response to treatment and 
indicate the prognosis, and may regard the 
biochemical or social aetiology as of less conse- 
quence, except in so far as they affect the 
features mentioned above. So long as treatments _ 
are ineffective and the prognosis uniformly bad, 
diagnosis is of little value. Such might be 
considered the attitude of geriatric psychiatry 
before 1950. Research by Post (1951) and Roth 
and Morrisey (1952) indicated the prognostic 
differences in a psychogeriatric population, and 
emphasized the value of distinguishing the 
functional from the organic psychoses. Further 
studies and treatments have necessitated further 
refining of the diagnostic process. Thus, the 
recent rather surprising account of the benefits 
of vasodilator drugs in cerebral arteriosclerosi$ 
(Ball and Taylor, 1967), the recognition of 
reversible dementias such as those due to occult 
hydrocephalus (Adams etal., 1965) or Vitamin B,, 
deficiency, and the prognostic significance of 
certain symptoms in senile dementia (Mc- 
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Donald, 1969), confirm the importance of the 
sub-categories of organic mental disease. 

When studying the reliability of diagnosis 
: much depends on the criterion diagnosis. Whilst 
a ten-year follow-up and brain biopsy would be 
ideal, this study has taken a final diagnosis with 
all the information available, including a three- 
months’ follow-up and response to treatment, 
as the final arbiter. Other studies, such as that 
of Kendell (1973) have chosen the hospital 
diagnosis, but in the making of this perhaps less 
stress was placed on its importance than in the 
making of the project diagnosis, and moreover 
the latter uses all the information available to 
the hospital as well as its own. Consequently the 
project diagnosis seemed preferable. The use of 
a final diagnosis made by the same team as those 
made earlier inevitably reduces diagnostic dis- 
agreement from conceptual differences, and 
gives a spuriously high agreement when com- 
pared with studies using a totally independent 
diagnosis as the criterion. In this study, how- 
ever, we were concerned with sources of 
information which contributed to change rather 
than with the variability of the diagnosis from 
observer to observer. 

. The difficulties of diagnosis in the elderly are 

several. The number of diagnoses used is in- 
creased as dementing and toxic conditions are 
added to the neurotic and functional states 
diagnosed at a younger age. The multiple 
pathology in the aged necessitates multiple 
7 diagnoses, with consequent difficulty in the 
present study of deciding which condition was 
the principal cause of admission. Finally, the 
reduced communication possible with the 
elderly, as the result of defects in perception, 
speech, and cognition, all render the diagnosis 
made on the first interview susceptible to change. 
In this respect the fact that only ten diagnoses 
were altered from functional to organic and 
vice versa 18 encouraging. 

The study provided the additional difficulty of 
including patients with no psychiatric abnor- 
mality. While the distinction between depression 
and schizophrenia may occasionally be blurred, 
the distinction between realistic and neurotic 
anxiety is much dependent on personal judge- 
ment. Not surprisingly, the finding of no 
psychiatric abnormality agreed with the crite- 
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rion diagnosis at an earlier stage in diagnosis 
more often than the other groups, but like other 
groups it was vulnerable to information from 
relatives and later interviews. 

The least stable diagnoses were neuroses and 
toxic states, where rapid fluctuation could lead 
to a misleading impression at the first interview. 
Both were much modified by information from 
relatives and later interviews, but the neuroses 
were also affected by conceptual differences 
amongst the psychiatric team. The diagnosis of 
dementia was usually stable, only 13 per cent 
changing, but the exact aetiological differentia- 
tion between arteriosclerotic and senile types 
was subject to fluctuation. 

The functional psychoses, though usually 
diagnosed correctly on first interview so far as 
a general category of depression or schizo- 
phrenia was concerned, were especially suscept- 
ible to change of sub-categories. Once again, 
information from relatives and later schedules 
contributed most to these changes, whilst the 
shift between neurosis and depressive psychosis 
was affected by conceptual differences amongst 
the psychiatric team. 

Post (1971), in discussing diagnosis, con- 
cludes that a useful diagnosis can be made on 
most patients at the first interview. ‘This is borne 
out by Table IV indicating the rarity of major 
diagnostic shifts after the initial interview, 
especially if this is combined with that of-a 
relative. Nevertheless, the difficulties of diag- 
nosis in the elderly are shown by a comparison 
with the study made by Kendell of diagnosis in 
a consecutive series of admissions of chiefly 
younger ‘patients. He found that on the basis of 
a five-minute videotape of an undirected 
interview psychiatrists could make a diagnosis 
which agreed with the final hospital diagnosis 
in 60 per cent of cases. Using the same criteria 
as Kendell for agreement (3 digit code), and 
the hospital diagnosis as the criterion diagnosis, 
our agreement following an initial interview 
lasting an hour and covering all aspects of 
psychopathology was only 56 per cent. How- 
ever, using as the criterion diagnosis, our final 
diagnosis which, as mentioned above, is pro- 
bably more satisfactory than that of the hospital, 
the agreement rose to a respectable 70 per cent. 
Like Kendell, we found only 
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between the confidence rating and diagnostic 
accuracy. 

Other studies of diagnosis involving elderly 
patients do not present comparable data. Thus, 
Leroy and Mellergard broke down the informa- 
tion available at the first interview in order to 
discover those features which contributed most 
to the diagnosis of dementia, whereas in this 
study we have regarded these features as being 
determined at the same time, and therefore un- 
reasonable to separate. It would seem, however, 
that an accurate diagnosis can follow an 
adequate history and examination of the elderly 
patient and his relative, and further investiga-. 
tions, including physical and psychological 
tests in their present form, are rarely necessary. 
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Inthe spectrum ofdepression 4 
‘Concordir has a special place / 





Despondent, dejected and listless, the 
withdrawn depressive is the special! case 
likely to derive most benefit from 
‘Concordin’. The rapid, highly effective, 
and less sedating action of ‘Concordin’ 
is of especial value in treating these and 
related symptoms in many retarded 
depressives. 
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FENTAZIN 


(perphenazine BP) 


The major tranquilliser 
“with little hypotensive 
or sedative effect” 


Fentazin in Schizophrenia 
has a significant salutary effect on a wide 
range of symptoms, including thought 
disturbance, paranoid symptoms, delu- 
sions, social withdrawal, loss of self-care, 
anxiety and agitation. 


Fentazin in Senile 
Psychoses 


diminishes hyperactivity and also reduces 
the expression of delusions and the 
reactions to hallucinations. The para- 
doxical hyperactive reactions to other 
types of sedation are not observed with 
Fentazin Therapy.’ 


Fentazin Injection in Acute 
Psychiatric Episodes 


In a double-blind comparative trial of 
Fentazin and haloperidol, both given in 
the same dosage of 5 mg by intra- 
muscular injection, to 44 acutely disturbed 
patients, both drugs proved equally 
effective. Although side effects were less 
frequent and less severe with Fentazin 
there was no statistically significant 
difference between the two treatments 
in any parameter.® 
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lowers tension without uns 
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A Study of Minor Psychiatric and Physical Symptoms Dome 
the Menstrual Cycle 


By P. J. V. BEUMONT, D. Н. RICHARDS and М. С. GELDER 


Premenstrual tension (PMT) has hitherto not 
been accurately defined. The term refers to a 
cluster of symptoms, both psychological and 
physical, which appear episodically in relation 
to the phases of the menstrual cycle—either 
strictly in the premenstruum (Rees, 1953), or 
also at other times, such as at ovulation (Dalton, 
1964). Most previous studies of the syndrome 
have been ‘retrospective’, i.e. women have been 
asked to report the presence of PMT during a. 
previous cycle. McCance, Luff and Widdowson 
(1937) and Altman, Knowles and Bull (1941), 
who required their subjects to chart mood state 
daily, pointed to a discrepancy between the 
frequency of the condition as reported in 
studies using retrospective questioning and in 
their own findings. It is hardly surprising that 
there is controversy concerning the prevalence 
of a condition which is so poorly defined as 
is PMT. 

Similar controversy exists concerning its 
aetiology. Frank (1931) postulated that the 


" syndrome was due to raised circulating levels of 


oestrogens, and subsequently other endocrine 
mechanisms have been suggested. À common 
assumption forms the basis of most of these 
theories, viz. that an underlying endocrine 
disturbance of the menstrual cycle leads to 
fluid retention and hence to the symptoms of 
PMT. Bruce and Russell (1962), however, in a 
carefully controlled investigation, were unable 
to confirm the association of fluid retention with 
PMT symptomatology. 

The present investigation resulted from our 
concern with two related problems: first, 
whether women, unselected with regard to 
retrospective. complaints of PMT, do show 
fluctuations in minor symptomatology in rela- 
tion to the phases of their menstrual cycle; and 
second, whether such fluctuations, if they do 


м 


exist, сап be shown to be consequent on the 
hormonal changes of the cycle. We administered 
a series of questionnaires and symptom check- 
lists to a group of women to be compiled daily, 
and analysed their responses at the different 
phases of their menstrual cycles. Women with 
regular menses, of course, may be constantly 
aware of where they are in respect of their next 
menstrual bleed, and this might influence their 
response. In an attempt to control for this bias 
it was decided to study two groups of subjects, 
viz. (a) women with normal cycles, and (b) 
women, who, having undergone a simple 
hysterectomy some time previously, no longer 
had menstrual bleeds, although presumably 
they still had the hormonal fluctuations asso- 
ciated with the menstrual cycle (Beavis and 
Brown, 1969; Beumont, Carr, Richards and 
Turnbull, 1972). 


Метнор 

Subjects 

The first group consistéd of 25 volunteers 
whose periods were regular. Their ages ranged 
from 19 to 46 years (mean 28 years), and 8 had 
previously borne children. The second group 
consisted of 7 women who had undergone 
hysterectomy with conservation of the ovaries 
in the preceding 1—5 years. Their ages ranged 
from 26 to 47 years (mean 35 years) and all 
were parous. 


Clinical procedure 

Each subject was supplied with 40 copies of 
the self-rating questionnaire and of the symptom 
check-list (described below), which were to be 
completed each evening. Blood samples for 
hormonal assay were taken from the hysterec- 
tomized patients three times a week for a 
minimum period of five weeks. The manner in 
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which the blood samples were analysed has 
been described in a previous publication 
(Beumoni et al., 1972). 


Questionnaire and check-list 

A 12-section mood questionnaire was derived 
from a modified form of Beck’s self-rating scale 
for depression (Herzberg, Johnson and Brown, 
1970). The twelve sections chosen for this study 
refer to mood, crying, ability to work, interest in 
work, energy, sleep, appetite, anxiety, restless- 
ness, irritability, headache and stomach pain. 
Each section has four statements of increasing 
severity, scored 0-3, from which the patient 
chooses the statement which most closely 
approximates to her present experience. 

The symptom check-list consisted of 10 ques- 
tions referring to psychological status (e.g. 
anxiety, depression, fatigue, lack of concentra- 
tion), and 18 referring to physical symptoms 
(e.g. breast tenderness, swelling of the hands and 
feet, and abdominal discomfort). Each symptom 
was rated absent (o), present a little (1), or 
present a lot (2). The scores were summed to 
provide two totals, one for physical and one for 
psychological symptoms. Thus three daily 
symptom scores were derived: (a) from the 
mood self-rating scale (mood score); (b) from 
the psychological symptoms on the check list 
(SCL Mental, and (c) from the physical 
symptoms on the check-list (SCL Physical). 


Hormonal findings from the hysterectomized patients 

The hormonal findings from the hysterecto- 
mized subjects have been reported previously 
(Beumon: et al., 1972). In all 7 subjects, LH 
values fluctuated from a basic tonic level to 
short-lived high values consistent with a ‘mid- 
cycle peak’. Progesterone levels were uniformly 
low preceding the LH ‘peaks’, but rose there- 
after during the presumed luteal phase in each 
patient. Both the LH and the progesterone 
values during the various phases of the cycle 
were similar to those we have observed in 
normally menstruating women, as well as to 
figures reported in the literature. 


Determination of the phase of the menstrual cycle 
Subject’s daily records were grouped into 
four phases. In the case of subjects with normal 


menstruation, phase 1 was the week immedi- 
ately preceding the menstrual flow, phase 2 the 
week starting with the first day of the menstrual 
flow, phase 3 the week following phase 2, and 
phase 4 the week following phase 3 (or pre- 
ceding phase 1). 

In the case of the hysterectomized subjects the 
probable date of ovulation was assumed from 
the peak LH values, and the other phases were 
derived from this. The accuracy of this timing 
was checked by reference to plasma progesterone 
values which are known to rise following ovula- 
tion and fall immediately before the onset of 
menstruation (Johansson, 1969). Fig. 1 shows 
the determination of the phases in one subject 
who had undergone hysterectomy. It is ше 
of the group as a whole. 


Wt 1 I ц 


(ng/ml) 


(mlu/ml) 


LH 
Progesterone 





Time in Days 
Fro. 1.—LH and progesterone in a typical hysterectomized 
subject. 
RESULTS 
Scores on mood questionnaire and symptom check list 

Scores on the mood scale and mental symp- 
toms check-list were highly correlated with each 
other ( г = 0-93), and both correlated with the. 
physical symptom scores (г = 0:77) (Spear- 
mans coefficient of rank correlation). 

The means and standard deviations of each 
of the three daily scores from both groups are 
shown in Table I. The average daily scores from 
the whole investigated cycle on the mood 
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TABLE I 
Mean daily scores on the three scales 
Beck questionnaire SCL physical SCL psychological  ' 
I IH HI IV I IH HI IV I iw IH.IV 
Menstruating women (25) +) 42 5'2 goi 2:6 до 4:9 1:8 яз: 3:0 gro 1:6 1-5 
Hysterectomized women (7) .. 9:2 7:6 T4 51 7:0 58 6:1 6:8 6:3 5:6 5:4 47 





questionnaire and symptom check-list were 
higher in the hysterectomized women than in 
those with normal menstruation, but the differ- 
ence was not significant at the 5 per cent level. 


Scores in different phases of the menstrual cycle 

Scores recorded by the group of menstruating 
women on all three scales varied significantly 
over the four phases of the menstrual cycle. 
(Friedmann two-way analysis of variance by 
ranks: p < 0:02 for mood and for mental 
symptoms: p < о:01 for physical symptoms.) 
'The scores recorded by the group of hysterec- 
tomized women, however, showed no significant 
difference between phases, although the same 
trend was seen in relation to the mood and 
psychological symptom scores. 


Discussion 

The 25 subjects who menstruated normally 
reported higher levels of all three groups of 
rated symptoms in the first and second phases of 
the menstrual cycle compared with the third and 
fourth. Subjects who had undergone hysterec- 
tomy recorded a pattern of scores which showed 
smaller (and non-significant) differences be- 
tween the phases of the cycle. 

It is not possible to draw firm conclusions 
from such small numbers of subjects, but the 
results of the study do suggest that there is an 
increase in minor psychological and physical 
symptomatology in the premenstrual and 
menstrual phases of the cycle in normally 
menstruating women. Our inability to demon- 
„ strate the same relationship in the hysterec- 
tomized subjects is of interest. The latter group 
were having apparently normal hormonal 
changes despite their lack of periods. A possible 
explanation for the difference between the 
groups is that the level of symptomatology is as 
dependent on the women’s awareness of their 


position in the menstrual cycle, as it is on any 
underlying biological change. A more detailed 
study along these lines may be of value in 
determining the significance of hormonal 
changes in relation to fluctuations in the level 
of symptoms. 


SUMMARY 


Twenty-five women with normal menstrua- 
tion showed fluctuations in psychological and 
physical symptomatology during the menstrual 
cycle, symptoms being more intense during the 
premenstrual and menstrual weeks. Seven: 
women who had undergone simple hysterectomy 
with conservation of the ovaries, and who were 
shown to have an apparently normal cyclical 
hormonal pattern, did not demonstrate similar 
significant changes in symptoms during .the 
various phases of their cycles. The significance 
of these findings is discussed. 
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Educational Attainment in Adolescent School Phobia 


By IAN BERG, TONY COLLINS, RALPH McGUIRE and JOHN O'MELIA 


Summary 
The educational attainment of 100 school-phobic youngsters was compared to that of 100 other 
psychiatric patients, using the reading quotient as the main measure. Age and IQ, were allowed 
for. RQs were, on average, higher in the school phobic group than in the other subjects, except 
in a small number of younger children of high IQ. Additional comparisons with another group 
of psychiatric patients and with the general population, using regression equations, failed to provide 
any evidence of poor educational attainment in school phobia. 


The investigation reported in this paper was 
concerned with the educational ability of the 
first hundred school phobic youngsters admitted 
to High Lands, a psychiatric in-patient unit for 
emotionally disturbed adolescents. The diag- 
nostic criteria used and some clinical features of 
this group were described previously, and 
it was shown that these school phobic 
youngsters were unusually dependent (Berg, 
Nichols and Pritchard, 1969; Berg and McGuire, 
1971) and over-protected by their mothers 
(Berg and McGuire, 1974) compared to a 
control group from the general population. 
Differences of this sort have been widely 
accepted (Kahn and Nursten, 1962) as an 
adequate explanation for the occurrence of 
school phobia, despite the fact that dependency 
diminishes with increasing age and the finding 
that school phobia is most likely to develop in 
early adolescence (Leventhal and Sills, 1964). 

One obvious explanation for the high inci- 
dence of school phobia about the time of starting 
secondary education is to relate it to increasing 
demands of school, notably greater academic 
pressure. In the general population, low educa- 
tional attainment appears to result in dislike of 
school, and in the case of older children to poor 
` attendance as well (Mitchell and Shepherd, 
1967). It is also interesting that most difficulties 
of normal children adjusting to primary school 
diminish with increasing age, whereas problems 
connected with school work become more 
frequent in older boys and girls (Moore, 1966). 
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.So far, however, there is very Ше direct 
evidence that educational difficulties are at all 
common in school phobia (Hersov, 1960), 
although some youngsters with this condition 
undoubtedly have problems with school work 
(Klein, 1945; Green, 1959; Hersov, 1972). 
Nevertheless, there are indications that such 
difficulties may not be as uncommon as pre- 
viously supposed. Thus, in one study (Chazan, 
1962) it was found that half of those school- 
phobic children who were supposed to be 
attending schools other than grammar schools, 
had serious educational problems. Also, it is 
worth noting in this connection that in the 
treatment of school phobia affecting young 
teenagers it 18 often necessary to arrange for a 
change of school to a less pressurized educa- 
tional setting (Berg, 1970; Capes, Gould and 
Townsend, 1971). There is thus an obvious 
need to look at educational attainment in 
studying school phobia occurring in early 
adolescence (Eysenck and Rachman, 1965). 


PROGEDURE 

A hundred consecutive school-phobic admis- 
sions and a hundred consecutive non-school- 
phobic admissions were investigated. The 
youngsters were tested routinely by the Unit 
psychologist within a few weeks of coming in to 
hospital. The Wechsler Intelligence Scale for 
Children (WISC), the Schonell Graded Word 
Reading Test (GWRT) were administered. ‘The 
Unit teacher was asked, after about two 
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months’ classroom observation, to say whether 
a severe educational problem appeared to exist. 

The data were punched on cards for analysis 
on the Leeds 1906A I.C.L. computer, using a 
standard set of programs (Hamilton, McGuire 
and Goodman, 1965). A series of one-way 
analyses of variance were used. 


RESULTS 

The hundred school phobic youngsters had a 
mean full-scale IQ of 106 (S.D. 14), mean 
performance IQ of 106 (S.D. 16), mean 
verbal IQ of 106 (S.D. — 14) and mean reading 
quotient of тоо (S.D. = 12). 

Prelimi analyses of variance revealed 
IQ and RQ differences of significance between 
grammar and secondary modern school subjects 
and between older and younger age groups. 
A two-way analysis of variance between mean 
RQs for three levels of IO, comparing school 


phobics and controls, was therefore carried out: 


separately for older and younger children 
(Table I). It will be seen that school phobics 
have higher RQs on average than other subjects 
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except for younger children of above average 
intelligence; differences in this group did not 
reach statistical significance when tested sepa- 
rately. 

A multiple regression technique was also 
used to examine these relationships. Verbal, 
performance and full scale IQ, sex, type of 
school and existence of an educational problem 
as judged by the Unit teacher were used as 
predictor variables in calculating a multiple 
regression, with RQ as the external criterion. 
A second multiple regression was calculated, 
including school phobia as an additional 
predictor variable. These two analyses were 
then compared, using residual variance remain- 
ing after that accounted for by the regression 
had been substracted from the total* No 
significant difference was found indicating that 


* The statistic used, reduction in sum of squares due to 
using an additional predictor variable, expressed as a 
proportion of the larger mean residual sum of squares per 
degree of freedom, was suggested by Mr. Paul Nicholson, 
Department of Computer Studies, University of Leeds. 
It was compared to the F distribution. 


'TABLE I 
Comparisons of mean RQ between school phobic and non school phobic youngsters for three full scale IQ levels 


Older group (after 13th birthday) 


Younger group (up to age 13) 











n = 100 n = 100 
School . School 
phobic Other Significance phobic Other Significance 
cases cases ` сазез сазез 
IQ Reading quotients Reading quotients 
i а (F.S. ТО). (F.S. ТО) 
scale) 
n = I2 n — IS RQ: n=6 n= 10 | RQ: 
IQ level: P < -oo1 IQ level: P < -oo1 
Up to go 82-1 81:5 ; 84-7 77°3 
(85-1) (84-0) (86-5) (84-3) 
S.P./Othercase:P < :05 S.P./Other case: N.S. 
n — 22 n = 21 Interaction: N.S. n= 19 n=29 Interaction: P < :05 
90—110 xe) 92-1 102-:0 93:7 
- (101-2) (97:0) ‚ (00:1) (101:1) 
(F.S. IQ. (F.S. IQ: 
IQ level: P < -oor IQ level: P < -oo1 
п = 24 п = 8 п: n=! 
S.P./Other case: N.S. S.P./Other case: N.S. 
Above 110 106-3 


(121-2) 


100: 108-9 114,8 
(123-2) Interaction: N.S.) — (117:4) — (1224) Interaction: N.S.) 
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whether or not a youngster was school phobic 
did not appear to affect the RQ. 

Multiple regression equations for predicting 
reading age from age and verbal IQ based on a 
group of children referred to the Maudsley 
Hospital (Fransella and Gerver, 1966) were also 
used. Only two youngsters out of the school 
phobic group had significantly depressed actual 
reading ages (P < 0-05). 

The regression equations based on children 
from the general population, to predict reading 
scores, given by Yule, Rutter, Berger and 
Thompson (1974) could only be applied to some 
cases, since only equations for 10- and 14-year- 
olds were available. Also, their Neale reading 
test scores had to be converted into equivalent 
Schonell scores. None of the grammar school 
group had actual reading ages below predicted 
ages (n = 10), and only a third of the secondary 
modern school group (5 out of 15) had lower 
actual than estimated reading ages. 


Discussion 

The full-scale IQ distribution (mean 106, 
standard deviation 14) of the hundred school- 
phobic youngsters was virtually the same as 
that found in Hersov’s (1960) comparable study 
of 50 cases and in Chazan’s (1962) investigation 
of 33 school-phobic children. The grammar 
school phobics (mean full scale IQ 117) were 
similar to the grammar school group reported 
by Chazan (1962), with a mean full scale IQ. 
of 121, in their lack of educational problems. 
The secondary school phobics with a mean full- 
scale IQ of 100 were also similar to Chazan's 
secondary modern school group in that about 
half of both series had educational problems 
judged by the teacher. 

The tests that we used all covered the age 
groups of the youngsters studied adequately, 
so that there were no problems due to ceiling 
effects. 

The fact that after allowing for age and IQ, 
there was either no difference between the 
mean RQs of school phobics and other psychia- 
tric cases, or else higher mean RQs in the 
school phobics suggests that poor educational 
attainment is not an important factor in the 
causation of school phobia. 

The comparison between school phobics and 
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youngsters from the general population—having 
regard to the general limitations of using re- 
gression techniques (Hope, 1968), and the 
particular snags connected with the available 
equations (Yule, Rutter, Berger and Thompson, 
1974) which have already been referred to—also 
failed to provide any evidence that poor 
educational attainment is a feature of school 
phobic youngsters. 
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Two ‘Types of Insomnia: Too Much Waking or 
Not Enough Sleep 


By VLASTA BREZINOVÁ, IAN OSWALD and JOHN LOUDON 


S 


ummary 
The stability of sleep was examined in two kinds of induced insomnia, namely after caffeine 
administration and after hypnotic drug withdrawal. The duration of each episode of any one 
sleep stage or any episode of intervening wakefulness plus drowsiness was determined. 

After caffeine there was an increase in longer episodes of intervening wakefulness plus 
drowsiness, but no significant change in the episode duration of any of the sleep stages. In the 
case of drug withdrawal there was no change in the episode duration of intervening wake- 
fulness plus drowsiness, but there was a significant shortening of episode duration in sleep 
stages 2 and 3+4, with a similar trend for REM sleep episodes. 

Caffeine ‘insomnia’ thus seems characterized by increased stability of wakefulness, and 
hypnotic withdrawal ‘insomnia’ by decreased stability of sleep. The type of analysis under- 
taken in this study could increase understanding of other types of insomnia. 


Insomnia, more precisely hyposomnia, means 
a lessening of the duration or depth of sleep. 
Although electrophysiologic recording allows 
quantification of sleep, such commonly used 
measures as total sleep time, sleep onset latency, 
number of awakenings or amount of wakefulness 
interrupting sleep have shown little specificity for 
different types of insomnia. 

In sleep there is a continuously unfolding 
sequence of EEG patterns, known as sleep 
stages. Single episodes of any particular sleep 
stage or of intervening wakefulness vary widely 
in their durations, short ones being most frequent 
(Williams et al., 1964; Agnew et al., 1967). 

The present study examines the length of the 
period for which any one EEG pattern is 


continuously maintained. It is a variable that’ 


might demonstrate the stability of sleep and 
wakefulness in a more fundamental way than 
whole night measures. 

Two types of impaired sleep were studied, 
namely sleep disturbed by caffeine, and sleep 
disturbed by withdrawal from an hypnotic. 
The subjects were of late middle age: sleep 
disturbance accompanies normal ageing (Fein- 
berg et al., 1967). 

In both the caffeine and the withdrawal 
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groups intra-individual comparisons were made 
between nights of sleep without the disturbing 
factor and nights with the disturbing factor. 


METHOD 

Subjects : 
А. In six normal subjects, two males and four 
females, age range 50-63, mean 56, baseline sleep 
was compared with sleep after caffeine 300 mg. taken 
in decaffeinated coffee 15 min. before lights out. 
Four non-consecutive nights on each condition were 
recorded in a balanced order following three adapta- 
tion nights (Březinová, 1974). 

B. Six hospital in-patients with neurotic disorders, 
one male and five females, age range 44-68, mean 58, 
were accustomed to sleeping pills. Their sleep while 
taking their usual hypnotic was recorded on two 
nights and was compared with sleep on the first and 
fourth nights of withdrawal from the drug (Březinová 
е al., 1972). Two adaptation nights preceded the 
recordings. The hypnotics concerned were nitrazepam 
то mg. (3 patients), quinalbarbitone тоо mg.-+ amylo- 
barbitone 100 mg., or quinalbarbitone тоо mg., or 
glutethimide 250 mg. Four had lately taken an 
overdose of their pills, the interval until the first 
sleep recording ranging between її and 14 days. 
The patients had been temporarily restarted on their 
accustomed hypnotic, and the first recording was 
7 to 19 days later. 
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Recording and scoring 

On each night silver electrodes placed above and 
below each outer canthus provided two channels of 
bipolar eye movement recording, a pair of centro- 
parietal electrodes (C,-P,) provided one channel of 
EEG, and a pair of submental electrodes monitored 
muscle tone. The paper speed was 15 mm./sec., 
lights out was at 2230 h., recording until 0730 h. 

The records were scored blind according to 
international criteria (Rechtschaffen and Kales, 
1968) in epochs of 20 sec. The following stages were 
scored: wakefulness (stage 0), drowsiness (stage 1), 
non-rapi eye movement (NREM) sleep stage 2, 
slow wave NREM sleep (stage 3+4) and rapid eye 
movement sleep (stage REM). 

The duration of every episode of each sleep stage 
was calculated by computer and categorized in the 
range between 1 and 45 minutes in steps of 1 minute 
(Fig. 1). For each night and each stage the number 
of episodes lasting up to 3 minutes was computed and 
expressed as a percentage of the total number of 
episodes of the given stage on each night. Thus, on 
one night there were in the whole night 186 episodes 
of stage 2 and of these 103 lasted 3 minutes or less, 
namely 55 per cent. Similar calculations were made 
for each night and all sleep stages in respect of 
durations 4-9 minutes and 79 minutes. 


100 
о 
MEAN 
PERCENT — 79 ө 
OF TOTAL 
EPISODES e 
50 
X 
2 
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Individual means of the four nights in the caffeine 
study, or of the two nights in the hypnotic study, 
and under each condition, were then calculated, 
correcting for unequal total numbers of episodes on 
different nights (Guilford, 1956). In statistical evalua- 
tion two approaches were used. Individual mean 
percentages for episodes lasting up to 3 minutes were 
contrasted with mean percentages for all episodes 
over 3 minutes (episodes between 4 and 9 minutes 
here being added to episodes over 9 minutes). In 
addition, individual mean percentages for all 
episodes up to 9 minutes were contrasted with those 
for episodes which exceeded 9 minutes duration. 
А nonparametric test, namely Friedman's two way 
analysis of variance (Siegel, 1956), was used for 
comparing the percentages of episodes in the un- 
disturbed and disturbed sleep conditions. 

The same test was applied when comparing whole 
night sleep parameters, namely total sleep time, sleep 
onset latency, the number of minutes of wakefulness 
and drowsiness (stage o+ 1) per hour following sleep 
onset, and the number of shifts to stage o+ рег hour 
of sleep. 


RESULTS 
Sleep disturbance induced by caffeine 
The differences between sleep on caffeine 


STAGES 
о0+1 
e? 
© 3+0 
x REM 





X 
M ш. 
3 2 5 1 


DURATION OF EPISODES IN MIN 


Fic. 1.—Frequency distribution of EEG stage durations in baseline sleep of six late middle age 
normal subjects. The majority of stages are less than 3 mm. 
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Taste I 
Whole night characteristics of baseline sleep and sleep after caffeine 
Variable Baseline Caffeine 300 mg. Difference 
Total sleep time, min. 475 -+22* 9501-59 = 6-0, p < 0:02 
Sleep onset latency, min 18413 66+39 X?, = 6:0, p < 0:02 
Min. stage o+ 1 per hour following | 
onset . 7°243°3 17:2:-8:4 Ха = 6-0, p < 0:02 
Number of shifts to stage о рет “hour | 
ofslep . ‘ 0'9+0:3 I°g+tr-o Хь = 6-0, p < 0:02 
Number of shifts to stage 1 рег "hour. 
of sleep  .. я 48419 5°3+2:0 пз. 
Per cent stage 2 542-6 565 ns. 
Per cent stage 34-4 2042-6 173-6 n.8. 
Per cent stage REM 202 194-2 n.8. 
- * Means S.D. 
and on baseline nights were statistically signi- 80 
ficant for total sleep time, sleep onset latency, 
minutes of stage o--1 per hour following sleep 
onset, and number of awakenings per hour of " 
sleep. The total sleep on caffeine was on MEAN "/ 60 
average shorter by 120 minutes, and the sleep OF TOTAL : e 
onset latency was longer by 48 minutes. Details EPISODES 9 e 
are given in Table I. STAGE 
When a comparison was made of the propor- B $ 
tions of episodes lasting up to 3 minutes and 2+3+h , 
those of over 3 minutes, all six subjects had 20 


higher proportions of the longer episodes of 
stages o+1 on caffeine (p < 0-02) (Fig. 2). 
No significant differences were found for 


stages 2, 3+4, combined stages 2 4-3 +4 (Fig. 3) 
or stage REM. 


N C 
Fic. 3.—Episodes of NREM sleep stages (stages 2-L-3--4) 
in excess of 2 min. duration during baseline sleep (N) 
and after caffeine (C). Individual means are represented by 


30 circles, group means by endpoints of the line. No significant 
8 difference. 
MEAN °/o 
OF TOTAL 2 A similar result was obtained when the 
EPISODES proportions of episodes lasting up to 9 minutes 
and over 9 minutes were compared. All six 
STAGE 0+1 10 $ subjects had higher proportions of longer 
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Fio. 2.—Episodes of wakefulness and drowsiness (stage 

o-+1) in excess of 3 min. duration during baseline sleep 

(N) and after caffeine (C). Individual means are repre- 

sented by circles, group means by endpoints of the line. 

There is a significantly increased percentage of longer 
episodes of stage o-- 1 on caffeine. 


episodes of stages o+1 on caffeine (p < 0-02), 
but no significant changes in the proportions 
for NREM stages or REM stage. 

Details are given in Table II. 


Sleep disturbance induced by withdrawal from 
hypnotics 

Sleep on withdrawal differed substantially 
from sleep on accustomed drug, and the 
difference was statistically significant for total 
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sleep time, minutes of stage o+1 per hour after 
sleep onset, and number of awakenings per hour 
of sleep. T'he total sleep time on withdrawal was 
on average shorter by 89 minutes, and the 
sleep onset latency was longer by 63 minutes. 
Details are shown in Table III. 

When the proportions of episodes lasting up 
to 3 minutes and those over 3 minutes were 
compared, there was no significant difference 
in the proportion of longer episodes of stage 
o+1 during withdrawal sleep compared with 
the drug sleep condition (Fig. 4). All six subjects, 
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however, showed decreased proportions of 
longer episodes of stages 3+4 (p < 0-02) and 
of combined stages 2+3+4 (p < 0-02) after 
withdrawal (Fig. 5). Five of six subjects had 
decreased proportions of longer episodes of 
stage 2 and of stage REM on withdrawal. 
When also the proportions of episodes lasting 
up to 9 minutes and over 9 minutes were com- 
pared, there was no significant change in the 
duration of episodes of stage o-+1. In all six 
subjects there were, however, decreased propor- 
tions of longer episodes of stage 2 (p < 0:02) 


TABLE II 
Stage episodes in baseline sleep and sleep after caffeine 




















Duration of episodes Comparison of proportions 
Stage Condition >3 min. and 
«3 min. <9 min. 29 min. «3/73 «9/79 
°-Р1 М 95 2* 3+1 2+ І Ха = 6:0 X*, = 6:0 
С 86+ 9 8+ 6 7+ 3 р < 0:02 р < 0:02 
2 N 56+ 6 274 4 Wt 7 n.s. n.s. 
С 5747 27+ 6 1643-10 
3+4 N 674-10 25+ 7 9+ 4 n.s. n.$. 
C 6914 24+ 8 B+ 6 
2+3+4 N 6o+ 5 26+ 4 14+ 5 0.8. пз. 
С 61+ 7 26+ 3 14+ 9 
REM N 43-11 36+ 8 22-L1I n.s. n.8. 
С 47414 31+ 6 22+11 
* Mean per cent of the total number of episodes of the stage-+-S.D. 
N — Baseline. 
C = Caffeine. 
Taste III 
Whole night characteristics of sleep on an hypnotic and on withdrawal 
Variable Hypnotic Withdrawal Difference 
Total sleep time, min 378434 289+112 X? = 6:0, p < 0:02 
Sleep cnset BR 35-22 98-85 ns. 
Min. stage о-Е1 per hour following | 
sleep onset . — 15:34:50 24°0+10'0 = 6:0, p < 0'02 
Number of shifts to stage о рег ‘hour | 
of sleep . 4 0°3+0°2 0:740:5 Ха = 6:0, p < 0:02 
Number of shifts to stage I per "hour 
of sleep is 4:6+2:2 8-0+3°5 = 6*0, p < 0:02 
Per cent stage 2 57418 524-10 n.s. 
Per cent stage 3+4 104-6 124-8 n.s. 
Per cent stage REM 22 4+6 194-10 n.s. 
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TOTAL 
EPISODES 


STAGE 0+1 
10 


0 





Fic. 4.—Episodes of wakefulness and drowsiness (stage 
0-41) in excess of 3 min. duration in sleep on an hypnotic 
(H) and sleep on withdrawal (W). Individual means are 


represented by circles, group means by endpoints of the, 


line. No significant difference. 


80 
о 
MEAN °% 60 о 
OF TOTAL ө 
EPISODES 8 e 
STAGES A0 е 
2+3 +1 9 $ 
8 
20 
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Н М 
Fig. 5.—Episodes of NREM sleep stages (stages 2+3-+4) 
in excess of 3 min. duration in sleep on an hypnotic (H) 
and sleep on withdrawal (W). Individual means are 
represented by circles, group means by endpoints of the 
line. There is a significantly decreased percentage of longer 
episodes of NREM sleep stages on withdrawal. 


and of combined stages 2+3+4 (р < 0:02) in 

withdrawal sleep. Five out of six subjects also 

showed smaller proportions of longer episodes 

of stage REM on withdrawal. The comparison 

for stage 3-]-4 alone was uncertain because in 

some subjects longer episodes numbered zero. 
Details are shown in Table IV. 


Discussion 
Insomnia is a symptom of both acute and 
chronic caffeine intoxication (Ritchie, 1968), 
while impaired sleep on withdrawal from hyp- 
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notics is the commonest example of ‘drug with- 
drawal insomnia’ (Kales e£ al., 1974). In the 
present study sleep was shorter under both these 
‘insomnia’ conditions, and contained more 
awakenings and more minutes of intervening 
wakefulness and drowsiness. Nevertheless, in 
the case of caffeine the insomnia took the form 
especially of longer episodes of intervening 
wakefulness, while the duration of the sleep 
stage episodes was not changed. By contrast, 
in the withdrawal ‘insomnia’ the duration of 
episodes of intervening wakefulness was not 
changed, while the durations of the sleep stage 
episodes were decreased, especially in the case 
of the NREM stages. If the duration of these 
episodes tells us something about the stability 
of sleep or wakefulness, then the caffeine sleep 
disturbance seems to be characterized by 
increased stability of wakefulness, and the 
withdrawal sleep disturbance by decreased 
stability of sleep. 

Most of the relevant observations in the 
literature (see below) concern the total number 
of stage changes per night, without stage 
specification. An increased number of total 
stage changes implies a decreased number of 
longer episodes and vice versa, total sleep 
duration being held constant. 

An increased number of stage changes 
accompanying increase in waking time was 
found as part of the ‘first-night effec (Agnew 
et al, 1966). The same has been observed 
during the inverted sleep period in acute 
reversal of the sleep/waking cycle (Weitzman 
et al., 1970) and in the sleep of some insomniacs 
(Karacan et al., 1973). An increased number of 
shifts to stage o-+1, as a sign of increased 
‘intrasleep restlessness’, was found in sleep on 
withdrawal from benzodiazepines (Oswald et al., 
1973) and in sleep on amphetamine, a central 
stimulant (Oswald, 1973). А decreased total 
number of stage shifts during sleep on chlor- 
diazepoxide was reported by Hartmann and 
Cravens (1973), and a similar finding with 
another  benzodiazepine,  chlorazepate  di- 
potassium, by Karacan et al. (1973). Neither of 
these authors saw a significant increase of stage 
shifts on withdrawal, although a tendency in 
that direction was found in the later period of 
withdrawal from chlordiazepoxide. 
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Taste IV 
Stage episodes in sleep on an hypnotic and on unthdrawal 





Duration of episodes 


Comparisons of proportions 





Stage Condition >з min. and 
<3 min. <9 min. 29 min. <3/>3 <9/>9 

o+I H 85+ 7* 1o+ 6 5+ 3 n.s. D.S 

w 874 5 7Ł5 6+ 4 
2 н 4816 23+ 7 291-13 n.3 Ха = 6:0 

үү 62+15 244 5 4+1 р < 0:02 
3+4 H 36+20 374-30 224-17 X?,= 6:0 Few 

үү 524-18 43-411 5+ 6 D < 0-02 data 
2+3+4 H 47:12 24+ 5 294-12 AX", = 6:0 Хар = 6:6 

үү 61413 26+ 4 13410 р < 0:02 p < 0-02 
REM H 46421 30-L10 28413 n.s n.s. 

W 59-24 284-14 13+11 





* Mean per cent of the total number of episodes of the stage+S.D. 


H = Hypnotic. 
W = Withdrawal. 


In the present study, the big change in 
episode duration caused by drug withdrawal 
might be -elated to the subjects’ age. It might 
perhaps partly be due to recent overdose, to 
restarting the drug and then withdrawing it 
again, or to the patients having genuine sleep 
problems. We have in fact found a similar 
change, namely a decreased proportion of 
longer episodes of NREM sleep stages after 
withdrawal of nitrazepam in four normal, 
non-insomniac, late middle-aged subjects who 
had been taking the drug for ten weeks (Adam 
et al., to be published). 

It migkt secm unsurprising that disturbed 
sleep should contain fewer lengthy episodes of 
each sleep stage, yet the fact that the disturbance 
of sleep induced by caffeine was without any 
such significant change suggests that episode 
duration change is not just a secondary corollary 
of sleep disturbance. It might be of both theo- 
retical and practical interest to consider this in 
the investigation of spontaneous insomnias. 
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Arabic Study of Cases of Functional Sexual Inadequacy 


By AHMED OKASHA and A. DEMERDASH 


INTRODUCTION 


The subject of impotence has hardly been 
approached in the Arab countries though sexual 
dysfunction of a functional nature is of no less 
importance there than elsewhere. 


MATERIAL AND METHOD 


Sixty-eight males suffering from functional 
sexual inadequacy were examined between 1968 
and 1970 in the psychiatric clinic of Ain Shams 
Faculty of Medicine, Cairo Faculty of Medicine 
and in Kuwait Psychiatric Hospital, respectively. 

Cases which proved secondary to a func- 
tional or an organic psychosis or a perversion 
were excluded from the study. The sample 
consisted of: 32 Kuwaitis, 17 Palestinians and 
I9 Egyptians. The former belong to a com- 
munity which is undergoing a rapid and drastic 
change, the second had been uprooted from 
their homes and had to seek a livelihood in 
Kuwait, and the third belong to a community 
which has had a longer time to evolve. Each 
subject was submitted to a conventional inter- 
view along the lines of the Maudsley Psychiatric 
Sheet, followed by a complete physical examina- 
tion and investigations when necessary; the 
findings were then entered in a special sheet to 
facilitate statistical treatment of the data. AII 
patients had been referred to the psychiatrist 
by a venereologist or a urogenital surgeon. 
Johnson's (1968) classification of sexual in- 
adequacy and selected parameters from the 
Kinsey work were applied. Of the 68 cases, 34 
belonged to the early-onset type and 34 to the 
late-onset type (Johnson, 1968). Of the former, 
17 patients suffered from impotence (erectile 
disorders) and 17 from premature ejaculation; 
of the latter type 30 suffered from impotence, 
3 from premature ejaculation and one from 
retarded ejaculation. 


RESULTS AND Discussion 


Among the general population Kuwaitis 
seem more active sexually before puberty than 
Egyptians or Palestinians. This may be attri- 
buted to the patriarchal structure of the 
Kuwaiti family unit, wherein mature and 
married males are expected to bring their 
brides to the paternal home; younger children 
therefore have a greater opportunity of experi- 
menting and emulating their elders. 

The incidence of pre-adolescent sexuality 
among the early-onset cases—as defined by 
Johnson (1968), was 15 out of 34, while the 
corresponding figure for late-onset cases, 24 
out of 34. This finding suggests that early- 
onset cases are sluggish; a forerunner, as it were, 
of their later heterosexual maladjustment or 
anorectie sexuelle, as described by Dreyfusse- 
Moreau (1964). 

The incidence of premarital petting in the 
whole sample equalled 39 cases or 58 per cent: 
Kuwaitis 13, Palestinians 12 and Egyptians 14. 
Compared with the other two groups, Kuwaitis 
were less inclined to practise premarital petting. 
This finding may be explained by the strict 
segregation of the sexes enforced in Kuwait after 
puberty and the lack of opportunities for dating 
and courting in the conventional sense, unless 
the suitor has officially put his claim. These 
measures (and others) ate expressions of the 
attempts of the large family to curtail the sexual 
activities of single and nubile males in its midst. 
Furthermore, those paid females who will accept 
advances falling short. of coitus are hardly, if 
ever, met with in Kuwait. 

The incidence of premarital coitus in the 
whole sample amounted to 48 out of 68 (71 per 
cent). The incidence in each national group 
was as follows: Kuwaitis 23 out of 32, Palesti- 
nians 12 out of 17 and Egyptians 13 out of 19. 
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The average age of onset of pre-marital coitus 
in the early-onset type of case was 21; among 
the late-onset type of case it was 19, which is 
significantly lower. The foregoing observations, 
which point to a similarity of behaviour of the 
three national groups on that particular dimen- 
sion, suggest the similarity of their place of 
initiation, i.e. the brothel. When we consider 
the age at which premarital coitus began, 
among early-onset and late-onset cases, we 
find that the latter sought a mate earlier than 
the former and with greater success. 

The incidence of a past history of homo- 
sexuality—for 6 years before the first interview 
and stopped for a similar period of time— 
amounted to 30 out of 68, or 45 per cent of the 
whole sample. The incidence of homosexuality 
among Kuwaitis was 16 out of 32, 8 out of 17 
among the Palestinians and 5 out of 18 Egyptian 
patients. Seven Kuwaitis admitted that the 
first experience was active, 5 passive and 4 
mutual. The corresponding figures for the 
Palestinians were 5 active and 3 passive. 
Among the Egyptians, 4 were active and one 
passive. The lack of a significant difference 
between the three groups seems to suggest that 
contacts in the cultures studied are initially 
established between males. In the Kinsey study 
(1948) we find that 37 per cent of the total 
male population had some overt homosexual 
experience. Thus an initiation into homo- 
sexuality can hardly be considered as a pointer 
of bad prognostic significance, unless such a 
commitment is protracted. The commonest 
cause given by Kuwaitis for their first experience 
was unavailability or inaccessibility of the 
opposite sex (g cases). The Palestinians in- 
criminated seduction and/or imitation (6 cases). 
The Egyptians seemed equally divided between 
the two categories. The Kuwaitis had their first 
homosexual experience at average age of 16, 
the Palestinians at 13, and the Egyptians at 
the age of 15 years. The young age of the 
Palestinians, and their holding seduction and/or 
imitation as responsible for their first homo- 
sexual experience, may be explained by the 
fact that they had to leave their homes in 1948 
and live in conditions where crowding, loosening 
of family ties, alteration of their socio-economic 
status, for the worse in the majority of cases, 
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and disruption of a long-established hierarchical 
system prevailed. When asked about their own 
evaluation of their disorder, most patients 
ascribed their disorder to undersized or diseased 
genitalia (17 Kuwaitis, 5 Palestinians and 9 
Egyptians). In addition, 7 Kuwaitis blamed 
supernatural causes and 6 Palestinians mastur- 
bation. The prevalence of primitive beliefs 
despite development and sophistication may 
explain the former, and the lack of opportunity 
of Palestinians to congregate with females may 
explain the latter, if we bear in mind that most 
Palestinian patients had to leave their wives 
and children at home for reasons of economy. 

Compared to normal healthy controls re- 
cruited from each ethnic group (17 Kuwait 
military cadets, 24 Palestinian male attendants 
attached to the staff of Kuwait Psychiatric 
Hospital and 17 Egyptians belonging to different 
professions and classes), impotent patients were 
less inclined to indulge in cigarette smoking. 
This finding was explained by Steckel (1927) as 
a manifestation of asceticism on the part of 
patients who subconsciously strive for self- 
punishment as a result of а repressed wish for 
a tabooed sexual object. 

The somatic complaint most frequently 
‘reported by patients as an accompaniment of 
their sexual complaint was backache (15 cases 
out of 30); next in order of frequency were, 
orchalgia (5 cases), shoulder ache and headache 
(3 cases) and other miscellaneous aches (7). 
These pains may be considered as conversion 
symptoms in a population facing an extremely 
debasing, situation. They may, on the other 
hand, be a direct result of muscle spasm genera- 
ted by chronic unrelieved tension. The preva- 
lence of backache in a predominantly Moslem 
population (91 per cent) may be accounted for 
by the belief that the back is the source of sperm 
and manhood, reference to which is found in 
the Koran, "The Night Star', Ixxxvi, p. 640, 
chapter 5 (Arberry, The Koran Interpreted, 
Oxford University Press, 1964). Orchalgia may 
be explained by the belief that the genitals are 
the seat of sexuality апа were for this reason 
revered by the ancients (Mack, 1964). 

Among the Kuwaitis, 13 out of 32 were 
wiling to consult a psychiatrist. The corre- 
sponding figures for Palestinians and Egyptians 
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were 6 out of 17 and 17 out of 19. The difference Јонмвом, J. (1968) Disorders of Sexual Potency in the Male. 
is attributable to the fact that Kuwaitis and London: Pergamon Press 
Palestinians were examined in a mental hospital 


; К > Kmsy, C. A., Ромерову, В. W. & Marrin, E. С. (1948) 
while Egyptians were mostly seen in the out- Sexual Behaviour in the Human Male, Philadelphia and 


patients of the psychiatric онш of a London: W. В. Saunders. 
general hospital. ` 
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. where remission occurs, it sets in promptly, fast acting, has no sedative effect and few side- 
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within one week, When correctly administered, the These reports are typical of clinical experience 
drug is practically devoid of side-effects." with Fluanxol. Trials 1-6 have shown a rapid 
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side-effects. In addition flupenthixol may have a of initiative as the predominant symptoms. Its speed 
beneficial effect upon the possibly associated anxiety." of action is especially valuable in neurotic 
'Fluanxol therefore is a useful drug in out-patient depression with or without associated anxiety and 
cases presenting with anxiety and tension and its high therapeutic index is advantageous in 
psychosomatic sequelae, This neuroleptic drug is conditions where suicide risk is high. 
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available in pre-filled disposable syringes, you can 
provide effective maintenance control of psychotic symptoms 
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who display symptoms of withdrawal, apathy and anergy are 
likely to derive most benefit from Depixol Depot Injection. 
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A Genetic Study of Bipolar Affective Disorder 


By N. Мої. JAMES and C. J. CHAPMAN 


S 


ummary 
A group of 46 bipolar probands and their first degree relatives were studied. A high rate of 
affective disorder (19:6 per cent) was found, including both unipolar (13:2 per cent) and 


bipolar (6-4 per cent) types, with females predominating (3 : 


I). The presence of four father- 


son pairs suffering from affective disorder made the hypothesis of X-linked dominance un- 
tenable. Results compatible with polygenic inheritance were found, using both Slater's and 
Falconer’s methods. There was no evidence for assortative mating or for increased total 
‘number of females (both well and ill) among first degree relatives. The probands and affectively 
ill first degree relatives who have died show an alarmingly high rate of suicide (46 per cent). 
Other forms of mental disorder, including alcoholism, were no more common than in the rest 


of the community. 


INTRODUCTION 

Following the publication of Leonhard’s 
work (Leonhard, 1959), the relatively broad 
definition of manic-depressive psychosis as 
proposed by Kraepelin (1921) became much 
more refined. Leonhard postulated the existence 
of a bipolar affective disorder in which both 
mania and depression are manifest and of a 
monopolar (now termed unipolar) illness in 
which only depression is seen. Mania without a 
history of depression is very unusual, hence it is 
almost universally included in the bipolar 
group. Evidence has been put forward from 
several major studies (Leonhard, 1959; Perris, 
1966; Angst, 1966) showing that bipolar pro- 
bands manifesting mania are a different group 
genetically from the unipolar depressives: the 
former show a higher rate of family morbidity 
than the latter, and, further, mania is found only 
among the relatives of the bipolar. Perris and 
Angst have also shown the male : female ratio 
is much closer to parity among the bipolar 
and their relatives; unipolar illness shows a 
much stronger female predominance. 

Cadoret, Winokur and Clayton (1970), in a 
survey of the literature, showed that the morbid 
risk for bipolar illness was consistent with X- 
linked dominant inheritance. Further evidence 
in favour of this hypothesis has been put for- 


ward by Winokur’s group (Winokur, Clayton 
and Reich, 1969), and more recently by 
Mendlewicz, Fleiss and Fieve (1972). Mendle- 
wicz, Fieve, Rainer and Cataldo (1973), using 
Slater’s formula for ancestral cases (Slater, 
1966), found that a polygenic model was 
consistent with data from patients without 
bipolar illness in their first degree relatives, 
whereas a single dominant gene model was 
suggested for those with a positive history in 
first degree relatives. These workers found that 
about half the probands were alcoholic, and 
alcoholism was accepted as an affective equi- 
valent among the second degree relatives. 
Perris, however, using the same formula (Perris, 
1971), found that a polygenic model was 
compatible with his findings in bipolar affective 
disorder, and so did Slater and Tsuang (1968). 
Gershon, Dunner and Goodwin (1971), survey- 
ing the earlier literature and using Falconer’s 
method (Falconer, 1965), also found this a 
likely explanation. However, Gershon and his 
colleagues were labouring under a disadvantage, 
since they grouped bipolar and unipolar illness 
together. 

The purpose of the present project was to 
undertake a clinical and genetic investigation 
of mania (bipolar affective disorder), calculate 
the morbidity risks for mental illness in the 
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probands’ families, and compare the findings 
with current genetic hypotheses, as well as to 
investigate certain clinical phenomena. There 
are several advantages in starting with the 
record of the hospital-treated manic episode. 
It has been suggested that the unipolar (de- 
pressive) group is a heterogeneous one both 
clinically and genetically, e.g. Winokur, Cado- 
ret, Dorzab and Baker (1971), Perris (1969), and 
thus will be likely to confound efforts at genetic 
analysis until the sub-groups are determined 
more accurately. It is also probable that manic 
episodes are more likely to be treated in hospital 
than depressive ones and so to be recorded. 


METHOD 


It was intended to include all patients treated for 
mania in the provinces of Otago and Southland from 
1967. These provinces concerned have a population 
of about 300,000 and represent roughly the southern 
half of the South Island of New Zealand. The popula- 
tion is European except for 0:5 per cent Maoris. 
Foster (1962) showed that Maoris have a lower 
incidence of affective disorder than Europeans, but 
found that Maori women suffered disproportionately 
from mania. Ín this study, involving the first 50 
probands, there are no Maori men, but four Maori 
women. This figure is obviously much greater than 
expected, in keeping with Foster's finding. Аз the 
-Maoris appear to be a special group, they were 
excluded from the study. Of the 46 remaining pro- 
bands, 42 have suffered from both mania and de- 
pression. The other four have to date suffered only 
from mania. 

As shown in Table I it seems that European New 
Zealanders suffer from a relatively high rate of 
affective disorder, even allowing for the relative 
inaccuracy of official statistics. No comparable figures 
for bipolar illness were available from the other 
studies. 

The criteria for inclusion in the study involved local 
residence and treatment for mania as an in-patient at 
one of the four psychiatric centres in the region. The 
manic episode had to show at least three of the 
classical symptoms and signs, such as grandiose 
delusions, flight of ideas, irritability, decreased need 
for sleep, increased motor activity, and so on. It had 
to be primary or ‘functional’. Depression was simi- 
larly defined as being a functional illness with at least 
three of the classical symptoms and signs present, such 
as diurnal mood variation, anorexia, weight loss, 
feelings of guilt, etc. For first degree relatives to be 
classified as suffering from affective disorder the same 
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TABLE I И 
Lifetime morbid risk for all affective disorders per 1,000 
live births (modified from Rawnsley, 1967) 





Male Female 

Norway (Odegaard) 4°2 6-2 
London (Norris) vt 8-0 14°4 
Bornholm (Fremming) .. 10:2 22:4 
Sweden (Essen-Moller) .. 17:0 28-0 
Iceland (Helgason) 18:0 24:6 
New Zealand 

(Health Dept.)* 12'0 22:7 
Bipolar only 

New Zealand 

(Health Dept.)* у» 2:0 2:5 


* As the age structure of the group studied was 


different from that of the population as a whole, 
different population risks were used in the genetic 
calculations (see text). 


criteria had to be satisfied, but hospital admission 
was not required. All, however, had to be socially 
incapacitated during the period of illness to the 
extent of being unable to continue their usual jobs. 
Each illness had to be followed by remission, and no 
other mental illness could be present. With these 
illness criteria, the study was close to Winokur's 
(Winokur, Clayton and Reich, 1969), but differed 
from that of Perris (1966) who insisted on three 
episodes of depression having occurred before a 
diagnosis of unipolar illness could be made. 

АП available material on a potential proband was 
reviewed, and if it was still considered that a manic 
episode of the type defined had occurred the patient 
was interviewed, using a semi-structured interview 
technique covering the course of the illness, family 
background and social data, with detailed enquiry 
into the occurrence of mental illness in relatives. All 
probands and their interviewed relatives were tested 
for colour blindness, using Ishihara's plates (Ishihara, 
1968). The first 46 rigorously selected European 
probands accepted into the study are presented in this 


paper. 


RESULTS: GENERAL 

This study involved a delay of an average 
24 months from the time of the manic episode 
to the interview. This was advantageous in 
that it allowed time for the diagnosis to be 
confirmed, but co-operation was probably less 
forthcoming in some cases than if the patient 
had been seen during the crisis of illness or soon 
afterwards. 

Once the proband had been accepted into 
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the study, all available first degree relatives 
were interviewed by two senior medical students. 
If the relatives had meved elsewhere they were 
asked to complete a mailed questionnaire. 
Altogether, of 360 parents, siblings and children 
over the age of 15 years, 100 were dead, 147 
were seen, and 45 replied by mail, the last two 
figures giving a total coverage of 73-8 per cent. 
Of the 971 second degree relatives known and 
enquired about, 35 were afflicted with affective 
disorder, only four having been bipolar. 

The probands consist of 21 males and 25 
females, almost exactly the New Zealand ratio 
of 20:27 (Table I), and similar to that of 
other studies. The mean age of onset was similar 
to that found in the European studies being 30 
years for men and 34:5 for women, but rather 
older than that found by Winokur and others, 
which was 24 years for both sexes. 

The lifetime risk for suicide in New Zealand 
is approximately seven per thousand. Among 
first degree relatives of this group of bipolar 
probands it is 60 per thousand, similar to that 
found by Perris (1966). If the 46 probands and 
their 52 affectively ill first degree relatives are 
considered—98 in all—13 are dead, 6 by suicide. 
Of these, one was bipolar, and the remainder 
unipolar depressives. This rate of 46 per cent is 
in marked contrast to that found in other studies, 
where suicide usually accounted for about 20 
per cent of deaths, taking bipolar and unipolar 
together, e.g. Perris (1966) 22:5 per cent, 
Lundquist (1945) 15 per cent, Kinkelin (1954) 
26 per cent. It is hard to postulate a lack of 
psychiatric treatment, as a reason for this 
higher rate, for at least three had been seen by 
a psychiatrist in the three months preceding 
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their death; and, besides, the provinces con- 
cerned have more psychiatric manpower avail- 
able per head of population than elsewhere in 
the country, approximately one consultant per 


© 20,000. 


GENETICS 

The Strómgren method fór calculating mor- 
bidity risk was used (Strómgren, 1935). In this 
study, the cumulative risk to the middle of 
each age decade was used, the appropriate 
weighting being obtained from our own pro- 
band material. Morbidity risks similar to those 
of Angst (1966) and Perris (1966), but some- 
what lower than Winokur and others (1969), 
were obtained (see Tables II and IIa). Overall, 
the morbidity risk for first degree relatives was 
19:6 per cent, being 6-4 per cent for bipolar 
illness and 13:2 per cent for unipolar illness. 
Females ran about two to three times the risk 
of males for both ‘manifestations of affective 
disorder. The use of the term ‘unipolar’ is of 
course problematic, as it is always possible that 
mania may yet declare itself. The risk period 
for, the illness was taken as 15 to 60 years, as 
only one proband (aged 63) was outside this. 

The proportion of alcoholics among the 
relatives was small (5 per cent of males, 1:5 per 
cent of females), and was not significantly 
different from that in the general population. 
Schizophrenia was present in three relatives, 
mental retardation in two, psychopathic beha- 
viour disorder in only three, and two relatives 
were epileptics. In other words, the families of 
manic patients showed much the same morbidity 
for these illnesses as the rest of the community, 
differing only and very prominently in the 








'Tanrs П 
Morbidity risk of affective illness in first degree relatives 
Number 

Parents Sibs at risk Total Total 

% risk % risk — (Bezugsziffer) cases risk % 

° Angst (Switzerland) I4*4 21:5 160 29 2I*0 
Perris (Sweden) .. as 26-0 23:0 509 102 20:0 
Present (New Zealand) .. Su 14-6 21:3 239% 45% 18.8% 
Winokur (0.5.) .. Е ae 34 35 199 69 34°7 


a a E du н 
* For uniformity with the other studies, the probands’ affectively ill children have been excluded (7 cases, 
Bz = 26-5). Including these raises the total risk to 19°6%. 
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Taste II (a) 
Morbidity risks: unipolar and bipolar 
Number Morbidity 
il Bezugsziffer risk % 
All males: 
Unipolar 8 6-3, 
Bipolar 5 127'4 3:9 
Both 12 10:2 
All females 
Unipolar 27 19:5 
Bipolar 12 138-0 8-7 
Both 39 28-2 
All first degree 
relatives: 
Unipolar 35 Ig:2 
Bipolar 17 265:4 6:4 
Both 52 19:6 


high rate of affective disorder, 19-6 per cent in 
the first degree relatives compared with 1-8 per 
cent in the general population. Even among 
second degree relatives, for whom the informa- 
tion was admittedly much less reliable, the same 
trend is evident: the morbid risk in the latter 
group was 3°6 per cent (35/971) there being 
4 known bipolar relatives and 31 unipolar. 
The sex distribution of affectively ill relatives 
is shown in Tables III and IV with the expected 
ratios on a hypothesis of X-linked dominant 
inheritance. It can be seen that despite the high 
morbidity of females the expected ratios have 
not been found. In particular there are four 
pairs of father-son transmission in this group, 
and there should be none. We have considered 


Taste III 
Sex distribution of affected relatives against hypothesis 
of sex-linked dominance 
Affected 
relatives Theoretical 
Male:Female Male:Female 
Male probands : 
Parents 2:5 0:1 
Siblings 4:9 1:1 
Children І 0:1 
Female probands 
Parents 1:5 I:I 
Siblings 3:16 1:3 
Children її 
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ТАВІЕ IV 
Parent-child pairs 
Mother-son - 25 9 
Mother-daughter .. T 19 
Father-son e ES 4 
Father-daughter .. nA 5 
(Including pairs among first degree 
relatives as well as proband-relative 
pairs.) 


the family histories of the mothers in these four 
cases, and in none is there any evidence of 
affective disorder in their first or second degree 
relatives. Colour blindness was present in two 
generations of three families, but in none was 
there sufficient information to confirm X-linkage 
with affective disorder. 

There are several methods available for 
testing the goodness of fit of family data to the 
additive continuous model of polygenic in- 
heritance, e.g. Falconer (1965), Slater (1966), 
Reich, James and Morris (1972). None of these 
approaches is able to resolve the problems of 
common family environment, associative mating, 
major genes or multiple loci (including sex- - 
linked loci). However, as no better approaches 
are at present readily available those of Slater 
and Falconer have been used. 


2mp 
n—I 


Slater’s formula is: 


where m = total secondary cases on maternal 
side 
p = total secondary cases on paternal 
side (in this case a ‘secondary case’ is 
ап affectively ill first or second degree 
relative). 

The data and results of the calculation after 
applying Slater’s formula are given in Table V. 
The value of chi-square, which tests for devia- 
tions from the hypothesis of a polygenic system, 
borders on significance with a probability of 
*052. No second degree relatives were inter- 
viewed, the information being obtained from’ 
the proband and first degree relatives. If this 
result is considered in conjunction with the 
result of Slater and Tsuang (1968), then we 
have insufficient evidence to reject the hypo- 
thesis of a polygenic model. 
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TABLE V 
Distribution of pairs of affected relatives ` 
Family Paternal ‘Maternal 
I 2 
2 I 2 
3 k 
- 4 1 6 
5 3 
6 i 2 
7 3 
8 2 
9 2 
Total 8 18 
Мо. of Unilateral pairs = 22 Expectation = 17:3 
No. of Bilateral pairs = 4 Expectation = 8:6 
Ж = 3°77 р = 0'052 


In Falconer’s method, h? = = 


where h? = heritability 

b = normalized expression of the 
difference between population rate 
and the morbidity risk obtained in 
relatives of probands. a 

r = degree of relationship (e.g. first 
degree relatives = $, second. 
degree = 4). 

For data to be compatible with a polygenic 
model h? should be between о and 1. 

The calculations according to Falconer’s 
method are outlined for both first and second 
degree relatives and bipolar and unipolar 
affected relatives in Tables VI and VII. Table 
VIII contains a summary of the heritabilities. 
The following symbol conventions are used in 
these tables: 

Qr = the number of affected relatives/the total 
number of relatives; 

S.E. = standard error of the estimate of the 
heritability ; 

*G = the genetic correlation between liability 

d in the two sexes. . 

In the summary, all the heritabilities which 
have been added have been weighted by their 
variances, and the population risks with which 
the incidences in relatives have been compared 
were corrected to allow for the very different 
' age distribution of the relatives taken as a whole, 
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"TABLE VI 
Heritabilities (calculated by Falconer's Nn Jor 
. - bipolar relatives 
Ist degree relatives 
Sex of. Sex of 
proband relatives Qr ha S.E 
- Male 4/77 86 “14 
Male Female 5/76 84° +18 
Male 2/104 62 “18 
Female Female 6/103 84 12 
and degree relatives 
Sex of Sex of 
proband relatives Qr h3 S.E. 
Male 1/182 62 42 
Male Female 1/197 *40 41 
Male RÀ = = 
Female Female 2/308 53 31 
ТАВІЕ VII 
Heritabilities (calculated by Falconer’s method) 
considering unipolar and bipolar relatives 
Ist degree relatives 
Sex of Sex of Р P 
proband relatives Qr ha S.E. 
Male 7/77 "84 14 
Male Female 15/76 1:01 *09 
o Male 6/104. “72 “15 
Female Female 24/103 1:19 *IO 
2nd degree relatives 
Sex of Sex of 
proband relatives Qr ha S.E. 
Male 4/182 “71 *29 
Male І Female 17/197 1:06 “17 
Male 4/284 *50 "30 
Female . Female 10/308 -68 ‘21 





this being older than the general population. 
"These risks were as follows: 


(a) Bipolar Males 11% 
Females 18% 
(b) Bipolar and Unipolar Males - “58% 
Females 1:10% 
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Tase УШ 
Summary of heritabilities 
rst degree bipolar relatives 
һа е = +86 (S.E. +14) 
h: female = +84 (S.E. -12) 
РС = суо (S.E. +29) 


rst degree bipolar and unipolar relatives 
h? male 





= > S.E. +14 
h? female = 1°19 S.E. +10 
RG = %4 S.E. 23) 
and degree bipolar relatives 
h? male = +62 (S.E. +42) 
h? female = +53 (S.E. +31) 
»G = +70 (S.E. 1-03) 
end degree bipolar and unipolar relatives 
Һ? male = ‘FI (S.E. -29 
ht female = +68 (5.Е. m 
AG = 1:34 (S.E. +70) 
All bipolar relatives 
h? male = -83 (S.E. :18 
h? female = 8o S.E. - 23 
ксб = ‘и ‘SE -28) 
All unipolar and bipolar relatives 
h? male = -Bı S.E. +13 
h? female = 1-10 S.E. E 
кб = 99 S.E. -17 





* ht = heritability. 
T 2G = genetic correlation between liability in the 
two sexes. 


In general, the heritabilities for second degree 
relatives, considered alone, are lower than those 
of first degree relatives, and this probably 
reflects failure of relatives to report affected 
individuals. It may also reflect some difference 
in the age distribution between the two sets of 
relatives, but it was not considered worthwhile 
to correct for this separately, because of the 
large variances of the estimates of heritability. 

If we look at the heritabilities for first degree 
relatives with bipolar illness, then there is no 
evidence that there are separate genes involved 
in males and females. In fact the agreement of 
the estimates is most satisfactory. This is not 
so when both bipolar and unipolar relatives are 
considered, as the estimate for females is very 
high. Whether this is a sampling error or reflects 
heterogeneity in the aetiology of depression in 
female relatives is impossible to say. It may well 
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be that we have considered as affective some 
individuals who suffer from depression due to 
other causes. 

Falconer specified three criteria that point 
strongly to the presence of a polygenic system. 
There are, firstly, a consistency for heritability 
between two sexes, secondly a consistency of 
heritability between relatives of the same degree, 
and thirdly a consistency between relatives of 
differing degrees. The first criterion is ade- 
quately satisfied in this study, and, within the 
limits of the standard errors of the estimates from 
second degree relatives, so is the third criterion. 
A test of the second criterion is that of con- 
sistency between the estimates from different 
relatives of the same degree, but the numbers 
involved are far too small to draw any valid 
conclusions. 

Although our results are compatible with the 
additive genetic model, they provide no real 
basis for exclusion of the effects of common 
family environment or of major genes at several 
loci. It would seem that these questions will 
not be satisfactorily resolved until far more 
extensive data are available and more powerful 
methods are readily applicable, e.g. Elston and 
Stewart (1971). 


Discussion 

These data would seem to be incompatible 
with an X-linked dominant mode of inheritance. 
The sex difference in incidence (males 10-2 per 
cent morbidity risk for all affective disorder, _ 
females 28:2 per cent) is more likely to be due 
to a lowered threshold in females, and our data 
would be in agreement with this. It would seem 
that the relatives who show depression without 
overt mania are affected by the same genetic 
system as those with mania. It may be that 
there is a lower threshold for depression without 
mania in these families. In any case, our data 
are incompatible with the hypothesis that the 
affective disorders *breed true', since, with our 
group of bipolar probands, supposed unipolar 
ilness is twice as common as bipolar in their 
first degree affectively ill relatives. Among the 
much less intensively studied second degree 
relatives, those who are affectively ill show 
almost eight times the propensity to have 
unipolar illness than to have bipolar. These 
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findings are in agreement with Angst, but not 
with the data of Perris, as discussed in their 
joint papers (Angst and Perris, 1968; 1972). 
Assortative mating has been examined by 
` Gershon, Dunner, Sturt and Goodwin (1973), 
with positive findings, 20 per cent of the wives 
of bipolar males having suffered from affective 
disorder. In the present study there were no 
cases of a proband having both parents affected. 
Among the spouses, only one wife also suffered 
from severe affective disorder. 

Brown, Elston, Pollitzer, Prange and Wilson 
(1973) looked at the sex ratio of relatives of 
patients with affective disorder as another 
possible source of error and found an excess of 
female siblings and children. In this study, 
female siblings and children (126) out- 
numbered males (тод), but this was not statistic- 
ally significant (x = 2:29, 1 d.f., p > 0-2). 

Despite using criteria very much akin to those 
of Winokur, morbidity risks in this study are 
close to those of the European findings. This 


could be due to Winokur having involved the . 


probands at the time of admission to hospital, 
when family co-operation would be more 
forthcoming. Another possibility is that of a 
true population difference, most of the patients 
in this study having English or Scottish ancestry. 
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Observations on the Dose Regime of Fluphenazine Decanoate 
in Maintenance Therapy of Schizophrenia : 


By D. A. W. JOHNSON 


Summary 

An analysis of the drug regimes prescribed to two separate groups of unselected schizophrenic 
patients indicates certain trends of clinical importance. The results demonstrate a need for the 
adoption of a personalized dose regime. The scatter of dose regimes found effective is too great 
to recommend a standardized approach to the prescription of L.A.P. injections. 

Two other results of particular significance are that the dose of drug required to control 
symptoms can be gradually reduced in nearly half of patients, and that helpful trends in 
prescribing were identified that will help the clinician to abolish side-effects. 


INTRODUCTION 

Though there is wide acceptance of the 
long-acting depot phenothiazines as a major 
advance in the treatment of chronic schizo- 
phrenia (Denham and Adamson, 1971; Johnson 
and Freeman, 1972; Hirsch ei al., 1973) there is 
no generally agreed dose regime. So far, because 
of the difficulties of serum estimations of the 
minute concentrations present, it has not been 
possible to evaluate scientifically the duration of 
action of the long-acting phenothiazines (L.A.P.) 
in humans. Conditioned avoidance response 
tests in rats have demonstrated that fluphena- 
zine enanthate inhibits responses for 12 to 21 
days, and that fluphenazine decanoate has a 
longer duration of action (Laffan et al., 1965; 
Ebert and Hess, 1965). Short-term clinical 
studies suggest that fluphenazine enanthate is 
effective for approximately two weeks and that 
the decanoate acts for a longer period (Neal and 
Imlah, 1968; Van Praag and Dols, 1973). So far, 
no study has been published demonstrating the 
dose range for maintenance therapy or the dose 
variations likely to occur over an extended 
period of treatment. 


| МЕтнор 

Since it has been shown that both the anti- 
psychotic effect and the principal side-effects 
are dose-dependent’ (Johnson, 1973), it is 
necessary to measure both these variables in 
any evaluation of a drug regime. This study 
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reports the dose regimes of two groups of patients 
over separate periods of time, beginning in each 
case with the start of maintenance: therapy 
following a relapse of acute schizophrenia. Only 
the first group (Group A) meets the above 
requirements, but the second group has also 
been reported because the observations were 
made while the patients were receiving routine 
out-patient treatment and it would seem 
important to identify any differences of pre- 
scription under normal clinical conditions from 
a more rigid research-orientated period of 
management. : 

Group A consisted of 140 consecutive patients, 
under the age of 65 years, diagnosed as suffering 
from schizophrenia. They were all treated by 
L.A.P. foranaverage period of 15 months. Further 
details concerning this group of patients, their 
side-effects and the techniques of measurement - 
have already been published (Johnson, 1973). 

Group B. A group of 264 unselected schizo- 
phrenic patients treated-for a minimum period 
of 12 months following an acute relapse of 
schizophrenia. These patients were under the 
care of a number of consultants, although the 
author was usually the principal clinician 
responsible for day to day care. All patients 
were treated as ordinary N.H.S. out-patients; 
the only selection was the possession of complete 
records for the period under assessment, and they 
represent the total sample of patients treated 
with L.A.P. by the author. 
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The dose regime of Group A patients was 
under constant review with the conscious aim of 
maintaining the patients on the lowest dose 
thought compatible with their mental state, in 
order to minimize the incidence of side-effects. 
The patients were all under regular observation 
and received immediate attention whenever a 
change of mental state or the appearance of 
side-effects was suspected. By contrast, the 
patients in Group B were treated under normal 
clinical conditions, and the analysis of their 
prescription records was retrospective. Some of 
the patients in Group B have been included in 
other surveys on L.A.P. treatment (Johnson and 
Freeman, 1973), but their drug prescriptions 
were not under special consideration at the 
relevant time. 

The indices used for the estimation of thera- 
peutic gain were the number of hospital ad- 
missions and the days spent as an in-patient. 
Each patient was used as his own control. To do 
this, the hospital admissions during a period 
immediately preceding the relevant relapse, and 
equal in length to the follow-up time, were com- 
pared with admissions during the’ follow-up 
period. This procedure was adopted to allow 
comparison with the only other report on the 
therapeutic gain in a group of unselected schizo- 
phrenic out-patients on treatment with L.A.P. 
(Johnson and Freeman, 1972). 


RESULTS 


Group A. Table I shows the number of patients 
on each dose regime at the beginning of the 
follow-up period to evaluate side-effects. The 
number of patients on each dose regime at the 
completion of this period (average 15 months, 
range 12-20 months) is shown in Table II. 


TABLE І 


Number of patients on each dose regime at onset of 
follow-up to evaluate side-effects—Group A 





Injection interval in days 
Dose F 
in mg. 7 IO 14 21 28 35 
12'5 І І 18 а 2 о 
25 2 о 56 38 14 2 
50 о о о 2 2 о 
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TABLE П 


Number of patients on each dose regime at completion 
of follow-up to evaluate side-effects—Group A 


Injection interval in days 
Dose 
in mg. 7 10 14 2ї 28 35 
12:5 о о 15 4 4 I 
25 3 2 12 42 48 6 
50 о о І I I о 
n = 140 


During this period 67 patients (48 рег cent) had 
their total dose reduced, 18 patients (13 per 
cent) had the intervals between injections 
adjusted although their total dose remained 
unchanged, 7 patients (5 per cent) required an 
increase in their total dosage, and 48 patients 
(34 per cent) remained on an unchanged dose 
regime throughout the period of observation. 

It was possible to abolish the side-effects while 
still maintaining a positive anti-psychotic action. 
in 36 of the 47 patients experiencing unwanted 
symptoms, though in 4 patients the side-effects 
subsequently returned (Johnson, 1973). In 20 
of these cases the abolition of side-effects was 
achieved by a simple lengthening of the interval 
between injections, in 3 the dose at each injec- 
tion was reduced but the interval between 
injections kept constant, and in 13 an adjust- 
ment of both the dose at each injection and the 
interval between injections was found necessary. 
However, in this latter group, the net result in 
6 cases was that the patient was receiving the 
same total dose over a given unit of time. 

The dose regime that each patient was 
receiving at the time of first developing side- 
effects is shown in Table III. An absolute 
comparison of the incidence of side-effects on 


Я Taste ПІ 
Number of patients experiencing side-effects on each 
dose regims—Group A 


Injection interval in days 





12:5 1 I о о о о 

25 1 о 24 13 4 о 

50 о о 1 1 1 o 
n = 140 
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different dose regimes is very complex, since a 
patient may at different times experience side- 
effects on quite different’ regimes; further, a 
comparison of dose prescriptions only ignores 
other possibly relevant factors, such as the 
duration on a particular dose regime. Within 
these limitations, certain trends may be demon- 
strated. The incidence of new side-effects in 
patients receiving an injection dose of 50 mg. 
is likely to be 75 per cent, irrespective of the 
interval between injections. The incidence on 
25 mg. injections is likely to be 60-65 per cent 
if the interval between injections is two weeks or 
less, but only 25 per cent if the interval between 
injections is three weeks or longer. The risk of 
side-effects on 12°5 mg. injections appears to be 
very small, and is virtually absent unless the 


interval between injections is reduced to less 


than two weeks. 


Group B. Tables IV and V illustrate the scatter 
of dose regimes prescribed at the onset of main- 
tenance therapy and again after a 12 month 
period of continuous treatment under normal 
clinical conditions as an out-patient. During 
this period 41 per cent of patients had their 


Taste IV 
Number of patients on each dose regime at onset of 
maintenance thera, B 





Injection interval in days 




















Dose 
in mg. 7 10 14 21 28 35 
12:5 6 2 34 2 6 о 
25 8 о 82 40 36 2 
37:5 о о 12 2 2 o 
50 o о 24 2 о о 
п = 264 
TABLE V 
Number of patients on each dose regime after 12 months 
—Group B 
Injection interval in days 
Dose 
in mg. 7 10 14 21 а8 35 
125 о о 34 8 12 2 
25 6 4 40 56 62 6 
37°5 о о 10 2 2 о 
50 о о 6 10 2 ° 
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total dose reduced, 11 per cent had the interval 
between their injections adjusted although their 
total dosage remained unchanged, 9 per cent 
required an increase in their total dose, and 
99 per cent remained on an unchanged dose 
e. 

An analysis of the intervals between injections 

(Table VI) suggests that the longer a patient 


Taste VI 


Interval between injections of patients on maintenance 
therapy—Group B 





Injection interval in days 











n — 264 


remains on maintenance therapy with L.A.P. 
the more possible it becomes to control his 
symptoms with injections given at less frequent 
intervals. After 12 months, 29 per cent of 
patients received their injections every three 
weeks, and a further 33 per cent at even less 
frequent intervals. 

The clinical gain in Group À was a reduction 
in the re-admission rate of 38 per cent, and in the 
duration of in-patient stay of 56 per cent. 


Discussion 


The clinical gain was not significantly 
different from that reported in the only other 
survey of unselected schizophrenic out-patients 
(Johnson and Freeman, 1972), and the incidence 
of side-effects (Johnson, 1973) was very similar 
to the reported incidence in studies on oral 
medication. These comparisons can only be 
considered as rough guides, but they would 
seem to indicate the validity of the treatment 
regimes prescribed. The close similarity of the 
prescriptions used in the two groups reported, 
although under quite different clinical conditions, 
would seem a further indication of the usefulness 
of the reported regimes. 

These results suggest important trends for the 
use of these long-acting injectable depot neuro- 
leptics. Perhaps the most clearly demonstrated 
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fact is that there is no such thing as a proper 
or even recommended dose in maintenance 
therapy; each patient must have his prescrip- 
tion determined on an individual basis. The 
possible variations of dose per injection and of 
interval between each injection are considerable, 
but only if this personalized approach is 
adopted can the side-effects be minimized with 
the greatest possible therapeutic gain. 

An analysis of the dose regimes at the onset 
of maintenance therapy in both groups (Tables 
I and IV) demonstrates not only the scatter of 
dose regimes prescribed at this time but also 
that short intervals between injections and 
injection doses of above 25 mg. are prescribed 
relatively more frequently then than at other 
times. A comparison with the dose regimes in 
use at the completion of the periods under 
observation (Tables II and V) shows that with 
the passage of time, in a substantial proportion 
of patients, there can be both a reduction in the 
total cose and an increase in the intervals 
between injections, so that 62 per cent of 
patients need only receive their injections at 
intervals of three weeks or longer (Table VI). 
The finding that the total dose of L.A.P. re- 
quired to control symptoms is reduced in 40-50 
per cent of patients after a time is of particular 
clinical importance. A proper adjustment of 
medication will not only reduce the risk of 
dose-dependent side-effects, such аз extra- 
pyramidal symptoms, but will, even more 
importantly, reduce the total drug administered 
to the patient and further minimize the possible 
long-term and largely unknown dangers, with- 
out loss of therapeutic benefit. The results give 
no clear indication as to when such a reduction 
can safely take place, but the trend is firmly 
established after six months on treatment. It is 
important to notice that the trend towards 
using injections at less frequent intervals seems 
partly independent of the reduction in the total 
dose administered. 

The considerable variation in the individual 
response of patients to drugs is clearly demon- 
strated in the analysis of the drug regimes 
producing side-effects (Table III). However, 
trends can again be demonstrated that are 
likely то be of clinical importance. The use of 
injections of more than 25 mg. increases the risk 
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of extrapyramidal side-effects quite dramatic- 
ally. Equally, the use of an interval of two weeks 
or less is accompanied by a significant rise in the 
incidence of side-effects, irrespective of the 
injection dose used. The results would suggest 
that the clinician should try and keep the dose 
per injection at a minimum, even though this 
will require an increase in the frequency of 
injections. He should aim at giving no more than 
25 mg. at any one injection, though it is doubtful 
if there is any clinical gain in reducing the 
injection dose once the frequency is reduced to 
two weeks, unless the injection dose is reduced to 
12:5 mg. The knowledge that the total dose 
required is likely to be reduced with time should 
encourage clinicians and patients alike to 
persevere when side-effects require patients to 
have small dose injections at frequent intervals 
during the initial stages of treatment. 

The author bas already made a plea for the 
dose regimes of L.A.P. to be personalized, and 
for the regime to remain under constant review 
because of the development of new side-effects 
after long intervals on treatment (Johnson, 
1973). The results of this study again demon- 
strates the need for careful individual considera- 
tion of each patient. The habit of some clinicians 
of prescribing a 'recommended maintenance 
dose’ that is continued for an indefinite period is 
likely to result in the over-treatment of patients 
with drugs in nearly 50 per cent of cases. The 
lack of a personalized dose regime is also a 
likely cause for the high incidence of side-effects 
reported by some authors. The use of the long- 
acting injectable neuroleptics requires careful 
supervision, which can be time-consuming, 
but the results would seem to suggest that the 
potential therapeutic gains justify this effort. 
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Accidents and Drug Treatment in a Psychiatric Hospital 


By BRIAN К. BALLINGER and ANNA С. RAMSAY 


Summary 
A survey of 351 accidents occurring in a two-year period in a psychiatric hospital showed that 
77 per cent of the accidents involved female patients and 48 per cent involved patients with 
organic psychoses; 236 accidents were falls and 280 occurred in the ward setting. 
In 277 instances adequate controls were available. Seventy-five per cent of the accident 
patients had received a psychotropic drug on the day of the accident as opposed to 61 per cent 
of the controls. The possibility that the side-effects of psychotropic drugs may have contributed 


to some of these accidents is discussed. 


INTRODUCTION 

Accidents in hospitals are a cause for concern, 
and psychiatric patients may be particularly at 
risk. Psychotropic drugs may cause side-effects, 
such as postural hypotension (Jefferson, 1974) 
and neurological symptoms (Shader and Dima- 
scio, 1970), which may predispose to accidents. 
The present survey set out to review accidents 
and drug use in the Royal Dundee Liff Hospital 
over a two-year period. 


METHOD 

A retrospective survey was made of all 
accidents reported in the hospital (625 beds) 
over the two-year period 1971—72. Accidents 
were recorded by the nurse in charge of the 
ward at the time of the accident by filling in a 
standard form. All accidents involving visible 
injury were reported, as well as some other 
relatively serious incidents. The accident forms, 
the case notes and the drug treatment records 
of the patients involved were reviewed by the 
authors. 

An attempt was made to match patients 
involved in accidents with other patients on 
the same ward, of the same sex and of similar 
age and diagnosis. This matching was only 
possible for 277 out of the 351 accidents. 


RESULTS 
1. Characteristics of the patents and accidents 
A total of 351 accidents occurred, 271 (77 per 
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cent) involving female patients and 80 (23 per 
cent) involving males. In 169 (48 per cent) 
cases the patient suffered from an organic 
psychosis, in 142 (40 per cent) from a functional 
psychosis, and in the remaining 40 instances 
from neurosis, personality disorder or some 
other condition. The age range of the patients 
involved in accidents was 10-go years with a 
mean of 65:7 years. 

Of the accidents, 236 (67-2 per cent) were 
falls, 12 (3:4 per cent) collisions with furniture, 
and 6 were scalds. There were 54 (15:4 per 
cent) resulting from aggressive behaviour and 
24 (6:8 per cent) from self-injury. Other and 
unknown causes accounted for the remaining 
I9 accidents. With regard to the injury caused, 
38 (10:8 per cent) resulted in fractures, 234 
(67 per cent) in other injuries, and in 78 
instances (22 +2 per cent) there was no detectable 
or recorded injury. 


2. Drug treatment and accidents 

In 305 instances (88 per cent) the patient had 
received at least one drug on the day of the 
accident and 270 patients (76 per cent) received 
a psychotropic drug. The 498 instances of 
psychotropic drug prescription included pheno- ° 
thiazines (205), chloral derivatives (68), anti- 
depressants (63), benzodiazepines (60), anti- 
convulsants (59), barbiturates (31) and lithium 
(12). Adequate controls could be found for 
patients involved in accidents in 277 instances 
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and it was found that 209 (75 per cent) of the 
accident patients had received a psychotropic 
drug on the day of the accident as opposed to 
169 (61 per cent) of the controls (ҳа = 12:7, 
p < соо). 

When the accidents related to aggression, 
self-injury and other similar causes were ex- 
cluded, 218 patients with controls remained. 
In these cases postural hypotension or neuro- 
logical side-effects were more likely to be 
causal factors. In this group of accident patients 
190 (87 per cent) had received a drug on the 


-day of the accident as opposed to 158 (72 per 


cent) of the controls (xs = 13:7, p < -oor). 
With regard to psychotropic drugs, 164 (75 per 
cent) of the accident patients had received such 
a drug compared to 128 (58 per cent) of the 
controls (x? = 12-7, p < -oor). 


Discussion 

The findings in a retrospective survey such 
as this must be interpreted with caution, 
particularly as the nature of an accident had 
not always been clearly defined and some of the 
accidents might have been more truly called 
incidents. 

Most of these accidents were falls, and this 
corresponds with reports from general hospital 
surveys (Manyam and MacKinnon, 1973). 
The proportion of patients suffering from 
fractures during the period of study is similar 
to that reported from a Canadian psychiatric 
hospital by Walker et al. (1972). The occurrence 
of accidents as a result of aggressive behaviour 
and from self-injury probably reflects the special 
kinds of disturbance found among psychiatric 
patients. 

The overwhelming majority of patients had 
received drugs in the 24 hours before the 
accident, in most cases (76 per cent) psycho- 
tropic drugs. Manyam and MacKinnon suggest- 
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ed that hypnotics and tranquillizers might 
have been a contributory factor in some of 
the accidents they reported, and clinical experi- 
ence also suggests that this may be so. 

The comparison with the control group 
must be viewed with great caution because of 
the exclusion of some patients owing to lack of 
adequate controls, and the defects of retro- 
spective matching. There may well have been 
certain special features about the patients 
involved in accidents which had both pre- 
disposed them to accidents and led doctors to 
prescribe psychotropic drugs. Nevertheless the 
fact that the patients who suffered accidents 
were significantly more likely to have received 
a psychotropic drug than the controls provides 
no evidence that the use of drugs prevents 
accidents, and raises the possibility that psycho- 
tropic drugs may, on the contrary, sometimes 
predispose to accidents. Psychotropic drugs 
have many known side-effects which may lead 
to falls, such as the production of hypotension 
and neurological disturbances, and these drugs 
should therefore be used with care particularly 
in the case of physically frail patients. 


ACKNOWLEDGEMENTS 
We wish to thank the medical and nursing staff of 
Royal Dundee Liff Hospital for helpful criticism and for 
permission to study accident forms and case records. 
We are grateful to Mrs. E. Japp for assistance in collecting 
the data. 


REFERENCES 

icc W. (1974) Hypotension from drugs. Diseases 
of the Nervous System, 35, 66-71. 

МАМҮАМ, N. V. B. & МАСКІХМОМ, Н. Н. (1973) Patient, 
bed and bathroom. Nova Scotia Medical Bulletin, 52, 
23-5. 

Ѕнлрев, К. I. & Dnsasaio, A. (1970) Psychotropic Drug 
Side-effects. Baltimore: Williams and Wilkins. 

Warrer, М. Е. C., Hanen, P. & Lawson, J. S. 297) 
Fractures іп a mental hospital. Canadian Medi 
Association Journal, 106, 1213. 


Brian R. Ballinger, M.A., B.M., M.R.G.P.(ED.), M.R.Q.Psych., Consultant Psychiatrist, 


Anna C. Ramsay, Charge Nurse, 


Drug Monitoring Unit, Royal Dundee Lif Hospital, Lif by Dundee, DD2 5NF, Scotland 


(Received 19 Fuly 1974) 


Brit. 7. Psychiat. (1975), 126, 464-8 


Lithium in Non-Manic-Depressives: Antiaggressive Effect 
and Red Blood Cell Lithium Values 


By ERNEST Р. WORRALL, J. Р. MOODY and GRAHAM J. NAYLOR 


Summary 

Lithium was given to eight aggressive, non-manic-depressive female defectives in .a double- 
blind placebo-controlled study. The group as a whole showed a reduction in aggression scores 
while on lithium (p < 0-01): three patients became less aggressive, one became worse and two 
were unchanged. Both affective and predatory aggression seemed to be reduced. Two patients 
had to be withdrawn from the trial at an early stage because of the development of neuro- 
toxicity. 

R.B.C./plasma lithium ratios showed a wide inter-patient variation in this group of non- 
manic-depressives. 

The study adds further weight to evidence that lithium has an antiaggressive effect at 
normal therapeutic dosage in non-manic-depressives. The implications of this for hypotheses 


about the mode of action of lithium and its putative specificity for manic-depressive psychosis 


are discussed. 


InTRODUCTION 

Lithium carbonate is now an established drug 
in British psychiatric practice, and it is accepted 
that the primary indication for the use of the 
drug is in manic-depressive psychosis. However, 
some investigators have suggested that this drug 
may have useful effects in other conditions. In 
particular, it has been claimed that lithium has 
an antiaggressive effect (Sheard, 1970, 1971 and 
1973; Weischer, 1969; Tupin e£ al, 1973; 
Dostal, 1971; and Morrison et al., 1973). 

The present study was an attempt to assess 
the antiaggressive effect of lithium in aggressive 
severely subnormal female patients. The drug 
was given on a double-blind basis, and as part 
of the routine lithium estimations we measured 
red blood cell lithium levels. 


SUBJECTS 
The subjects were 8 severely subnormal female 
patients in one ward of a mental deficiency 
hospital. Two suffered from phenylketonuria, 
one was a mongol, one was thought to be 
defective following encephalitis at age 2 years 
and in the remaining four the cause of the 


mental deficiency was unknown. In age they 
ranged from 33 to 57 years. All had shown 
frequent aggressive behaviour for many years: 
seven patients regularly struck, bit, nipped or 
scratched other patients with or without obvious 
provocation, and one patient severely scratched 
her own face and damaged property when 
frustrated. None of the eight was considered to 
show clinical evidence of manic-depressive 
psychosis using the criteria of Reid (1972), 
though one patient had a family history of 
manic-depressive psychosis—a brother having 
been admitted on several occasions to a psychia- 
tric hospital with mania and depression (Patient 
No. 3, Table I). 


METHOD 

Nursing staff, who were blind to the medica- 
tion being given, rated aggressive behaviour as 
follows. Each nurse in contact with any of the 
patients during one or more of three blocks of 
time each day: 8 a.m.—12 noon; 12 noon-5 p.m. ; 
5 p.m.-9 p.m.—rated aggressive behaviour on 
a simple 7-point scale for the appropriate 
intervals. Prior to the start of the trial this rating 
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TABLE I 
o Immm 
Lithium levels during the last 
g weeks of each lithium 
Mental administration Effect of 
Patient Age deficiency mEq./l. lithium on Probability 
(years) diagnosis aggression x? test 
Mean plasma Mean R.B.C. scores р 
I 54 Idiopathic 0:87 0:43 Unchanged р<0'5 
mental deficiency N.S. 
2 42 Phenylketonuria 0-76 0°30 Improved р < 0-001 


Phenylketonuria 


ea ee SS Se SSS 


4 39 ? Post-encephalitic 0-87 
. brain е 

5 44 Idiopathic ` 0:74 
mental deficiency 

6 57 Epiloia 1°38 

51 Mongolism 1:16 

8 33 Idiopathic 0.77 
mental deficiency 


0°59 Improved р < 0:05 
Probably sig. 
“0°46 Unchanged. p<o-8 
N.S. 
0:82 Withdrawn from trial 
0°50 Withdrawn from trial 
0:69 Improved p < 0:001 
ELS. 


ЕЕЕ See SS SS SSS 


scale had been shown to have high inter-rater 
reliability. A final aggression score for each 
patient during each of the three daily blocks of 
time was calculated using the median score of 
the ratings for that time, i.e. each patient ended 
up with three median ratings of aggression per 
day for the length of the trial. 

Each patient was given lithium or placebo 
alternately for intervals of four weeks during the 
16-week investigation period. Seven of the 
patients were initially randomly assigned to 
commence lithium or placebo. Two of the 
patients had to be withdrawn from the trial 
because of severe toxic effects during the first 
period of lithium administration (patients 6 and 
7, Table I), and patient No. 8 (Table I) was 
added late to the trial and only received placebo 
for four weeks followed by lithium for, four 
weeks. Each patient received five trial tablets 
per day: during the lithium periods this consisted 
of trial Priadel (400 mg.) tablets to the dosage 
required and added placebo tablets to make up 
the five tablets. Dosage of lithium was adjustéd 


at the end of each week to produce plasma 
lithium levels in the range 0:6—1-4 m.Eq./L at 
16—24 hours after the last lithium dose. 
‘Psychotropic medication being prescribed for 
the patients before the start of the trial was 
continued unchanged throughout the trial. 
Venous blood samples were taken from each 
patient twice weekly during the first eight weeks | 
of the trial and weekly thereafter. Plasma. 
lithium estimations were made on each of these 
samples, whether the patients were being pre- 
scribed lithium or placebo, and the R.B.C. 
lithium estimations were made once weekly from 
these blood samples. On only one occasion did 
the plasma lithium level not concur with the 
prescribed medication: a patient who was 
supposedly 'receiving placebo had a plasma 
lithium level of 0-11 m.Eq./l. This level would 
be consistent with a single drug administration 
error the previous day. í 
Red cell lithium was estimated as follows: 10 MI. 
heparinized blood specimens were centrifuged 
at 1,500 g. for one hour. 2 MI. of plasma was 


466 


withdrawn for lithium analysis and the remain- 
ing plasma and top 5 mm. of red cells were 
aspirated. The cells were vortexed and duplicate 
0:5 ml. aliquots were thoroughly mixed with 
9:5 ml. deionized water. (Blood pipettes were 
washed out thoroughly with diluent until all 
traces of red cells adhering to the sides had 
disappeared.) The lithium content of these 
solutions were determined by atomic absorption 
spectrophotometry against suitable standards. 

Plasma lithium was determined by the 
method of Pybus and Bowers (1970). 


RESULTS 

The first weeks of lithium and placebo 
administration were regarded as build up and 
washout phases respectively and ignored in the 
initial comparison. Considering the group as a 
whole, the periods on lithium and placebo were 
compared by means of a 4 x 2 Chi square table. 
This table considered aggression scores 1—1:9; 
2-2°9; 3-3-9; and 4—7, representing no aggres- 
sion, moderate degrees of aggression and marked 
degrees of aggressive behaviour. There was 
significanily less aggression shown during periods 
on lithium (p « o-or) (Table II). However, this 
group result masked wide individual variations. 
Comparing lithium and placebo periods for 
each patient by means of the same 4 x2 Chi 
square table showed that three patients became 
less aggressive on lithium; two of the results 
were highly significant (p < 0-001) and one was 
probably significant (p « 0:05). One patient 
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Fig. 1.—Patient No. 2. Mean weekly aggression scores. 
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Taste II 
Grouped aggression scores for all 6 patients completing 
the trial 





Aggression scores 











1-19 2-29 383-399  4-7:0 
р. .. 328 128 99 135 
Li .. 378 130 go -92 





xX — 12:2; P < о.о: 


became significantly more aggressive on lithium. 
(р < 0:001) and two were unchanged (Table I). 


"The patient who became worse showed ‘ап 


increase in moderate degrees of aggressive 
behaviour (median scores 3-3:9) but not in 
more marked degrees of aggression. Para- 
doxically, she was the only one with a family 
history of manic-depressive disorder. 

Fig. 1 illustrates the response pattern of 
patient No. 2 and shows the mean weekly 
aggression scores over the 16 weeks of the trial. 

Graphing the mean daily aggression scores 
of the two clear-cut responders against time 
showed that a demonstrable response occurred 
by the second week of lithium administration. 

The usual pattern of aggressive behaviour 
in the three who responded to lithium was as. 
follows. Patient No. 2 (Table I) struck and 
pushed other patients in retaliation and struck. 
other patients and nursing staff when closely 


confined with others in a cramped space, e.g. ‘the ^ 
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face room’. Patient No. 4 was the patient with 
temper tantrums described earlier; her aggres- 
sion was always directed at herself or property. 
Patient No. 8 attacked other patients without 
obvious provocation. The nursing staff regarded 
her as being sadistic. Thus two appeared to 


show affective aggression and one, No. 8, 


predatory aggression. 
R.B.C. lithium : plasma lithium ratios showed 


a wide patient to patient variation from the 
lowest at 36 per cent to the highest at go per cent 
and appeared unrelated to the clinical response. 
Patients No. 6 and 7 had to be withdrawn 
from the trial because of serious signs of neuro- 
toxicity during the third week of the first period 
of lithium administration. The maximum 
plasma levels occurring in these two patients 
were 1:49 m.Eq./l. and 1:23 m.Eq./l. respec- 
tively. Patient No. 6 had evidence of cerebro- 
vascular disease before the start of the trial and 
died of a clinically diagnosed cerebrovascular 
accident 19 days after being withdrawn from the 
trial (post-mortem permission was refused). 
Patient No. 7 had been considered to be showing 
signs of a progressive dementia. The clinical 
signs of neurotoxicity common to both included 
truncal ataxia, marked anorexia without vomit- 
ing, and a severe degree of aspontaneity without 
drowsiness and with insomnia* at night. 


Discussion 


Sheard (1970; 1973) showed that lithium in 
rats inhibited foot-shock-induced aggression and 
virtually abolished territorial aggressive beha- 
viour. Weischer (1969) reduced aggression in 
Siamese fighting fish with lithium. Tupin et al. 
(1973) reported an open trial of lithium in 
aggressive prisoners with a variety of diagnoses 
but excluding manic-depressive disorder: Four- 
teen out of his 27 subjects were noted to bc 
substantially less aggressive on lithium. Dostal 
(1971), in an open trial of lithium in 14 aggres- 
sive mentally defective adolescent boys, re- 
*ported that the group as a whole showed 
reduced aggression while on the drug. Morrison 
et al. (1973), in what appears to have been a 
single blind study, gave placebo for three weeks 


* Eight out of Sheard’s 12 non-mmanic-depressive 
patients reported sleeplessness while on dimmi (Sheard, 
1971). 
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followed by lithium for three weeks to seven 
*hyperaggressive' patients—three schizophrenics 
and four personality disordered patients. Two 
out of these seven showed a more than 25 per 
cent decrease in aggression-hostility ratings on 
five selected items from a 21-item nurse rating 
schedule. Sheard (1971) in the most rigorous 
study reported to date, gave lithium alternating 
with placebo for four-week periods to 12 
aggressive, non psychotic inmates of a maximum 
security prison. This study was designed to be 
single blind. He found a significant reduction in 
self-rated hostility for the group as a whole. . 
More importantly, it was found that the prison 
staff, who were blind to the medication being 
given, administered fewer ‘tickets’ for physical 
or verbal aggression to the group during 
lithium periods. 

The study reported here adds further con- 
firmatory evidence to the claim that lithium has 
antiaggressive properties at normal therapeutic 
dosage in non-manic-depressives. 

The clinical response in the two patients 
showing a highly significant response (a total of 
three treatment periods) was clearly detectable 
by the second week of lithium administration. 
This period resembles that found in treating 
manics with lithium (Schou, 1968; Johnson et al., 
1968; and Prien et al., 1972). 

Because of the high response rate in the acute 
treatment of mania and in the longer term 
treatment of recurrent mania and psychotic 
depression compared to the very variable 
response in other psychoses and behaviour 
disorders suggestions have been made that 
lithium is a disease-specific treatment (e.g. 
Schou, 1963; Johnson et al., 1968), and this view 
is now widely held. Hypotheses about the 
biochemical abnormalities in manic-depressive 
psychosis and the mode of action of lithium 
have been made based on this assumption (e.g. 
Mendels and Frazer, 1973; Glen and Reading, 
1973). However, the response of episodes of manic- 
depressive disorder to a large variety of potent 
agents—tricyclic antidepressants, phenothiazines, 
butyrophenones and ECT—considered alongside 
demonstrations of a change in behaviour at 
normal therapeutic lithium levels in non-manic- 
depressives suggests that it is not so much the 
lithium treatment that is specific but rather that 
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it is manic-depressive disorder that is unique. 
Whilst in clinical practice manic-depressive 
psychosis is the primary indication for the use 
of lithium, hypotheses about the mode of action 
of lithium in this condition should take into 
account its more widespread psychopharmaco- 
logical actions. 

The occurrence of serious signs of neuro- 
toxicity, at plasma lithium levels not inordi- 
nately high, in two of these patients—the two 
suspected of having progressive brain damage— 
re-emphasizes that caution is required in treat- 
ing brain-damaged patients with lithium. 
Similar signs of neurotoxicity have been de- 
scribed in other brain-damaged patients at 
plasma lithium levels within the customarily 
accepted therapeutic range (Shopsin and 
Gershon, 1973). 

It has been claimed that R.B.C. lithium : 
plasma lithium ratios may distinguish unipolar 
from bipolar depressions (Elizur et al, 1972) 
and may indicate which depressed patients will 
respond to lithium (Mendels and Frazer, 1973), 
and that high R.B.C. lithium values may be a 
better index of toxicity than plasma levels (Elizur 
stal., 1972). The widevariationin R.B.C. lithium: 
plasma lithium ratios in the present group of 
non-manic-depressive patients is noteworthy. 
In the two patients who had to be withdrawn 
from the trial there was no indication that the 
absolute R.B.C. lithium level was a better guide 
to impending neurotoxicity than the plasma 
lithium level (see Table I). 
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A Technique of Insight-Directed Psychotherapy for Health 
Service Use 


By F. P. HALDANE 


Summary 
A technique of psychotherapy seemingly compatible with psychoanalytical knowledge is 
described, and compared and contrasted .with psychoanalysis. Its mode of action, efficacy, 
advantages and difficulties, and its suitability for once-a-week individual or group psycho- 
therapy and therefore for Health Service use is discussed. 


INTRODUCTION 


The essence of much psychotherapy is the 
effort to help patients to resolve intrapsychic 
conflict by increasing their self-understanding. 
Most would agree that psychoanalysis has 
been the main model used in this work. It is 
therefore disappointing that there has been so 
little published discussion of the techniques most 
suitable for adapting this model to the very 
different conditions of Health Service practice. 

The Balints (1961 etc.) drew attention to the 
problem, and earned much gratitude by their 
pioneering of ways to teach psychodynamic 
understanding and to cultivate emotional 
empathy. Without these no such psychotherapy 
- can take place. Malan (1963), in his book on 
brief psychotherapy, reviews the literature and 
gives an extensive bibliography, as well as 
discussing the theory and practice of what he 
calls ‘focal’ therapy, on which his book is based. 
But the work described was done by a team of 
psychoanalysts, and I cannot imagine that 
Malan would recommend the technique to 
therapists lacking such training and experience. 

Health Service conditions are such that no 
psychotherapy to be generally available in the 
foreseeable future can be expected to go much 
beyond once-a-week sessions, usually for less 
than a year and seldom for more than two years, 
carried out mainly by therapists who have not 
undergone psychoanalytical training. This paper 
discusses a technique appropriate for use under 
such conditions. 
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PsyquoaANALYTIO METHOD 


- A preliminary glance at some basic features 
of psychoanalysis may help to give some 
perspective to the discussion. 

The central feature of psychoanalysis is the 
ever deeper and more detailed study of the 
transference relationship as it evolves between 
patient and analyst. The concept of ‘trans- 
ference’ is nowadays pretty familiar, but it may 
do no harm to sketch briefly its nature and 
implications. Most of our responses to our 
environment are learned responses. We recog- 
nize in the current situation elements that are 
similar to a previously experienced situation, 
and we tend to react in accordance with that 
previous experience. In principle, our view of 
any situation in which we are engaged, and our 
response to it, may contain elements tracking 
all the way back to earliest infancy. It follows 
that whenever we encounter a new person we 
have a transference reaction to him: various 
cues link him with some past encounter, and 
we may react with liking or disliking at first 
sight, neither having any adequate reality basis. 
Then, however, he begins to communicate or 
to behave in various ways, providing material 
which our reality sense can use to overlay the 
transference elements in our appreciation of 
him. To the extent that these are obliterated in 
favour of a realistic appraisal we may achieve 
an adequately adjusted relationship to him. 
Unfortunately, as well as transferences from 
previous object encounters we may also see in 
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him feared and rejected aspects of ourselves. 
These distortions are much more strongly 
dynamically maintained and correspondingly 
less susceptible to change by reality testing. 
They are commonly included in the technical 
concept of transference. 

As is seen, transference, in the ordinary way, 
is merely a part, and a diminishing part, of a 
normal interpersonal relationship. The classical 
psychoanalytical relationship, on the contrary, 
is one that deliberately fosters its fullest 
achievable evolution. Since the full transference, 
in so far as it is obtainable, comprises an active 
living record of all the individual’s past im- 
portantly formative object relationships, espe- 
cially those of infancy and early childhood, 
with all their pains, anxieties and struggles, its 
activation enables these old battles to be fought 
again in a more helpful setting, with better 
hopes of a favourable outcome, and more 
particularly makes it possible to bring the 
related anxiety-laden phantasies under the 
influence of reality testing and consequent 
dissipation. To bring this about, the analyst 
sets out to reveal as little of himself as may be 
to his patient. Classically he sits behind the 
head of a couch on which the patient reclines, 
and having invited the patient to let his thoughts 
take their own course, not to interfere with them, 
and to tell all, he limits himself to interventions 
designed to bring out and clarify these thoughts 
as fully as possible until enough has been said 
to justify an interpretation. The interpretation 
will be a verbal formulation of feelings, especially 
fears, of which the patient is not fully conscious, 
which are preventing him from becoming aware 
of wishes, urges, of which he is quite unconscious. 
In so far as it is accurate and effective, it will 
reduce these fears, thus allowing the patient to 
become more nearly aware of the hidden urges, 
which further interpretation, ultimately speci- 
fying the urges themselves, will finally allow to 
break through sufficiently to be actually ex- 
perienced by the patient. The non-appearance 
of the feared consequences of expressing such 
wishes will then lead to a reduction of anxiety 
and an increase of insight for the patient, who 
will thus be able to acknowledge and accept 
some previously warded off part of himself, 
which had been disturbing his peace of mind, 
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distorting his social relationships and interfering 
with his behaviour, These fears and wishes will 
be found, identified and experienced as relating 
to the analyst, as constituents of the transference. 
This piece of analytic work will now be com- 
pleted by relating them to the patient’s past 
experiences, especially to his infantile past, and 
finally by showing all the manifold ways in 
which the newly disclosed fears and urges have 
been influencing his current life. The analysis 
will then continue through further repetitions 
of similar cycles through yet unexplored regions 
of the patient’s psychic life. This process con- 
tinues, usually in daily one-hour sessions, five 
per week, for some years. Я 

The foregoing is obviously а somewhat 
idealized and programmatic account of the 
actual progress of a psychoanalysis. Nor does it 
touch on any of the many difficult technical 
problems, such as how the analyst is to choose 
among the many unconscious themes welling up 
in the patient and just discernible below the 
surface. For there is a right one, and it is 
important to go for the right one. It would be 
unfortunate if the analyst had a blind spot for 
some particular urge or fear or defence. It would 
be equally unfortunate if he were hypersensitive 
to some particular theme, and constantly 
hauled it up, out of turn and out of context, 
whenever a trace of it appeared somewhere 
among the patient’s associations. This is why an 
intellectual grasp of psychoanalytic theory is 
not enough for a practitioner. He can hardly 
expect to see in his patient what he cannot see 
in himself, or to lead his patients safely along 
the road to the solution of conflicts from which 
he shrinks in his own mind. This is the main 
reason why a prolonged, deep-going and success- 
ful analysis is an essential prerequisite to em- 
barking on psychoanalytical practice. Beyond 
that it should be clear that the work is intricate 
and difficult and calls for a high level of training 
and skill. 

My main purpose so far has been to focus 
attention on the cause, nature and role of 
transference in psychoanalysis. Under ‘cause’ 
I should also add that, apart from the negative 
feature of preventing dilution and partial dissi- 
pation of the transference components through 
reality-testing by the patient of the analyst’s 
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actual personality, there are also potent positive 
features reinforcing its infantile dependent 
characteristics. I have already described the 
patient lying prostrate and passively telling all, 
struggling to ‘come clean’ to the invisible 
authoritative figure behind him, who every 
now and then delivers some pronouncement on 
some secret aspect of his mind, till then hidden 
even from himself. No doubt I am slipping into 
caricature, and a good analysis is not quite like 
this, but I am trying to point up the way in 
which the transference relationship is in part 
an artifact, a product of the special technique 
of psychoanalysis. This does not make it any 
the less valid and valuable as a research tool, 
or as an instrument for helping those who can 
financially afford it to reshape their per- 
sonality in the most radical manner available, 
but there is reason to believe that it is not a 
necessary ingredient in all effective psycho- 
therapy, except to the extent that it is an 
ingredient in every doctor-patient relationship 
(and that, perhaps, is more than is generally 
realized). Not only so, but I suspect that psycho- 
therapy too closely based upon the psycho- 
analytic model may be unsuitable for short-term 
psychotherapy, or for one session a week psycho- 
therapy lasting a year or so, especially in that it 
may unnecessarily encourage dependence in 
patients so treated. I wish therefore to discuss a 
method of psychotherapy not absolutely in- 
compatible with general psychoanalytic theory 
but differently centred. 


CHANGE ОЕ APPROACH 


The approach under consideration has been 
mainly developed and pioneered over about the 
past thirty years by Carl Rogers, a distinguished 
American psychologist and his numerous 
followers, who among them have made various 
shifts of emphasis, and called their techniques 
by various names. What they have in common 
is that the focus of attention is on the patient 
rather than on the patient-therapist relationship, 
as in psychoanalysis. Moreover, implicitly or 
explicitly, the patient is left to take the lead in 
the process of exploration. The therapist follows 
along and stays with him, helping him to express 
in words his feelings about the situations with 
which he is striving to deal. In particular, the 
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therapist does.not give interpretations in the 
psychoanalytical sense. That is, he does not 
inform the patient about mental contents of 
which he is unaware, nor about unconscious 
resistances, still less about unconscious impulses. 
The therapist makes no attempt to hide himself 
from the patient, but presents himself quite 
simply as just another human being, engaged 
with the patient in а co-operative endeavour. 
Transference reactions occur, as in the nature 
of things they are bound to do, but they are 
neither sought out nor avoided. They are taken 
as they come, as feelings which the patient wants 
to express and to understand. The therapist's 
main endeavour is to be as deeply in touch as 
possible with the patient's feelings, including 
especially those feelings of which he is dimly 
aware but which he does not express fully in 
words, and to help him find words in which to 
put them. ] 

It will scarcely be immediately obvious how 
the procedure I have outlined can bring about 
any significant change in the personality of the 
patient, though my experience with it suggests 
that it can—and that despite the fact that I am 
still far from satisfied with my ability to carry 
it through as I should wish. The reason for this is 
that I have so far omitted all mention of the 
most essential component—the attitude of the 
therapist. 

I think it has always been my feeling, in- 
creasing over the years, that the only proper 
attitude for a psychiatrist, and certainly for a 
psychotherapist, to have towards his patient is 
one of respect for him as a person in his own 
right. I have also tried to avoid making value 
judgements about him. In my first draft of this 
paragraph I wrote of the attitude to ‘adopt’, and 
then changed that to ‘have’. This, unfortunately, 
is the rub. One may set up for oneself all sorts 
of ideals and high standards, or accept them 
from people one admires and respects; one may 
try to live by them and one may feel that they 
are really an integral part of one’s personality. 
I feel that I have a very high regard for truth, 
and I like to think that I am an honest person. 


"But how much of these beliefs is based on 


mechanisms of denial and reaction formation?’ 
Many years ago I was speaking by telephone 
to a patient who had rung me up at home. 
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When I had put the "phone down and turned 
round, I found my wife convulsed with laughter 
at her husband's manner. It was clearly not the 
real me. I hope that my experiences since then 
have at least reduced the need to show a false 
front to my patients. But I was then quite un- 
aware of it. It certainly seems suspicious that I 
should now write ‘adopt’ instead of ‘have’. 

The point that I am trying to make is that it 
is the real attitude of the therapist towards his 
patient, and towards what he reveals in the 
proceedings I have described, that is the main 
factor in bringing about change. 

I have given a brief account of the technique 
of psychotherapy which Rogers describes, but 
what most seems to me to come through in his 
writings (1951, 1961) is his very genuine 
sympathy with all types of his fellow men, and 
in particular his complete readiness to accept 
each one as an autonomous self-directed indi- 
vidual personality, fully valuable in himself, 
and not to be in any way tampered with, 
manipulated, guided or controlled. It is this 
attitude of constant sympathetic understanding 
and non-criticizing acceptance of whatever the 
patient discovers in himself that, in conjunction 
with the continuous forward probing and 
. verbalization of drives and feelings, can bring 
about not only relief of symptoms but consider- 
able restructuring of the personality. 

The driving force behind this therapeutic 
process seems to be as follows. Provided that an 
atmosphere is created that the patient feels 
to be friendly, safe and unrestricting, he will 
feel less anxiety than usual as his attention 
turns towards these themes that give rise in him 
to difficulty and conflict. This it will in the 
nature of things tend to do sooner or later, for 
these are after all what have driven him to 
seck help. If the therapist then shows himself 
constantly ready and able to go along with him, 
and only concerned to understand and to help 
him enlarge upon his feelings, he will continue 
to gain in confidence to recognize and to dis- 
close personal and emotional truths which he 
has previously been more prone to evade by a 
change of topic, withdrawal of attention, 
reversal of attitude or some other defence. 
The sympathetic and supportive presence of 
the therapist, and particularly his ability to 
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take quite calmly what the patient is still having 
difficulty in expressing, as is demonstrated by 
the therapist’s ability to do so more fully than 
he, finally enables the patient to unburden and 
accept himself with, for him, unusual freedom 
from anxiety and relief of tension. When he has 
experienced this sufficiently often, he will have 
extinguished his usual anxiety reaction to this 
particular focus of difficulty. A neurosis will 
consist of many interlinked foci of varying 
depth. Treatment will nibble now at one now 
at another, and in the process the personality 
will subtly change. If this generates new 
stresses as old established defences are weakened 
by new attitudes, these will be dealt with, as 
they arise in the same manner as the original 
ones. In this way the patient ends by being able 
to face many disturbing aspects of his life and 
personality with anxiety reduced to tolerable 
levels, and so free to tackle them with the use 
of his intelligence and understanding, no longer 
stultified by anxiety and defensive reactions. 
His personality will be strengthened. The 
process is dealt with more fully by Martin 


(1972). 


APPRAISAL 


It is to be expected that some psychothera- 
pists will look askance at a technique that 
jettisons such basic psychoanalytical practices 
as interpretation of resistance and unconscious 
content, and analysis of the transference, but 
psychoanalysis is mainly important as a method 
of mental research, whereas this technique is 
essentially a therapy, and must stand or fall as 
such. Over the years my own technique in 
psychotherapy has evolved in the direction of 
encouraging my patients to by-pass their 
neurotic symptoms, to turn their attention 
instead to their difficulties in interpersonal 
relationships in daily living, and to explore 
these with me under their own initiative. For 
some time, too, I had been developing the 
feeling, from various sources not directly, 
connected with psychiatry or psychotherapy, 
that beneath their sometimes unprepossessing 
surface behaviour people have an essentially 
decent, socially positive, well motivated innate 
tendency that only requires to be set free from 
the distortions produced by faulty socially 
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acquired attempts at adjustment. Therefore, 
although it is only within the past couple of 
years that I have become acquainted with the 
work of Carl Rogers and have tried to apply it 
in my clinic, I had been approaching it for a 
longer time and so feel justified in feeling that 
my own experience confirms for me the value of 
his approach. Others may be more impressed by 
the experimental evidence. 

Perhaps because the method has been evolved 
by professional psychologists, more skilled than 
most psychiatrists in experimental psychology, 
and accustomed to submitting their hypotheses 
to rigorous testing, much has been done to find 
out whether, how much, how, in which direc- 
tions and in what conditions these procedures 
induce changes in patients. A review of this 
work can be found in Truax and Carkhuff 
(1967) as well as in the other references cited. 
It seems to give considerable support to the 
view that, properly carried out, the technique 
is efficacious. Indeed, since it is an element in 
the technique of psychoanalysis . proper, it 
presumably contributes considerably to the 
therapeutic successes in that also. By no means 
unimportant is the claim that research also 
demonstrates that faulty psychotherapy fre- 
quently harms patients, delaying or impairing 
their recovery. 

The technical principles are simple and 
easily understood. Nothing remotely approach- 
ing the detailed, complicated and sophisticated 
training essential for psychoanalytical work is 
needed. A therapist who has not acquired suffi- 
cient skill will not do much good, but he is 
unlikely to do so much harm as by unskilled 
attempts at  'psychoanalytically oriented’ 
therapy. It is over sixty years since Freud 
wrote his warning against ‘wild analysis’, but 
the lesson is still not learned. Doctors, and even 
psychiatrists, still weigh in with crass ‘interpre- 
tations’ about unconscious complexes, which can 
cause painful disturbances, especially when they 
* are near the mark. With this method each 
therapist may more safely go just so far as he 
can, and may reasonably hope to go further 
with increasing experience. At the same time, 
it must not be supposed that because the tech- 
nique is simple it is also easy. On the contrary, 
for most people it is very difficult to project 
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oneself into the personality of another, often 
difficult enough to grasp the feelings he ex- 
plicitly describes, still more so to expand out 
into what he only sketchily implies or glosses 
over, yet this is what is needed for successful 
therapy. No doubt there are empathically gifted 
individuals to whom it comes relatively easily. 
For the rest of us, some degree of personal 
analysis would be a reasonable aim. Where that 
is not available, one must just hope to learn from 
one’s patients by constant trying. 

It is difficult to hold firmly to the technique 
over long periods, and to resist the temptation 
to query or disagree with things the patient says, 
or to offer advice, explanations, opinions, or 
attempts at reassurance. Such behaviour on the 
part of the therapist may promote dependence 
and obstruct progress in other ways, and is 
mainly due to defects in his basic attitude. O 
course, one must feel free to converse naturally 
with one’s patient, if the occasion calls for this, 
and to leave one’s inner personality in charge 
during sessions. All these difficulties again are 
no doubt best met by a period of personal 
analysis, or perhaps by submitting oneself to this 
method of psychotherapy with a sufficiently 
skilled and experienced colleague, and, as in 
the case ofempathy, experience teaches, provided 
one constantly monitors one’s behaviour and 
tries to find out what in oneself causes deviations 
from the intended course. 

Because enhancement of the transference is 
avoided, there is less risk of complications in 
this area, and because the initiative is clearly 
left with the patient over-dependence is less 
likely to be fostered. This makes the method 
particularly suitable for brief psychotherapy, 
and patients can often get sufficient help from 
ten or a dozen sessions. At the same time, given 
sufficient skill, it can be carried as far as required 
in more complex cases. 

The principles discussed are readily applicable 
to group psychotherapy. Individual psycho- 
therapists will work out their own ways. In 
such a setting, I usually insist that the group 
itself is the therapist, and that each member is 
expected to try to contribute understanding of 
the individual member’s difficulties under dis- 
cussion. I aim to avoid the role of the wise 
doctor who knows best, and concentrate on 
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encouraging the group to tackle the problems Maran, D. H. (1963) A Study of Brief Psychotherapy. 
presented by using their own native wit and London. 


understanding. Mart, D. i (1973) Learning-Based Client-Centered Therapy. 
Rogers, С. К. (1951) Client-Centered Therapy. Boston. 
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Evaluation of Group Therapy: 
Correlations Between Clients’ and Observers’ Assessments 


By К. CABRAL and A. PATON 


Summary 
An attempt to compare observers’ evaluations of aspects of group psychotherapy with the 
patients’ assessments of the same selected variables (i.e. ‘acceptance’, ‘abreaction’ and ‘improve- 


ment’) is described. 


Correlation coefficients between the observers’ and clients’ rankings of these factors were 
- obtained, and the implications of the findings are discussed in relation to each group. 


INTRODUCTION 


The evaluation of group psychotherapy based 
on clients’ and observers’ assessments of its 
process and effectiveness probably has a 
heuristic value (Anthony, 1971). However, 
this has only rarely been attempted by authors 
(Yalom et al., 1967) who appraised the con- 
gruence of patient and psychotherapist judge- 
ments of the outcome of group therapy. 

The main purpose of the present research was 
to correlate our observations or rankings of two 
factors, theoretically related to improvement of 
symptoms, with the clients’ ratings of the same 


variables. 


MATERIAL AND METHODS 


Two heterogeneous groups consisting of 9 
and 10 adult clients (mean age: 24 years) of 
both sexes were included in this study. The 
patients had a divergent educational back- 
ground and varied behavioural neurotic dis- 
turbances. They met weekly for, about two 
hours; the simultaneous investigation of the 
. two groups lasted five weeks. Group I was 
studied from its inception and Group II had 
been meeting for one year before the beginning 
of this research. The psychotherapist (R.C.) was 
the only member to participate in both groups. 
Each of these had one observer (A.P. and 
another one) who rated the variables imme- 


diately after each of the sessions. Weckly 
questionnaires were completed by each client 
and were designed to provide corroborative 
evidence to the observers’ independent assess- 
ments of the same selected variables: group 
tolerance (‘acceptance’), discharge of pent-up 
emotions (‘abreaction’), and changes in symp- 
toms (‘improvement’). Calculations and inter- 
pretation of the coefficients were carried out 
subsequently by one of us (R.C.). The correla- 
tions between the patients’ (internal judge) and 
observers’ (external judge) rankings of the 
several variables were tested using the Spear- 
man formulae. Where appropriate, a correction 
factor was introduced in the computation of 
these coefficients. 


RESULTS 


Clients and observers of both groups ranked 
all but one of the variables studied (Table. I) 
with some measure of agreement, shown by the 
positive correlation coefficients (Table II), 
which, for most of these factors investigated in 
Group II, reached a statistically significant 
level. For ‘abreaction’, the patients and the 
observer of Group I presented a negative 
correlation. In all patients’ and observers’ 
judgements, ‘improvement’ was always asso- 
ciated with at least one of the other 2 variables 
(Table III). These positive correlation coeffi- 
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cients were significant, for a two-tailed test, 


in the case of ‘abreaction’ as rated by patients 
of Group Т, and for ‘acceptance’ as assessed 


by the observer of Group II. 


TABLE I 
Median rank values assigned to three variables in five 
sessions and five questionnaires by observers (Ob) and 
independent groups 





patients (P) of two 
Variables 

‘Acceptance’ ' ‘Abreaction’ ‘Improvement’ 

Ob Р Ob P Ob Р 
Group I 
A 2 I I 2 I I 
M 9 8 4 8 8 7 
E 3 ‘2 2 7 9 6 
С 5 4 5 3 2 2 
N 4 .39 9 1 7 3 
Mi т 4 6 4 4 4 
L 6 6 7 5 3 3 
D 7 5 8 5 5 2 
R 8 7 3 6 6 5 
Group П | 
T 9 9 7 9 7 4 
5 4 `8 4 5 4 
D I I 3 I I ї 
м 6 6 9 7 8 9 
A 7 3 I 5 6 7 
An 3 4 5 3 2 2 
K 2 2 2 2 5 3 
J 8 7 8 6 9° 8 
О 5 5 6 8 3 5 
Do со 9 10 4 10 10 

Tase II 


Spearman correlation coefficients between patients’ and 
observers’ assessments of three variables 





Variables Coefficients 

Group I 

‘Acceptance’ +о.841* 

*Abreaction' —0:113 

‘Improvement’ .. +0302 
Group II 

‘Acceptance’ +0: 790* 

‘Abreaction’ 7 +0°530 

‘Improvement’ .. +о:854%* 


* Significant (for a two-tailed test) at the 0-02 


level. 
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EVALUATION OF GROUP THERAPY 


^ ТАВІЕ ПІ 
Spearman correlation coefficients between ‘improvement’ 
and one of two other variables ranked by observers (Ob) 





and patients (P) of two independent groups 

Variables Ob Р 
Group I 

‘Acceptance’ +0°334 +0°641 

‘Abreaction’ +0:034. +o:811* 
Group П 

‘Acceptance .. +0:855* +0-631 

'Abreaction! |... +о:649 +о:461 


* Significant (for a two-tailed test) at the level of 
0:02. 


Discussion 


The evaluation of group psychotherapy is a 
complex undertaking (Meltzoff and Kornreich, 
1970), and in this study we used rather com- 
pressed definitions of ‘acceptance’ (Rogers, 
1946) and ‘abreaction’ (Freud and Breuer, 
1893) ; factors which have been widely reported 
as psychotherapeutically effective. Our results 
are to a large extent in keeping with these 
reports. Thus, ‘improvement’, in both groups, 
presents a positive correlation with any of the 
other two variables. However, what is some- 
what surprising is the relative importance to 
‘improvement’ attributed to the discharge of 
repressed emotions, by the patients of Group I. 
This is at variance with their observer’s ratings 
and raise the possibility that ‘improvement’ of 
the main complaints was viewed differently by 
observer and clients of this group: the former 
emphasizing changes in insight, the latter, 
symptoms relief. 

The fact that Group II was known to its 
observer before this investigation may account 
for the generally higher concordance between 
the observer and these patients’ rankings than 
that obtained for Group I. 

Direct comparisons between the two groups 
are probably not warranted, and a follow-up 
may be of value to indicate if the roles played 
by these variables are a function of the length of 
time a group has been meeting, as the present 
findings seem to suggest. 
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Artefacts which may have marred the inter- 
pretation of this investigation, such as those 
interfering with the ‘natural’ course of the 
therapeutic process by the use of questionnaires 
and other recordings, should be the main concern 
of a future study. 
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The Lesion in Stereotactic Subcaudate Tractotomy 


By RAYMOND NEWCOMBE 


Summary 
The anatomical distribution of 25 stereotactic tractotomy lesions is described. The posterior 
half of these lesions lie in a subcaudate position and the anterior half, for the most part, lies 
beneath the central segment of frontal white matter. 


A stereotactic procedure of value in some 
cases of chronic psychiatric illness has been 
described by Knight (1964). Long term reviews 
of patienis treated by this technique have been 
reported by Stróm-Olson and Carlisle (1971) and 
by Góktepe, Young and Bridges (1975). Some 
anatomical observations were made by Knight 
(1969) who stressed that for therapeutic success 
it seemed necessary to place the lesions in the 
cerebral white matter posteriorly in the frontal 
lobe beneath the head of the caudate nucleusand 
above the orbital cortex. This raised questions 
as to whether the lesions influence the agranular 
part of the orbital cortex (Brodmann areas 13 
and 47, Meyer and Beck, 1954), and whether 


the substantia innominata is involved. The latter , 


is a thin band of white matter with some small 
islands of subcortical grey matter lying between 
the anterior perforated substance and the 
striatum (Nauta and Haymaker, 1969). The 
original target site was derived empirically from 
the position of tantalum clips at the posterior 
extremity of a successful orbital undercutincision 
in relation to nearby landmarks of the skull 
base. 

In stereotactic work, small differences in site 
of the resulting cerebral lesions are introduced 
by anatomical variations between one brain 
and another. The method of lesion production 
used determines the reproducibility of the size 
and shape. Ап anatomical variability of the 
frontal lobe based on 24 normal brains (New- 
combe, 1973) has helped to define more pre- 
cisely the anatomical position of these lesions, 
but firstly the size and shape will be defined. 
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Size, SHAPE AND DEVELOPMENT 

The method of lesion production used is the 
implantation of six yttrium go seeds on each side 
to form flat lesions just above the posterior 
orbital cortex. Yttrium has previously been 
used for pituitary ablation (Stretton Young, 
1957). Talairach and Szikla (1965) reported its 
use in 600 stereotactic interventions in the basal 
ganglia and in white matter of the frontal and 
temporal lobes. In Knight's operation, yttrium 
rods 7 mm. long and т шш. in diameter are 
used. The pellets consist of yttrium oxide in a 
ceramic form activated in a thermal neutron 
flux. Yttrium go produces a strong beta radia- 
tion (E.Max.2.3 Mev.). The maximum dose of 
a I mm. diameter yttrium rod is 2 m. Ci per 
mm., but because of time factors at the time of 
implantation an average 7 mm. seed would 
give in all about 10 m. Ci. Although tj is 62 
hours, for well established mathematical reasons 
half ‘the dose is delivered in approximately four 
days (9o hours). Yttrium go decays to zirconium 
90 which is stable, and a 10 m. Ci seed decays 
to r m. Ci in five weeks. According to the dose, 
it might be expected that lesion production 
would therefore continue maximally in the first 
few days, to some extent over the next week, a 
little in the second week, and virtually not at 
all after about three weeks. , 

The rods also contain a small amount of 
terbium 160, but the total dose is never more 
than -oo1 m. Ci, and since an atom of yttrium 
on decaying gives up nearly four times as much 
beta ray energy as an atom of terbium 160, the 
effect of this contaminant must be very small. 
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The half life of terbium is 72 days. Since the 
rods remain fixed in the lesion the possibility 
of extension of the lesion from this source is 
extremely small. 

The isotope contours around a rod have an 
elliptical form (Jones et al., 1963). Radiation 
doses at various depths in tissue equivalent 
material (mix D wax) were determined by 
Elmanharawy (1965). The half thickness for 
beta radiation absorption in tissue is approxi- 
mately 1 mm., with no beta radiation dose 
extending beyond 11 mm. from a source at the 
widest point of each elliptical lesion, i.e. broad- 
side from the centre of the rods. 

“Histologically, the lesions in the cerebral 
white matter consist of a necrotic zone I-3 mm. 
deep with a surrounding area of dense demyeli- 
nation with chronic glial reactions (Corsellis 
and Jack, 1973). The lesions from a single rod 
are on average of 5 mm. diameter, varying 
between 4 and 7 mm. when cut transversely. 

In the configuration used in Knight’s opera- 
tion, the elliptical areas of necrosis around each 
rod are confluent. To form a lesion, 6 rods of 
about 37,500 rad are used. The rods are 
implanted in three lines, each consisting of 
2 rods. In each line the interval between rods 
is 3 mm., and at the centre of the lesion the lines 
are approximately 5 mm. apart. Since the rods 
are implanted along 3 cannula tracks centred 
on the point of rotation of the stereotaxic 
instrument inserted in the frontal burr hole, 
the lines are about 4 mm. apart anteriorly and 
6 mm. apart at the posterior extremity of the 
lesion. The average resulting lesion measures 
approximately 20 mm. long, between 10 and 
20 mm. wide and 5 mm. thick. 


ANATOMICAL SITE 

Anatomically the lesion placement has been 
defined (Knight, 1964) by the tuberculum 
sellae and the reference plane through this 
and through the point of maximum elevation 
* of the posterior part of the orbital roof on each 
side as projected perpendicular to the midline 
plane. The yttrium rods are good radiological 
markers of the major axis of the lesions and their 
position in the post-operative X-rays can be 
employed for further analysis of the anatomical 
position of these lesions. 
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METHOD 

A sample of 25 patients treated by stereotactic 
subcaudate tractotomy was taken from a 
personal operative series for further analysis of 
lesion placement. 

In the post-operative lateral X-ray films, the 
major axis of the lesions was determined from 
the rectilinear co-ordinates of the anterior and 
posterior limits of the plane of the yttrium 
implants in relation to the reference landmarks 
of the anatomical variability study (Newcombe, 
1973), namely the planum sphenoidale and its 
posterior extremity, the limbus sphenoidalis, at 
the midline. 

Immediately prior to surgery a lumbar air 
encephalogram had been performed in these 
patients. The lesion placement in relation to the 
striatum was also confirmed by means of posi- 
tions of standard intraventricular reference 
points—the anterior commissure in the midline, 
and the line joining this to the posterior com- 
missure, with the aid of the stereotaxic atlas of 
Van Buren and Maccubbin, 1062. 


RESULTS 

The lesions lie in the posterior half of the 
ventro-medial segment of the frontal lobe, 
mainly in cerebral white matter, though 
cortical grey matter will sometimes be involved 
in the depths of penetrating sulci. 

_ At 5 mm. from the midline, the anterior half 
of these lesions lies beneath the genu of the 
corpus callosum and the posterior half beneath 
the tip of the anterior horn of the lateral 
ventricle. 

At то and 15 mm. from the midline, the 
anterior half of these lesions: is beneath the 
central segment of frontal white matter, while 
the posterior half lies beneath the head of the 
caudate nucleus. 

At 20 mm. from the midline, the most lateral 
part of these lesions is situated for the most part 
beneath the central segment of frontal white 
matter and the emerging fibres of the internal 
capsule, but posteriorly they may extend for a 
few millimetres between the orbital cortex and 
the putamen. 

None of the lesions extend back to within less 
than 1 cm. of the posterior limit of the orbital 
cortex, and therefore it is unlikely that the 
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agranular cortex of area 13 is directly isolated 
from its connections. The transitional orbital 
cortex may be involved a little more anteriorly. 
None of the lesions extend back sufficiently far 
to directly involve the substantia innominata. 

At то and 15 millimetres from the midline, 
some of the lesions are likely to extend suffi- 
ciently far postero-superiorly in relation to the 
orbital cortex to involve the ventral part of the 
head of the caudate nucleus. In Fig. 1, an 
average outline of the head of the caudate 
nucleus at 10 mm. from the midline is shown, 
bounded by lines representing the rostral 
boundaries of the probable position of 10 per 
cent and 95 per cent of the normal range of the 
ventral part of the head of the caudate nucleus 
(Newcombe, 1973). The mean position of the 
stereotactic tractotomy lesion in 25 patients, 
and the total distribution of lesions, overlaps 
the range of caudate nucleus outlines, suggesting 
that in rather less than half the cases there is a 
small associated lesion of the ventral part of the 
head of the caudate nucleus. 


21mm 


13 





Fic. 1.—Relation of stereotactic tractotomy lesion to 
striatum. The rostral boundaries of the probable normal 
position of 10 per cent and 95 per cent of range of the 
ventral part of the head of the caudate nucleus at то mm. 
from the midline (Lio) is shown as two parallel lines 
inclined at 45? to the planum sphenoidale (PS). 
The probable median outline of the caudate nucleus (Cd) 
from 24 observations is also drawn. Inner circle of dos— 
mean position of stereotactic tractotomy lesion in 25 
patients. Outer circle of dots—area in which stercotactic 
lesion might fall calculated from 2xS.D. of limits to 
major axis and average lesion thickness 5 mm. 
LS—limbus sphenoidalis in midline. 
А5, Ато, P5, P10—mm. anterior or posterior to LS. 
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Discussion 

These lesions are for the most part in cerebral 
white matter. Occasional involvement of cortex 
in the depth of penetrating sulci must also be 
expected. It is possible that cortical involvement 
is more likely to be associated with post- 
operative epilepsy, but the degree of involve- 
ment from this operation is very much less than 
from the erbital undercut operation, and this 
may be an explanation for the reported low 
incidence of post-operative epilepsy (Strém- 
Olson and Carlisle, 1971). 

Since the lesions are produced by a technique 
of lesion production subject to little variation, 
and are placed in relation to internal land- 
marks close to the target area, a considerable 
degree of accuracy is attained. In a study of 
several brains of patients who have died of 
intercurrent illness subsequent to operation, 
Corsellis and Jack (1973) showed that the 
lesions tend to be more uniform than are open 
orbital undercut incisions. Nevertheless, the 
present study shows there is a degree of varia- 
tion due to anatomical factors. These are the 
result of small variation in the position of the 
target area in relation to nearby landmarks 
used for radiological placement, and variation in 
the line ofapproach chosen to the target area. The 
latter is influenced by size of the frontal air sinuses. 
The line of approach is kept as low as possible to 
minimize the risk of encroachment on the 
anterior horn or the caudate nucleus. 

Another minor factor is introduced by slight 
deviation in the final position of the yttrium 
implants. It is thought that the chief mechanical 
factors deflecting the path of the implant on 
occasion are the presence of small blood vessels 
crossing the white matter and the resistance of 
cortex in the depth of penetrating sulci. 
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Book Reviews 


CONTEMPORARY PSYCHIATRY 

Contemporary Psychiatry: Selected Reviews from 
the British Journal of Hospital Medicine. Edited by 
TREVOR SILVERSTONE and BRIAN BARRACLOUGH. 
British Journal of Psychiatry Special Publication 
No. 9. Pp. xv + 466. Price £5.00 (£4.00 for 
College members and Journal subscribers. 
£2.50 for Inceptors.) 

Since its inception in 1967 the British Journal of 
Hospital Medicine has established a solid reputation 
with its specially commissioned review articles draw- 
ing on the expertise of those who have done research 
in the par-icular topic. Psychiatry has been well 
represented, presumably because of the presence over 
several years of Dr. Trevor Silverstone on the editorial 
board. There must be many like myself who have 
ripped out and collected these articles for their 
informative value, their lists of references and their 
utility as а starting point for lectures and seminars, 
but whose collection never seemed quite complete 
because of borrowings, mislayings and the occasional 
failure of the journal to arrive in the post. 

The Clinical Tutors Sub-Committee conceived the 
idea of assembling a selection of the papers on 
psychiatric topics in a more permanent form, leaving 
the task of compiling and editing to Dr. Silverstone 
and Dr. Brian Barraclough. They have now 
collected fifty-four of the articles which appeared in 
the years 1967—72 and, more than this, have arranged 
for nearly half of the authors to bring their contri- 
butions up to date. The result is a fat volume in the 
now familiar Special Publication format, and for 
College members, and even more so for Inceptors, 
it is remarkable value for money. Inevitably one or 
two papers have been left out (I particularly missed 
Ray Goulding's article ‘Self Poisoning’) but it would 
be difficult to accommodate more, as all the papers 
included deserve a place. Many cover topics which 
are mentioned perfunctorily, if at all, in standard 
textbooks or are in less than easily accessible journals. 
Many of the articles in the section on Special Topics 
fall into this category, such as Moran's on patho- 
logical gambling and Russell's on emotional factors in 
skin disease. Where, too, could one find so con- 
veniently the information contained in articles such as 
Kenyon's on homosexuality in the female or Rooth's 
on indecent exposure and exhibitionism ? 


This book ought to be in the possession of all 
psychiatrists, whether trainee or consultant. 
PETER Вкоок. 


DEMENTIA 
Taken for a Ride. By MicuagL MEACHER. Long- 
man. 1972. Pp. ix 4-546. Price £6.75. 

The reviewer who was originally asked to tackle 
this book in 1972 never made it; the book is big, 
detailed and daunting. Meanwhile it һаз come to be 
widely referred to (though not often actually quoted) 
as making a case against special homes for the 
elderly confused. Its subject is of obvious interest to 
psychiatrists, and it certainly deserves review in our 
Jownal even after such a long delay; as second-string, 
I am glad to oblige. 

As a historical account of the development of 
residential care, and as a review of recent literature 
both of dementia and of residential care this book is 
valuable and frequently illuminating, though its 
author, like the rest of us, is not immune from thc 
effects of Liam Hudson's Law of Selective Attention 
to Data. His colours are nailed firmly to the mast: 
that, much of *dementia' exists only in the minds of 
those who deal with people labelled as demented, 
that environmental factors are crucial, and that 
segregation of confused old people is generally un- 
desirable. He reports an observational study of six 
residential homes, three ‘special’ and three ‘ordinary’, 
as well as two mental hospital wards for old people 
and a very large former public assistance institution; 
329 old people were interviewed and studied in 
detail. In addition, a postal survey was made of 
local authorities to establish their existing provision or 
plans for ‘special’ residential homes. 

In so far as Meacher believes that confusion in the 
elderly is not merely a matter of brain decay but is 
‘multifactorial’ in its origins and is liable to be 
increased and perpetuated by the behaviour of other 
people towards confused old people, ће is walking on 
ground which is common to almost anyone pro- 
fessionally concerned with the elderly. But Meacher 
leans rather far in the direction of ‘sociologizing away 
confusion’; when everything that needs to be said on 
the multifactorial basis of confusion has been said, 
there still remain people with severe disabilities due 
to brain decay. Meacher admits this, but the per- 
sistent trend of his thesis is to minimize it. For 
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example he very readily seizes, from among a variety 
of possible explanations for confused behaviour, 
those which might indicate that mistaken assump- 
tions on the part of staff are responsible: see for 
example the illustrative conversations on pages 48 
and 49. Thus, an old lady who in response to a 
question as to whether she has ‘a comfortable bed’ 
replies on the assumption that one has asked her 
whether she has ‘a comfortable bear’ may well be 
deaf; but this is hardly, as the author would have us 
believe, a total, or even the main explanation for this 
misinterpretation—more important is a disturbance 
of mental ‘set’? which makes it impossible to discri- 
minate between the contextual relevance of com- 
fortable ‘beds’ and comfortable ‘bears’. This bias 
towards making dementia disappear underlies the 
book's thesis: the author approvingly quotes the 
comment that senile dementia is ‘merely a medical 
expression of despair! (page 40). 

However, the author's main finding, in what he 
admits is a small sample of homes, is important: that 
so-called ‘separatist? homes collect not merely the 
confused, but all sorts of other stigmatized or rejected 
groups. This may of course not be true of most or 
even of many such homes, but it is important to 
recognize that special homes for the confused may 
become dumping grounds for unwanted people with 
undesirable characteristics not necessarily related to 
confusion. For example in Chapter 10 Meacher 
makes the point that merely to have been in a 
psychiatric hospital, whether or not one is confused, 
may result in an old person being placed in a 
‘separatist? home rather than an ordinary home. 
These are important dangers which deserve to be 
noted and prevented. But the very use of the term 
‘separatist’ із tendentious; whatever the dangers of 
such homes, one might as well speak of a ‘separatist’ 
accident department, intensive care unit, or what 
have you. The word ‘separatist’ merely reflects the 
author’s viewpoint, and the word ‘special’ is just as 
appropriate if one wishes to emphasize a different 
point of view. 

After the author’s massive review, it is something 
of a surprise to come to the conclusions in the final 
chapter, which are in fact much more ‘moderate’ 
than the text leads one to expect. There is no firm 
proposal to abolish ‘separatist? homes. The final 
chapter on ‘Integration’ is, rather surprisingly, a 
statement which most of us would probably subscribe 
to with few reservations (though it is made more 
difficult to assimilate by the interpolation of a 
lengthy classification of confusion which in some 
measure replicates an earlier section of the book). 
The chapter is in two parts, ‘short-term’ and ‘long- 
term’ solutions. ‘Short-term solutions’ depend on the 
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fact that many confused patients can be looked after 
in ordinary homes and that it is often to their benefit 
to be among unconfused people. This proposition 
would command pretty well universal assent, for 
already about half and often more of the residents in 
ordinary homes are demented; one octogenarian in 
five is demented. As the old get older and thus there 
are more demented people among them, residential 
homes will be catering chiefly for the demented. 
The insufficiency of even sophisticated domiciliary 
services to cope with all of even mildly demented 
patients derives chiefly from the practical fact that 
the mildly demented often need ‘round-the-clock’ 
care, rather than necessarily ‘total’ care—many need 
merely an eye kept on them rather than any ‘heavy’, 
or skilled, procedures, but this must go on pretty well 
all the time. Thus, for a given level of disability, the 
demented are more likely to have to be admitted to 
residential care than people with other disabilities. 

When one turns to Meacher’s ‘long-term solutions’, 
one expects to find him arguing that ultimately 
‘separatist?’ homes should disappear; again rather 
surprisingly, he seems to say no such thing, but sets 
out instead a series of principles of prevention and 
early detection which not only come as an anti- 
climax, but contain nothing new (and nothing that is 
exceptionable), though of course much of this is at 
present a pious hope. Unfortunately the evidence that 
early intervention can actually prevent intellectual 
deterioration in all but a handful of specific condi- 
tions is pretty shaky; more important is that dementia 
should be recognized, which it too rarely is, and 
properly assessed, and that surveillance and support 
should be brought to bear. 

There is in fact virtually no objective evidence (still 
less any controlled studies) on the optimum mix of 
rational and confused patients in different settings. 
This issue is relevant to all social and medical services 
for the elderly (and not least to psychiatric units, 
nearly half of whose in-patients may be elderly) as 
well as to residential provision. The author at one 
point (page 485) speaks of a ‘rough numerical balance’ 
being about right, but obviously it is high time that 
this matter should be more exactly investigated, and 
we at Goodmayes are hoping to obtain funds to begin 
to do so. Том ARIE. ' 


TREATMENT SETTINGS 
Evaluating Treatment Environments. A Social 
Ecological Approach. By Корок Н. Moos. 
New York: John Wiley and Sons. 1974. Pp. 

xxi+ 377. Index 11 pp. Price £8.90. 
The work described in this interesting book is 
based on a premise which is coming to be widely 
accepted: that people often behave differently when 
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they move from one type of environment to another. 
This is true, for example, of various treatment settings. 
It follows also that changes in one setting, say an 
in-patient unit, do not necessarily predict behaviour 
in another, say the patient's home or place of work. 
Nevertheless, many professional people do believe 
that the social environment of a treatment unit can 
play a crucial part, for better or worse, in determining 
the therapeutic outcome. In order to evaluate these 
beliefs it is necessary to have some means of measuring 
those aspects of the environment which are regarded 
as most influential. 

Moos and his co-workers have developed a set of 
scales designed to measure social relationships (in- 
volvement, support, spontaneity), treatment factors 
(autonomy, practical orientation, personal problem 
orientation, aggression), and management problems 
(organization, programme clarity, staff control). There 
are slightly different forms for in-patients and other 
units. The questionnaire is given to staff and patients 
separately. These scales produce profiles which are 
reasonably reliable and stable over time, even while 
personnel and patients are changing. 

The studies reported here, carried out in the 


United States, Canada and Great Britain, deal with | 


a very wide diversity of treatment settings, ranging 
from highly organized and staff-controlled, through 
heavily task-oriented but with strong staff-patient 
co-operation, to completely laissez-faire. Although no 
particular treatment values are built into the scales, 
the descriptive. profiles (particularly perhaps the 
differences between the staff and patients, between 
actual and ideal environments, and between one 
period of time and another) do give a fair idea of 
what is going on. Moreover, discussing profiles with 
the people concerned is often a useful way of gaining 
knowledge and clarifying goals. 

А number of correlations are found which perhaps 
are unsurprising. Thus the smaller,~ higher-staffed 
units tend to be able to emphasize personal relation- 
ships more and staff control less, though this is by no 
means always true. Patients in poorly staffed units 
tend to want more emphasis on relationships. Patients 
and staff in units where aggressive behaviour is 
common tend to want more staff control. The more 
professional staff there are, the more the emphasis on 
treatment and the less on organization, though, 
regrettably, there seems to be no correlation either 
way with relationships. No follow-up studies were 
undertaken, and the attempt to evaluate the effective- 
ness of various types of ward environment in terms 
of drop-out rate, length of stay and readmission rate 
did not lead to any simple conclusions. It is in this 
area that further work is most needed in order to 
demonstrate, first, that the scales do measure the 
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most important variables and, second, that a favour- 
able environment measured in these terms docs 
‘contribute to a successful outcome after the individual 
leaves the unit. Undoubtedly, such research, if 
fruitful, would also demonstrate that there are specific 
interactions between types of environment and types 
of patient or client, rather than an overall therapeutic 
effect of one type of community on all those needing 
help. 

So far, therefore, the scales described in this book 
are still in the stage of development. They appear 
promising as research tools and may also succeed 
in stimulating staff and consumers into a useful 
discussion of what they are all trying to do. 


J. К. Wine. 


Just an Ordinary Patient (A Preliminary Survey of 
Opinions on Psychiatric Units in General Hos- 
pitals). By WovrReD RAPHAEL, with commentary 
by К. К. FREUDENBERG. London: King’s Fund 
Books. Pp. 45. Index 3 pp. Price £1.30. 

One of the most important policy decisions of the 
past two decades was that general hospitals should 
include psychiatric units. Although this view has 
been held since 1959, its implementation has been 
very gradual, and by 1969 only 17 per cent of all 
psychiatric admissions were to general hospital units. 
The evaluation of such units has been largely neglec- 
ted, and the information that has been accumulated 
has mainly been by psychiatrists for psychiatrists and 
been published in specialized journals. 

The merit of this publication is that it is based on 
broad-spectrum consumer research, i.e. it expresses 
the very divergent views of staff, medical and non- 
medical, who work in general and traditional psychia- 
tric hospitals, as well as those of the patients. There 
is little point in us as a profession endlessly complain- 
ing about the lack of financial resources, because, as 
Mr. Enoch Powell clearly stated when Minister of 
Health, the National Health Service will never be 
able to meet the limitless demands made upon it. 
What we need to do is to use the resources we have 
to the best advantage, because if we cannot have 
extra money we will have to think more instead. 

This booklet gives plenty of food for thought. It 
considers the buildings in which we work as well as 
the attitudes of staff and patients to a wide range of 
treatments and issues. Do psychiatrists know what 
patients think of ward rounds; are occupational 
therapy departments being as imaginative as possible 
in finding jobs for patients to do which will help them 
regain their self respect? As in-patient beds become 
increasingly expensive to maintain, day hospitals are 
going to be utilized to a greater extent. General 
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hospital units have many advantages but also a 
number of potential disadvantages, especially if 
situated on the third floor of a tower block, with the 
possibility of medical scientists above and below who 
may not be in sympathy with disturbed adolescent 
acting-out behaviour. The planning of such units is 
of crucial importance if a therapeutic and homely 
atmosphere is to be created. Large psychiatric 
“hospitals, in spite of greater prejudice against them 
and problems of sheer size and location, are going to 
continue to play a major role in the delivery of 
patient care for many years to come. There is some- 
thing for everybody to learn from in Just an Ordinary 
Patient, and the King’s Fund are to be congratulated 
on this publication, which is clearly and concisely 
set out. DrsuoNp Келж. 


MISCELLANEOUS 
Fire and Fire-Raisers. By Оомлір Scorr. London: 
Duckworth. 1974. Рр. ix-- 147. Price £3.45. 

The psychiatrist who writes a book to appeal to the 
general reader as well as to the professional is always 
in danger of misleading the former by avoiding con- 
tentious or critical issues and annoying the latter by 
taking such a course, This book often falls into this 
almost inevitable trap while culling some interesting 
material on fires and fire-raising from historical and 
literary sources as well as from the author’s own 
clinical experience. More seriously, however, will 
psychiatrists or those professionally concerned with 
the control of fire actually recognize the shaky basis 
of so many of the everyday assumptions regarding 
arson and arsonists which Scott puts forward without 
critical comment? For him it is ‘quite clear’ that the 
finding of the Fire Research Station that ‘maliciously 
started fires caused much more damage than did 
fires of accidental origin’ (p. 33) is simply due to 
accidents being reported quicker than acts of arson. 
Equally, of course, one could argue that with serious 
fires the search for causes may be more intense, for, as 
he points out four pages later, *all fires in which the 
losses amount to £10,000 or over are investigated’ 
(p. 36). Ironically, his section on the Great Fire of 
London endorses the importance of search proce- 
dures, for on that occasion the supposed arsonist was 
a political scapegoat who was hanged, yet probably 
the Fire was an accident. Later, Scott uses this event 
to indicate how ‘suspicion is always cast on minorities’. 
He asks why, for example, epileptic people are 
blamed, but earlier he himself is not loath to specu- 
late that the poet, Walt Whitman, may have been an 
arsonist, for part of the evidence is that as a homo- 
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sexual ‘we could postulate that he was lacking in 
"maleness" and that he made up for this lack by 
identifying with firemen and soldiers’ (p. 94). He 
questions the evidence about epilepsy, so why not the 
supposed link with homosexuality and other pre- 
sently accepted ‘facts’ about arsonists? It appears that 
to question the evidence gained from what are in effect 
highly selected samples of arsonists in places such as 
Broadmoor and Grendon Underwood would be 
too unsettling. Fire and Fire-Ratsers is a very readable 
book but, regretfully, nothing the author says will 
surprise or provoke a psychiatrist to reconsider some of 
the assumptions he may hold in this area. 
Китн Ѕоотнпи., 


Drug Treatment in Psychiatry. By Trevor 
SILVERSTONE and PAuL Turner. London: 
Routledge and Kegan Paul. 1974. Pp. vii+ 210. 
Index 13 pp. Price £4.00. 

The scope of this book is wider than its title 
suggests. The authors aim to ‘provide an introduction 
to psychopharmacology’ and to ‘place drug therapy 
on a sound physiological and pharmacological basis 
wherever possible’. The result is a book which will 
appeal widely to libraries catering for medical under- 
graduates, to general practitioners and to some post- 
graduate psychiatrists seeking an informative but 
relatively unsophisticated text. 

The first seventy pages deal with general principles. 
The complexities of central nervous system trans- 
mission are explained with as much clarity as a 
reader could fairly expect, and there is a useful section 
on methods of studying behavioural effects of drugs. 
In the second part a chapter is given to each of the 
major psychiatric syndromes: thumb-nail clinical 
sketch (pretty unrealistic), biochemistry, details of 
drugs available and a recommended treatment 
regime. This format—as the authors acknowledge— 
entails considerable repetition; this will infuriate some 
and reassure others. The book ends with interesting 
chapters on sleep disturbance, sexual problems, 
appetite disorders and pain, and a sketchy section on 
child psychiatry. 

The question of whether to give detailed references 
in a text of this sort is clearly a tricky one. The authors 
have decided against, and opted for a brief suggested 
reading list at the end of each chapter. I think this a 
most unfortunate decision, and one which will 
restrict the usefulness of the book for postgraduates. 
Many will remain faithful to the unashamedly 
scholarly Clinical Psychopharmacoloegy by Shepherd, 
Lader and Rodnight. 

Davo JULIER. 
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& Company. No price stated. 


COMMUNITY, SOCIAL AND ALLIED MATTERS 


The Community Worker: A Response to Human 
Need: Committee on Therapeutic Care of the 
Group for the Advancement of Psychiatry. Price $9.50. 


BEHAVIOUR 

Behavioral Neurology. By J. Н. Ріхсов and С. Tucker. 
Oxford Medical Publications. Price £2.40. 

Coping in a Troubled Society. By Manion К. Jest, 
CAROLYN Suaw Веі, WALTBR Енев and 
STEPHEN L. Scuensur. D. C. Heath Lid. Price £35. 

Legacies in the Study of Behavior. By Josep WARREN 
CULLEN. Charles С. Thomas. Price $17.50. 

Counseling Couples in Groups. By Rozerr L. Ѕмтн 
and ANN М. ALEXANDER. Charles С. Thomas. Price 

‚ $8.75. А 

Human Relations. Ву GEORGE HENDERSON. University of 
Oklahoma Press. Price £9.00. 

The Large Group. Edited by LioueL KREEGER. Constable. 
Price £5.00 (cloth), £2.50 (paper). 

The Pursuit of Loneliness. By Pump SLATER. Penguin 
Books. Price 50p. 

Depression. By Ross MrrouzLL. Penguin Books. Price бор. 


DRUGS AND ALCOHOL 
Cannabis and the Criteria for Legislation of 2 
Currently Prohibited Recreational Drug: 
Groundwork for a Debate. By Свіғеттн EDWARDS. 
Munksgaard, Copenhagen. No price stated. 
The Hidden Alcoholic in General Practice. By R. H. 
Wiixins. Elek. Price £5.95. 


REPORTS 
Coordination of Services for the Mentally Handi- 
capped: A King’s Fund Research Project. By 
LesLE Раче. King Edward’s Hospital Fund for London. 
Price £1.50. 


The Mental Health Trust and Research Fund 


Annual Report, 1974. Mental Health Trust. No price 
stated. 

The Irish Psychiatric Hospital Census, 1971. By 
Amgen O'Hare and Dermor М/ғІЗН. Medico-Social 
Research Board, Dublin. No price stated. 

1 Thornybauk—'The First Year’: Report of the first 
year’s operation of a hostel for recovering alcoholics. 
Edinburgh Corporation Social Work Department. No price 
stated. 


Many of these books will be reviewed at a later date. 
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Correspondence 


Letters for publication in the Correspondence columns should be addressed to: 
The Editor, British Journal of Psychiatry, 17 Belgrave Square, London, W1M gLE 


FACT AND FICTION IN THE CARE OF 
THE MENTALLY HANDICAPPED 
Dear Sm, 

The following points appear relevant to Dr. 
Shapiro’s plea for the reversal of policies set out in 
Better Services for the Mentally Handicapped (1) and for 
the unidisciplinary management and co-ordination of 
services by psychiatrists. — 

1. There are some 60,000 mentally handicapped 
people in hospital in England and Wales and more 
than twice that number living at home. 

2. There are about 130 whole-time equivalent con- 
sultants in mental handicap in England and Wales. 

3. On average, each consultant is involved in the 
setting, attaining and monitoring of goals for the 
24-hour management of no fewer than 460 hospital 
patients. There is a similar number of severely 
handicapped people living at home. Even if the 
number of consultants were doubled, cach con- 
sultant's case load would be more than 200 in hospital 
and 200 at home. 

4. While there is evidence of organic pathology in 
the central nervous system of some mentally handi- 
capped people (2) we are able to identify causes in 
only a small proportion (3) and to manipulate, the 
organic variables identified (e.g. chromosomes) in 
still fewer. 

5. The bulk of the ‘management of life patterns’ of 
mentally handicapped people is carried out by 
parents and other relatives, teachers, nurses, social 
workers and remedial therapists. 

Dr. Shapiro acknowledges that “а comprehensive, 
integrated service is essential to the provision of care 
under optimal conditions . . .'. Perhaps his objections 
could be resolved on this basis. The delivery of such a 
service will only be possible if individual goals are 
agreed jointly between all involved with each client. 
It is clear that teaching skills and the skills of 
organizing team work are likely to feature pro- 
minently. 

It is unclear how the Mental Deficiency Section's 
recommendations, involving the creation of academic 
departments and professional chairs, more clinical 
research and clinical training, will hasten the 
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advent of individual programmes and collaboration 
between professionals and relatives. Clarification 
would enable Dr. Shapiro’s proposals to be judged 
against current policy. 

Government targets for the implementation of the 
White Paper policies are very low, and recent cuts 
have impeded progress further. Unclear criticism in 
the absence of clear alternative proposals would 
appear likely only to weaken attempts to provide the 
resources required for comprehensive individual care 
of mentally handicapped people. 

ALBERT KUSHLIOK. 
Косев BLUNDEN. 
Health Gare Evaluation Research Team, 
Highcroft, 
Romsey Road, 
Winchester, SO22 5DH. 
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Dear Sr, 

I fully agree with Dr. Kushlick and Mr. Blunden 
when they say that the present medical staffing of 
services for the mentally handicapped is grossly 
inadequate. I also agree when they suggest that it 
will be a long time before we shall be able to afford 
the luxury of adequate establishments; but this 
surely makes the pursuit of prevention (which can 
only be achieved by intensive research) and rational 
deployment of available resources all the more 
imperative. This is why I consider the present 
attempt to do away with the existing system of care 
to be as injudicious as it is short-sighted. 

Iam surprised that Dr. Kushlick limits the medical 
involvement to concern with organic causes, a strange 
profession of belief in a member of our College, and 
considers what is in effect social psychiatry to be only 
a ‘matter for concern for parents, tutors, nurses, etc.’. 
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It is true that in the practice of mental handicap, as 
_in all other branches of medicine, we rely heavily on 
the help of associated professions and disciplines but 
this in no way invalidates the primacy of medicine 
in the provision of treatment and care, whether for 
neuro-surgery, paediatrics, obstetrics or mental 
handicap. i 

The director of research of an M.R.C. Unit, 
. working under the auspices of a University Faculty 
of Medicine, surely cannot seriously query the 
advantages of academic departments and professional 
chairs which would stimulate more clinical research 
and improve clinical training! ` 

It is a surprising fact that inthis country, althoug 
there is a comprehensive network of chairs in general 
psychiatry, as well as chairs in forensic psychiatry 
and child psychiatry, and two chairs in psychology 
of mental handicap, there should not be a chair 
devoted to mental handicap as such. 

One can be forgiven for assuming (particularly 
after reading Sir George Godber's paper) that this 
lack is part of a deliberate attempt to minimize the 
involvement of medicine in the care of the mentally 
handicapped and to hinder the improvement both of 
the quantity and the quality of consultants in the 
specialty. Against this background of official neglect 
and disparagement, which has Dr. Kushlick’s bless- 
ing, it is not for my recommendation and those of the 
Mental Deficiency Section of the College ‘to be 
judged against the current policy’, but rather for the 
current official policy to be judged against the dismal 
record of the deterioration of the services of the pro- 
vision of care. Thus: 

1. The service previously integrated under medical 
guidance has been dismembered into separate 
medical, social and educational services. 

а. The present services have attained under medical 
guidance impressive achievements in the provision of 
multi-disciplinary treatment and care, both in the 
hospital and in the community, and any shortcomings 
in it can be directly attributed to lack of money, 
facilities and official discouragement. The process of 
replacement of the existing method of care by any 
other, even if it were in the long run equally satis- 
factory, is bound to be very costly and would produce 
further deterioration in the quality of care during the 
interim period through lack of availability of alter- 
native personnel. 

g. The services, such as they are, have ground to a 
stop. The hospitals are being run down without prior 
building up of community services to take their place, 
if only because the cost of their provision is very much 
higher than was predicted. It is now more difficult to 
return a rehabilitated patient into the community 
than it has ever been before. At the same time, the 
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hospitals with their reduced beddage are incapable of 
admitting desperately urgent cases, subjecting patients 
and their families to intolerable stress. 

4. The academic status of the specialty is disparaged ' 
to the point when a man like Professor Berg (whom 
Dr. Kushlick quotes in his letter) has been forced to 
emigrate to Canada to obtain both research facilities 
and academic status which he could not get in this 
country. Consequently morale in the profession is low 
and recruitment is becoming more difficult. The 
nurses, equally discouraged by the reorganization and 
by Briggs, see their career prospects dwindle. 

When Dr. Kushlick and Mr. Blunden say that 
‘Government targets for the implementation of the 
White Paper policies are very low and recent cuts 
have impeded progress further’ they do not appear,to 
realize that these events are built-in consequences of 
a policy which is not only ill-considered and ill- 
designed but also one that has not been tried for 
feasibility, particularly under present economic 
conditions. 

I agree that 'unclear criticism in the absence of 
clear alternative proposals! are to be deprecated but 
I submit that it is for the Department of Health and 
Social Security and Dr. Kushlick to defend if they 
can the alternatives which events have already shown 
to be unworkable. 

ALEXANDER SHAPIRO. 
Harperbury Hospital, 
Harper Lane, 
Nr. St. Albans, 
Herts. | 


INTERACTION BETWEEN DEPRESSED 
PATIENTS AND THEIR SPOUSES 

Dear Sm, ` 

Mary Hinchliffe et al. (Brit. J. Psychiat. (February 
1975), 126, 164-72) present a fascinating analysis of 
the interpersonal behaviour of patients with de- 
pression. However, despite their conclusion, the 
evidence does not support their hypothesis that 
depressive behaviour is maintained by the behaviour 
of others. To do this, it would be necessary to show 
that a patient’s communication with a stranger 
showed a communication pattern which was closer 
to the communication pattern with his spouse on 
recovery. 
Including all the data where communication with. 
the stranger was recorded, опе finds seven conditions 
in which there appeared some improvement (overall 
expressiveness for male and female, negative ex- 
pressiveness for male and female, objective focused 
movements for slow speaking, and body focused 
movements for slow and fast speaking), and five 
conditions where the contrary occurs (positive 
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expressiveness for male and female, congruence for 
slow and fast speakers, and objective focused move- 
ments for fast speakers). Furthermore, the interview 
with the stranger was apparently later than the 
interview with the spouse and some degree of 
recovery would have been expected. 

If anything, these figures show that depressive 
behaviour is not consistently reduced by changing 
the social environment. Josen M. KELLETT. 
Department of Psychiatry, 

St. George’s Hospital Medical School, 
Clare House, 

Blackshaw Road, 

London, S.W.17. 


SERUM GREATINE KINASE IN 
ACUTE PSYCHOSIS 
Dear Sr, 

In a recent report in the Journal (1974, 125, 280), 
Harding reported that 5 out of 34 acutely psychotic 
patients had increased serum creatine phosphokinase 
(CPK) activity (>100 IU/L). They compared this 
result to the study of Smith et al. (1970), in which, 
according to Harding, 25 normal subjects were 
found to have serum СРК levels greater than 300 
TU/L. Since this latter figure is far in excess of any 
previous report of serum CPK activity in the normal 
population (Rosalki, 1967; Meltzer, Elkun and 
Moline, 1969), I checked the report of Smith et al. 
(1970) and found that serum CPK levels greater than 
300 IU/L were found in only two of 296 subjects and 
none had serum СРК levels between 200-300 IU/L. 

It is unfortunate that Harding did not report his 
data in acutely psychotic patients in relation to the 
time of onset of their psychotic symptoms. He states 
only that the onset was less than one month before 
admission. We have found that the incidence of 
increased serum СРК. levels at admission in those 
psychotic patients with onset of gross psychotic 
symptoms less than seven days before admission 
(54/98) is significantly greater than those with onset 
greater than seven days (35/105; Chi-square, Yates' 
correction = 8:892, р < 0-005). The incidence of 
CPK increase in psychotic patients with symptoms 
greater than two weeks in our series is about 15 per 
cent, which is similar to the find of Harding (1974). 
The mean duration of the serum CPK increase in 
psychotic patients in our series is 3:8 -S.D. 3:1 days. 
Thus, duration of illness is a key factor in studying 
serum CPK levels in psychotic patients, just as it is 
in patients with myocardial infarction and cerebro- 
vascular accidents, head injuries or infections (Roe 
el al., 1972; Dubo et al., 1967). 

Harding believes that I have not sufficiently 
attended to the effects of activity on serum CPK 


489 


activity in my previous studies and cites the finding of 
Griffith et al. (1966) that an 87 km. walk raised serum 
CPK activity markedly. Such massive activity is not 
characteristic of psychotic patients in my experience. 
Harding himself states that some psychotic patients 
with decreased motor activity had increased serum 
CPK levels. We have reported the same (Meltzer, 
1969). We have specifically studied the effects of 
exhaustive isotonic exercise (Meltzer and Moline, 
1969) and isometric exercise (Goode, D. and Meltzer, 
H. Y., in preparation) and found relatively small 
increases in serum CPK activity compared to those at 
the time of an acute psychotic period. 

The increases in serum CPK levels in acute psy- 
cbotic patients are comparable to those in patients 
with a variety of acute brain diseases in duration, 
magnitude, source, and percentage of patients with 
increases (Dubo et al., 1967; Wolintz et al., 1969). In 
these latter patients, there is no possibility that 
increased motor activity is the cause of the increases 
in serum CP levels. We have proposed that a similar 
mechanism underlies the serum СРК increase in 
patients with acute psychoses and patients with 
known acute brain diseases (Meltzer, 1969). Our 
current studies suggest that the psychiatric patients 
with increased serum CPK levels have more florid 
psychotic symptoms, require higher doses of medica- 
tion and longer stay in hospital than those without 
increased serum CPK levels. 


Hersert Y. MELTZER. 
Depariment of Psychiatry, 
The University of Chicago, 
950 East 59th Street, 
Chicago, 
Illinns 60637, U.S.A. 
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Dear Sir, 

Some acutely psychotic patients have raised serum 
creatine kinase (CK) levels. 

Is this finding of any significance in understanding 
the pathogenesis or course of acute psychosis? 

Does it provide a useful diagnostic or predictive 
method ? 

I believe that the answer to both these questions is 
‘Probably, no’, and none of Professor Meltzer’s 
interesting observations convinces me otherwise. 
Cunningham et al. (1974) have also concluded that 
observed serum CK elevations are due to ‘non- 
psychiatric factors’ and that serum CK estimation 
was not useful as a diagnostic or predictive test. 

Professor Meltzer refers to his earlier proposal that 
a similar mechanism underlies serum CK increases in 
patients with acute psychoses and patients with acute 
brain diseases. It may well be that similar non- 
specific factors operate. Serum CK elevations occur 
in unconscious patients without local brain disease, 
as in hepatic coma (Schiavone and Kaldor, 1965) and 
drug overdose (Wright ei al., 1971) when leakage of 
the enzyme from muscle due to local damage and 
catabolism is probably responsible. In acutely 
psychotic patients a number of non-specific factors 
may operate additively to produce such a rise. 
Hyperactivity is only one such factor; profound 
hypoactivity, change in appetite and many others 
should also be considered. Professor Meltzer’s own 
observation that psychiatric patients with more 
‘florid psychotic symptoms’ have higher serum CK 
levels would be in line with such a view and the 
fact that such patients require higher doses of 
medication is in itself hardly surprising. Serum CK 
levels are simply a reflection of the rate of leakage of 
the enzyme from striated and cardiac muscle where it 
is present in large amounts. Muscle diseases and 
myocardial damages are examples of conditions in 
which serum OK elevations are specifically related to 
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the underlying disease process. Acute cerebral 
diseases, drug overdose, walking from London to 
Brighton, deprivation of sleep and acute psychoses 
are probably conditions in which non-specific factors 
are responsible for increased release of the enzyme 
from muscle. 

Professor Meltzer does not mention the possible 
diagnostic or predictive usefulness of serum СК. 
estimations in his letter, although he has advocated it 
in the past (Meltzer, 1969). Even on the basis of the 
findings he quotes in his letter, the test would have 
insufficient sensitivity and his observation that raised 
serum CK levels are more likely in patients with florid 
psychotic symptoms confirms my own finding that 
those patients who do display such elevations pose 
few diagnostic problems as far as differentiating 
between psychotic and non-psychotic illness ‘is 
concerned. 

Finally, I must apologize for the drafting error to 
which Professor Meltzer has drawn attention. The 
finding of Smith et al. (1970) was that 25 out of 300 
healthy ambulant males had serum CK levels above 
100 I.U./L (not, as I wrote, 300 I.U./L, which is 
clearly inconsistent with the following sentence). 
The statistical comparison was not, of course, based 
on the findings of Smith and his colleagues but the 
fact that over 8 per cent of a group of healthy men 
had ‘raised serum СК. levels’ is relevant to the 
discussion. 

T. W. HARDING. 
Rue Cavour 1, 
1203, Geneva, 
Switzerland. 
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EFFECTS OF SMALL ELECTRICAL 
CURRENTS UPON DEPRESSIVE SYMPTOMS 
Dear Sr, 

We read with interest the paper of Nias and 
Shapiro in your issue for October 1974 on the effects 
of small electrical currents upon depressive symptoms. 
Their findings of similar effects produced by opposite 
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current polarity has prompted us to review our 
original data on normal subjects (Sheffield and 
Mowbray, 1968), to see if any of our subjects showed 
a consistently opposite reaction to the others in the 
trial. In our study, scores on the ‘Clyde Mood Scale’ 
(the closest parameter to that measured by Nias and 
Shapiro), showed an apparent effect of the current 
which was not statistically significant. However, on 


analysing individual scores in our data there was по. 


individual who reacted consistently in an opposite 
direction to the general trend for each item. 

Another interesting point is that we also en- 
countered the same difficulties regarding the itching 
under one electrode which made double blind condi- 
tions of the trial a little more difficult to control. 
Surprisingly in our case it was consistently the positive 
electrode applied to the forehead and not the negative 
electrode as described by Nias and Shapiro. 

L. J. SHEFFIELD. 
Genetics Research Unit, 
Royal Children’s Hospital Research Foundation, 
Flemington Road, 
Parkville, Victoria, 
Australia 3052. 
R. M. Mowsray. 

Dwision of Community Medicine and Behavioural Sciences, 
Memorial University of Newfoundland, 
St. Johns, Newfoundland, 
Canada, A1G 557. 
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HALOPERIDOL IN THE TREATMENT 
OF STUTTER 
Dear Sm, 

Recent trials of haloperidol in the treatment of 
stutter (Refs 1, 2, 3) have evoked widespread interest 
and as expected have been followed by cautionary 
tales. Faced with a stutterer demanding to be put on 
the ‘new’ treatment, what should the therapist do 
in the light of current knowledge? 

The position at present seems to be this—these 
three trials were all controlled studies, but samples 
were small. The results seem to bear a direct rela- 
tionship to the mean dosage employed for each trial 
and for how long it was given (see Table overleaf). 

In our own study (1) the dosage was increased in 
weekly steps to a final dose of 4:5 mg. daily at the 
beginning of the third week. This dose was maintained 
for six weeks. The first assessment, however, was made 
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at the end of the fourth week, after patients had 
taken the maximum dose for two weeks. (The signifi- 
cant results obtained at four weeks were maintained 
at eight weeks but had not improved further). 
Three-year follow-up of this two-month study 
showed stutterers to have maintained some improve- 
ment—in one dimension of three measured the 
improvement was significant. 

Swift, Swift and Arellano in their three-week 
study reached a peak dose of 35 mg. daily, which was 
only maintained for one week before the assessment 
of progress was made. Results showed significant 
improvement in 6 out of 7 patients with stutter, all 
of whom relapsed within two weeks of discontinuing 
the trial. 

Quinn and Peachey in their three-week study gave 
a mean dose of 2*5 mg. daily but do not say whether 
this was given throughout the three-week trial period. 
Four out of 18 patients were substantially improved 
and 6 others improved in lesser degrees, but none of 
their results reached statistical significance. 

Although these studies were not strictly comparable, 
the following comments can be made: 

I. The effective dose of haloperidol in the treatment 
of stutter in most cases seems to be 3*5 mg. daily. 

2. The maximum effect seems to be reached after 
two weeks on the effective dose. Maintenance dose, 
however, may be lower. 

3. Individual response to the drug is variable. It is 
probably prudent to build up to the more effective 
dose by weekly increments. ў 

4. The incidence of side effects is high and calls 
for weekly supervision of patients during the first 4 or 
5 weeks. . 

5. Clinical impression suggests treatment should be 
continued at least two months—our three-year follow- 
upofpatients whosestutter had been treated successfully 
with haloperidol for two months (though not cured) 
showed that the improvement had been maintained, 
although in only one dimension of three measured did 
this reach statistical significance. 

P. С. WELLS. 
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Comparison of thres trials of haloperidol in the treatment of stutter 


No. involved Daily dose regime_ Ў 
Total Follow-up 





Trial Con- Week Week Week duration Improvement after cessation Paria of 
trol Test 1 2 3 of trial ` of treatment ОЗЕ 
group group (mg. (mg) (mg) 
1. Wells and 24 19 1.5 2.25 4.5 gmths 10 out of 12 3 years Improvement | 
Malcolm significant significant in 
improvements I out of 3 
after 4 weeks dimensions 
‘improved’ other 
‘ а measures 
2. Swift, Swift — 11 8 1.5 2.5 3.5 3weeks 6 out of 7 2 weeks Relapse 2 weeks 
and Arellano significant after treatment 
` ' improvement stopped 
(1 withdrawn) 
3. Quinn and по 18 2.5 ! 2.5 2.5 3weeks 4 out of 18 — — 
Реасһеу (mean) (mean) (mean) ‘substantially 
improved’. 
6 ‘improved’. 
Not statistically 
significant 
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Internationally accepted 
as the standard depot treatment 
in schizophrenia 


Modecate 


(fluphenazine decanoate) 


10 ml. 
SQUIBB 


Further information available on request Е.В. Squibb and Sons Limited, Regal House, Twickenham, Middlesex TW1 ЗОТ 












_ [he 
face of 
unrest 


Elderly patients are often restless, confused, irritable and suspicious and 
present quite a problem to the people who have to look after them at home or in hospital. 
SPARINE* (promazine hydrochloride, n.p.) reduces agitation without causing 
cver-sedation and helps to make them more co-operative, alert and active. 


Sparine calms and controls elderly agitated patients 


Further information available on request: John Wyeth & Brother Ltd., Taplow, Maidenhead, Berks. Wyeth 
*trade mark Sp 36 44 
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fie 


Lucy Trent - secretary — 
needs one Prothiaden 
capsule three times daily 







Joan Smith - housewife 
home most of day. 
Finds 2 capsules of 
Prothiaden 3 times daily, 
as prescribed, very 
convenient 


Ron White 

bus conductor - out all day. 

Finds the prescription of 

a single night-time dosage of 
Prothiaden preferable to 
three times daily dosage. 


Whatever the dosage regime 
Prothiaden patients get better and quicker relief from 
depression, anxiety, tension and disturbed sleep : 


* 
Prothiaden the flexible antidepressant 
[al m 


The Crookes Laboratories Ltd., Basingstoke, Hants. 


PPI 


ill 


























Product Information 


Presentation. 
Bach round, white, g mm tablet i» 
mius em ene sik Hy ina 
r тейт hexagon, and i sered in the 
«xber. It contains SO mu ey pratese 
merata LOchiora« tobe briny T, 28 
пизде pregna g dienc 3,16 













diene avente? 
Азу» 
“Treatment obscura ae 
* Mypersexuality ad si t deviation Di 
thé male. Cypeoterone at dits as 










an anti-androgen by blocking 
t ај has 





Белү teieptur 
тйк im денна propin 
hence to diminisbed production al 
Yesticulan ardei 

Жие dox релй 






реа 
yoo me ахі 








| Я а new form of tl 
for the male hypersexual 


йу dosage should always be 







~ cyproterone acetate 


erapy | 


Androcur is unique 


result of ten years of intensive research 
by Schering. 


Androcur is effective 


Androcur provides a uniquely effective method of controlling 


excessive and misdirected male libido 


by diminishing the production of androgens and 


blocking their sites of action. Clinical 
trials have demonstrated the strong 
anti-libidinous properties 
of Androcur. 


Androcur is virtually free from side-effects 
Since Androcur has very few side-effects, it is the 


preparation for male hypersexuality which 


combines high therapeutic effectiveness with 


acceptable side-effects. 
Androcur has a controllable effect 


Sexual deviation is often associated with abnormally strong sexual 
drive. Reduction of sexual drive without its total suppression 
will often permit the retention of normal conjugal 


sexual activity while controlling 
aberrant tendencies. ~ 


Androcur and the Patient Profile 


Androcur has proved to be of value in treating men who 
have been guilty of sexual offences such as exhibitionism; 


paedophilia; indecent assault ; rape; incest; 
voycurism ; bestiality and pacderasty. 


Other types of aberrant behaviour that may be controlled 


are homosexual activities ; fetishism; 
transvestism ; compulsive masturbation and 
sexual aggression in senile or mentally 
defective hospital patients. 


Chronic alcoholism, Afcohiot 


Androcur {cyproterone acetate) is a radically new approach to the treatment of 
severe hypersexuality and sexual deviation in the male. 


Androcur, the first specific anti-androgen, is the 
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Female fat distribution and 
abdominal string, 

Skin rashes, 
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in general. Nevertheless, liver function 
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Nore, Cyproterone acetate has 
been found to cause liver abnormalities 
in animals, including the development 
‘of tumours, but the relevance. to man. 
ofthis finding has not been establiyhed, 

Pharmaceutical precautions, 
Store in cout, dry conditions aws 
from strong sunlight, Shelf-lile hee 
years, 

“Legal category 548. 


Package quantities Bottles of 50 
tablets, 


Product Licence Number 
nosyon. 


Further information is 
available from 


Schering Chemicals Limited, 
Pharmaceutical Division; 
Bürgess Hit, 

Sussex; RATS ONE 


QSCL UK Juty 2974 393876 a 








Pro-viron adds to endogenous androgens 
nlike traditional androgen treatments which 
suppress the pituitary and merely replace 
== endogenous androgens. 
Endogenous androgen levels are not suppressed. 
Testicular function is unimpaired. 
Liver tolerance is excellent. 


С PRO-VIRON 


v the unique androgen m VOR 
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spermatogenesis is substitution of the warnings, eie = Tubes of «o tablets. 
unimpaired. steroid nucleus). 1n cómmorn with other 
Lu : androgens, Pro-virowis Further information 
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The first controlled release preparation 
of lithium carbonate in the world 





The majority of depressive and manic-depressive patients 
experience an increase in frequency and intensity of relapses 
with advancing age. After three or more episodes patients 
treated by conventional methods can expect to spend nearl* 
half their lives incapacitated by their illness.! The risk of 
suicide also increases and more than 15 per cent will kill 
themselves. Retrospective studies suggested that as many & 
20 per cent of 100 known suicides might have been 
prevented by the prophylactic use of lithium.? . 


Priadel tablets contain 400 mg Li CO, В.Р. in a controlled 
release formulation ; a single daily dose of up to 4 tablets 
provides effective prophylaxis in manic-depression. 


Active supervision of serum levels to ensure values in the 
range 0.6—1.5 mEq/L is essential initially ; less frequent 
estimations should be performed during long term 
treatment. 4 


тр» 


priadel — — — 


reduces the frequency and duration of recurrent - 
depressive and manic-depressive episodes " 


Clinical Trial Results: 


a 





Priadel prevented relapse in 86% of patients! 
Priadel eliminated the need for ЕСТ! 


Priadel reduced the time spent in hospital E 
from 26.9 weeks to 3.5 weeks? PAX. 





References: 
1. Prophylactic Lithium in Affective Disorders. 1971, Lancetii : 275 
2. Prophylactic Lithium in recurrent Affective Disorders. 1972, Lanceti: 1044 
* 8. Suicide prevention. Recurrent Affective Disorder and Lithium. 1972, Brit. J. Psychiat. 121, 391 
4. Value of Plasma- Monitoring. 1971, Lanceti: 886 


A guide giving full details of the prophylactic use of Priadel is 
ў available from 


Delandale Laboratories Limited, 37 Old Dover Road : Canterbury · Kent. 0155 
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Presentations of Serenace (haloperidol В.Р.) 
0.5 то Ога! 1.5mg Oral SmgOral 5mg/ml Ampoules 2 mg/ml Liquid 








...With efficacy 


Serenace is effective in the treatment of 
ж Acute and chronic schizophrenia.’ 

ж Mania and hypomania.’ 

ж Organic psychosis.? 

ж Agitation in psychotic illness.” 

3* Childhood behaviour disorders. 

ж Motor tics, stuttering.’ 


...with confidence 


* Serenace does not significantly reduce 
blood pressure.' 


* No weight gain has been attributable to 
Serenace therapy." 


ж Toxic effects are extremely rare.'^ 


ж No skin photosensitivity has been reported 
with Serenace.* 


3 With Serenace there are no skin effects 
on staff." 


Full prescribing information is available 


[SEARLE Searle Laboratories 
Divis 


sion of G.D. Searle & Co. Ltd 
O. Box 53, Lane End Road 

High Wycombe, Bucks. HP12 4HL 

Serenace and Searle are registered trade marks 
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new tetracyclic antidepressant w 
rofile. In some respects its effects are 
sants such as amitriptyline and imiprami: 
sant differences which should prove advantageou: 


daily dosage at night 


Blood concentration 


Терт 


Schedale A: 3 x 50mg daily 


Schedule B: 1 x 150mg daily 


Ваш 8 am 





Theoretically predicted blood-concentration patterns for Ludiomil in man 
resulting from two different dosage schedules. 
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Anafranil is the most recent : 
addition to the Geigy range 
of psychotropic drugs. . 
in addition to its use in 
depression, where it has 
proved to be effective both 
by the oral route and by 
intravenous infusion (in the 
more seriously depressed 
patient), Anafranil is 
becoming established as a 
leading drug treatment for 
obsessional and phobic 
disorders. 

We will be pleased to 
forward further information 
relating to the use of 
Anafranil in the treatment of. 
depression and phobic and 
obsessional disorders on 
request. 


Anafranil is 3-chloro-5- (3-dimethylaminopropyl) -10: 
11-dihydro 5H dibenz [b, f] azepine 
(clomipramine) hydrochloride 


Detailed literature describing any Geigy product , 
will be supplied on request. 


Geigy Pharmaceuticals, 
Macclesfield, Cheshire SK10 2LY 














Anafranil? 
in depression 








І "The most пө finding however, 
Was. the number of patients who 
‘showed spectacular improvement and 

who had been ill for considerable 

“ petiods. of time, By and large this group 
"were of a chronic grumbling type who 
"sought much and constant medical 
“attention and yet did not reward the 

doctor by getting better." 

Glámipramine (Anafranil) in the treatment of 

chronic intractable depression. 


` Paper fead at the Fifth World Congress of 
Psychiatry, Mexico D.F. 1971. 












.''the difference between the proportion 
of patients in hospital who improved 
‘when treated with electroconvulsive 
therapy, conventional antidepressant 
drug therapy and intravenous infusion 
“of clomipramine was statistically 
significant in favour of the last 
“mentioned treatment. Patients on 
clomipramine as a group needed fewer 
“treatments and returned to work more 
-rapidly than did their counterparts 
having electroconvulsive therapy." 
А new adjunct to the treatment and management 
of depression : intravenous infusion of 


„ clomipramine (Anafranil). S. Afr. med. J, 48, 
168 (18971) 


"72° (of 57 patients) showed a very 
good: or good response and 967; made 

своте improvement. This compares 
very favourably with the response of 
:similar groups of severely depressed 
;patients to E.C.T., and it is postulated 
"that intravenous chlorimipramine can 
be offered as an alternative form of 

i treatment." 


“Oral group : 78 per cent showed a 
very good or good response and 96 per 
cent improved to some extent. This 
also compared favourably with the 
results obtained with other 
antidepressant drugs in similar groups 
of patients." 

= Parenteral and oral chlorimipramine treatment of 


depressive states. Brit. J. Psychiat., 122, 189 
C973) 


Anafranil? in 
obsessional/phobic 
disorders 





"lt appears s therefore, that clomipramine 
has a direct anti-obsessional effect.” 
Anafranil in obsessional states—a follow up study. 


Paper read at the V World Congress of Psychiatry, 
Mexico pu F. 9770 


"Obsessional illnesses have awe 
been notorious for their resistance ta 
treatment and phobic states, especially, 
when they are diffuse and 
polysymptomatic, do not respond always 
to deconditioning or flooding 
techniques .... A treatment which 
offers brevity with a 70° chance of 
disappearance or considerable reduction 
in symptoms is worth offering to 
patients as a first choice of therapies.” 
Clomipramine (Anafranil) in the treatment of 


obsessional Шпеѕѕеѕ and phobic anxiety states. 
J. int. Med. Res. T, 403 (1973) 





“itis our view that clomipramine not 
only gives good results in severe and 
moderate depressive states, but it is 
emerging as the treatment of choice in 
obsessive compulsive disorders and 
phobic states.” 


Letter. Treating phobias. World Medicine, 7. 
11: 15 (1972) 





"Immediate assessment: the response 
rate achieved in obsessional iliness is 
very striking .... All patients in this 
group had been unable to work or look 
after the home for an average of at 
least 3 months, but following treatment 
all resumed their former responsibilities," 
Clinical impressions on treatment of obsessional 


states with intravenous clomipramine (Anafranil). 
J. Int. Med. Res., 1, 413, (1973) 
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Parkinsonism * = 


The Parkinson syndrome is complex and 
often gives rise to considerable 
disagreement over its classification and 
treatment 

Artane* (benzhexol) is still one of the 
most versatile antiparkinsonism drugs 
available after twenty years of clinical use 

When levodopa is indicated, 
concomitant administration of Artane often 
improves therapeutic results. 

Artane also protects from distressing 
drug-induced extrapyramidal effectswhere 
levodopa is ineffective 

Side effects, an important 
consideration in any long term treatment, 
are comparatively few. This makes Artane 
one of the most acceptable drugs available 
for the treatment of Parkinsonism 

The economical price also makes 
Artane an attractive alternative when the 
routine management of the condition is 
being considered 


eue 


ntiparkinson d 
Full information is available on request 
(Geert) Lederle Laboratories 
A division of Cyanamid of Gt Britain Ltd 
Fareham Road Gosport Hants PO13 0А5 
2mg and 5mg, Sustets 5mg 
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NEW Mk.4 E.C.T. APPARATUS: 


DUOPULSE, ECTONUSTIM, 
ECTONUS & ECTRON 


Also 


SOMLEC 
ELECTRO SLEEP APPARATUS 


Send for full details 


ECTRON LTD. 


KNAP CLOSE, LETCHWORTH, HERTS. SG6 IAQ 
ENGLAND 


Telephone: LETCHWORTH 2124 — Cables: ECTRON LETCHWORTH 


Bowden House Clinic WEXHAM PARK 
for the treatment of H OS PITAL 


psychiatric illnesses 


Slough, Berks. 


(Registered as a Charity) 


LONDON ROAD ө 
HARROW-ON-THE-HILL $ 
MIDDLESEX en ior 
Telephone: 01-864 0221 СІ e =e i 
This is a mini hospital of 70 beds of which in i са 
16 are devoted to the care of the aged. Over е 
the past 10 years the facilities in the Clinic Psychologist 


have been steadily added to and existing 
ones improved. Last year a 16-bedded wing 


Required for Psychiatric Unit of 100 

; 4 5 beds with 50 day patient spaces. Unit 
and every modern convenience, including has been open for 3 years and is part 
colour television. of a District General Hospital. 
Despite rising costs we plan to keep fees Applications to Hospital Secretary, 
within the framework of BUPA and PPP. Telephone Slough 34567, Ext. 224. 


was built, each room with bathroom ensuite 
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Why more doctors 
are prescribing less 
amitriptyline 


Because by prescribing Lentizol, sustained-release 
amitriptyline, the same antidepressant effect is 
produced at two-thirds the dosage of ordinary 


amitriptyline. 2.3 
As the dosage is simply reduced to one 50 mg capsule У 
during the evening or at bedtime, there is less daytime 


drowsiness* and hence less chance of patient default. sustained release 
This makes Lentizol the ideal form of amitriptyline for 


treating both acute and chronic depression. the simpler, Safer amitriptylin 


Capsules cortaining 50 mg and 25 mg Amitriptyline Hydrochloride BP in a sustained-release formulation. Lentizol isa tegistered trade mark. 
1. Brit. J. Psychíat. (1972), 120: 68. 2. Brit. J. Psychiat. {1973),123:69, 3. Curr. med. Res. Opin. (1972), 1:123. 4. Practitioner (1972), 209: 700. 
Further information available on request. William R. Warner & Company Limited, Eastleigh, Hampshire, Telephone Eastleigh 3131. 











is the one treatment 
for anxiety that helps 
your patient by keeping 
dosage simple, easy to 
remember, more likely 
to be followed. 


Moreover, once-a-day 
Tranxene provides 
effective relief of 
anxiety and perhaps 
fewer side effect 
"problems than you've 
come to expect: When 
it comes to choosing a 
treatment for anxiety, 
once-a-day Tranxene 
is the one to remember. 


The most unforgettable 
treatment for anxiety 
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The Retreat, York 


for Psychiatric Illnesses 








This long established Private Registered Nursing Home of 275 beds is a non-profit 
making Quaker charity. 


it has separate departments for the admission of all types of acute and short-stay 
patients and for long-stay and psychogeriatric disorders. The Hospital is able to offer a 
combination of psychological and physical methods of treatment for most types of 
psychiatric illness, including alcohol dependence, in a sympathetic and friendly atmo- 
sphere where religious convictions are understood and problems can be given individual 
specialist consideration. 


The Hospital stands within its own grounds on the outskirts of the City of York and is 
able to offer a wide range of occupational activities. 


The Hospital is recognised by the main private patient schemes and fees which are 
inclusive start from £9.30 per day. 


For further particulars apply to: The Medical Director, The Retreat, York YO1 
SBN (Telephone: 54551). 


|| TAVISTOCK A) 


Now avaliable as a Social Science paperback 


ATTENTION AND INTERPRETATION 


FA Scientic Approach to Insight in 
Psycho-Analysis and Groups 
| WR BION $29,300 per annum based on 


qualifications. $2,000 additional 


PSYCHIATRIST 


Salary range $22,300 through 


Dr Bion's thesis is that, for the study of people, | 
1 a cardinal requisite is accurate observation. if boarded. Location—~midwestern 


85p (Hardback £2.00) town near St. Louis, close to 


Missouri larger lake areas, combines 
| METHUEN PAMPHLET TY, 


[| THE FUTURE OF PSYCHIATRY 
| Н J EYSENCK 


‘The auther explains why he feels 
psychiatry is in such poor repute 


clean air country living and proxi- 
mity to cultural, intellectual and 


recreational opportunities. Contact 
Jay F. Tuttle, M.D., Superinten- 
dent, Farmington State Hospital, 
Farmington, Missouri 63640. 


] within and outside medicine. 


65p 


(314) 756-4586. Ап equal oppor- 
tunity employer, 
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Psychosomatic Classics 


Selected Papers from Psychosomatic Medicine, 1939-1958 


Edited by a Committee from the Editorial Board of Psychosomatic Medicine, consisting of L. A. 
Gottschalk (Davis, Calif.); P. H. Knapp (Boston, Mass.): M. F. Reiser (New Haven, Conn.); J. D. Sapira 
(Pittsburgh, Pa.) and A. P. Shapiro (Pittsburgh, Pa.). 


МЇ + 252 p., 53 fig., 30 tab., 1972 


SFr. 35.50 / US $9.95 / DM 35.50 / £3.93; reduced price granted to members of the American Psycho- 
somatic Society SFr. 31.35 / US $8.80 / DM 31.35 / £3.51 and to students SFr. 27.15 / US $7.65 / 
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Anxiety poses special problems for 
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ability to work 

Performance deteriorates. 
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Attainment and Adjustment in Two Geographical Areas 


I—The Prevalence of Psychiatric Disorder 


By MICHAEL RUTTER, ANTONY COX, CELIA TUPLING, MICHAEL BERGER 
and WILLIAM YULE 


In recent years there has been an increasing 
interest in the observation that rates of psychia- 
tric disorder and of educational problems in 
children may vary considerably according to 
area and to types of living conditions. However, 
very little is known concerning the extent to 
which rates actually differ, and even less about 
how particular area characteristics co-vary 
with the rates of different types of child disorder. 
Gath е al. (1972) found that child psychiatric 
referral rates were higher in areas of low social 
status, but data were not available to determine 
whether the difference lay in the prevalence of 
disorder or in the likelihood of detection or 
referral. Reading backwardness has also been 
associated with low social class areas (Miller 
et al., 1957; Eisenberg, 1966). In addition, it has 
been found that reading standards are lower 
in England than in Scotland (Davie et al., 1972). 
None of the studies of reading have taken IQ 
into account, and it is not known whether the 
correlates are mainly with IQ or with a specific 
disability in reading. The present investigation 
was designed to examine these issues by deter- 
mining if there were differences in the rates of 
child psychiatric disorder and of specific reading 
retardation between an inner London borough 
and the Isle of Wight. If differences were found, 
it also sought to examine the reasons for them, 
in order to elucidate possible causal or precipi- 
tating factors. 

Most work of this kind has taken place 
within the field of criminology, where there is 
a long tradition of looking at differences in 
delinquency rates according to the area in which 
people live. Shaw and his colleagues (1942), 
in a classic study of juvenile delinquency rates 
in different parts of Chicago, were able to show 
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distinct zones of high delinquency іп the centre 
of the city. Even before this, Burt (1925) demon- 
strated much the same phenomenon in London. 
A recent study by Wallis and Maliphant (1967) 
revealed a remarkably high consistency in these 
area differences in spite of considerable social 
and economic change. The pattern had re- 
mained much the same over a period of 40 
years. Other ecological studies in this country 
examining differences in delinquency rates 
between different parts of towns or cities have 
been carried out in an industrial town in the 
Midlands (Jephcott and Carter, 1954), Croydon 
(Morris, 1957), Liverpool (Castle and Gittus, 
1957) and Leicester (Jones, 1958). Grunhut 
(1956) showed that areas with high rates of 
juvenile delinquency tended to have high rates 
of adult crime as well, and that, in general, the 
rates were higher in industrial cities than in 
non-industrial towns and higher in both of 
these than in rural areas. On the whole, high 
delinquency areas tend to be poor, overcrowded 
areas of low social status, but they are not 
necessarily the most physically dilapidated 
ones. Some new housing estates have particularly 
high delinquency rates (Morris, 1957). 

That these differences in delinquency rates 
between geographical areas exist, are large and 
are fairly stable over time is not in dispute, but 
the meaning of the differences has been the 
subject of vigorous controversy (Mays, 1963). 
Barbara Wootton (1959). in a sharp critique of 
the subject argued that the studies threw little 
light on the causes of delinquency. Other writers 
(e.g. Glueck and Glueck, 1950; Wilson, 1962; 
Stott, 1960) have maintained that delinquency 
has its origins in the home, not in the com- 
munity. Recent investigations (Power et al., 
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1972; Gath et aL, 1972) have demonstrated 
-equally great differences in delinquency rates 
between schools, and thus pointed to the 
possibility that at least some of the area 
differences are due to school influences. Studies 
on the associations between social class and 
delinquency are contradictory in their findings, 
both on the strength of the association and ‘on 
their conclusions about whether the effect is 
due to characteristics of the families or of the 
area in which they live (see e.g. Cohen, 1956; 
Reiss and Rhodes, 1961; Clark and Wenninger, 
1962; McDonald, 1969). While there have been 
attempts to examine the relative influence of 
family, class, and area influences (Robins, 
1966; Robins and Hill, 1966; Stott; 1960; 
Conger and Miller, 1966) the issue remains 
largely unresolved. 

Area differences of the same size (but of a 
somewhat different pattern) have been shown 
for suicide, which tends to be commoner in 
areas characterized by social disorganization 
and social isolation, but not by overcrowding 
and unemployment (Durkheim, 1951; Sains- 
‘bury, 1955). There have also been several 
studies which have explored area differences in 
adult mental illness (e.g. Faris and Dunham, 
1939; Hare and Shaw, 1965; Sundby and 
Nyhus, 1963; Hafner and Reimann, 1970; 
Bagley et al., 1973). The pattern has been found 
to vary with the type of illness and differences 
are due in part to variations in service utiliza- 
tion rather than to rates of disorder. Further- 
more, much of the association found is ex- 
plicable in terms of ‘drift’ of patients into poor 
areas rather than of the effect of the area on the 
individual (Levy and Rowitz, 1970 and 1971). 
In contrast, apart from the ecological studies of 
delinquency very little is known about area 
differences with respect to emotional, beha- 
vioural or psychological disorders in children. 

Nevertheless, such knowledge could be im- 
portant in throwing light on some of the factors 
involved in the aetiology of psychological 
disorders in childhood. However, several pro- 
blems arise in any attempt to assess the import- 
ance of different causal influences from area 
differences in rates of disorder. First, it is 
necessary to determine the extent to which these 
differences in rates reflect real differences in 
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the extent of disorder in the population studies. 
Most investigations have relied on delinquency 
statistics or hospital attendance figures, but 
differences between areas in these may merely 
reflect differences in the social control pro- 
cedures used (Cicourel, 1968). In short, area 
differences ‘could merely reflect differences 
between areas in norms of behaviour, in crime 
detection rates or in patterns of police practice. 
Questionnaire and interview methods to assess 
the prevalence of disorder circumvent this 
particular difficulty, but their validity depends 
not only on satisfactory reliability (which has 
not always been achieved, e.g. Hare and Shaw, 
1965) but also on the equivalence of the 
methods used to assess disorder in each area. 
In that disorders in childhood for the most 


` part are quantitative (rather than qualitative) 


departures from normal, this is a critical point. 
Slight differences in the way questionnaires are 
rated or in the threshold for recognition of 
disorder on interview measures could produce 
artefactual differences in rates between areas. 

А. second difficulty is that causal factors may 
not be the same for different types of psycho- 
logical disorder. It is evident, for example, that 
the family and other factors associated with 
emotional disorders in childhood are quite 
different from those associated with antisocial 
problems (Rutter, 1965, 1970; Rutter, Tizard 
and Whitmore, 1970). The correlates of general 
reading backwardness are not the same as those 
for specific reading retardation (Rutter and 
Yule, 1973). Accordingly, if conclusions are to 
be meaningful it is necessary to use diagnostic 
instruments which can differentiate between 
the several varieties of psychiatric disorder and 
of educational disability. 

A third problem stems from the fact that 
causal influences may differ according to the 
age and sex of the child. For example, both 
Robins and Hill (1966) and West and Farring- 
ton (1973) found that the factors associated 
with delinquency beginning during the school 
years differed somewhat from those associated ' 
with delinquency of later onset, and Rutter 
(1970) found that the correlates of child psychia- 
tric disorder were not the same in boys as in 
girls, and were not the same in adolescence as 
in earlier childhood (Rutter, 1974). These 
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findings refer to differences in correlates, but it 
is likely that they also reflect differences in causes. 
Аз a consequence, it is necessary that any 
comparison between areas in rates of disorder 
should involve children of the same age and 
sex. 
Fourthly, there is the problem of non- 
comparability of samples. The features which 
characterize an area may not apply to the 
particular sample of the population being 
studied. Thus, a town may have a high divorce 
rate or extensive poverty because these are 
common in adults without children. Families 
with children may have quite different attri- 
butes. Furthermore, it is not possible to tell 
from the descriptive features of an area whether 
these features mainly apply to individuals with 
disorder or those without disorder. 

The present study was designed to take 
account of these methodological considerations. 
This paper presents the findings on area 
differences in psychiatric disorder; the second 
paper in the series (Berger, Yule and Rutter, 
1974) reports differences in specific reading 
retardation; and the third considers possible 
reasons for the differences in rates (Rutter, 
Yule, Quinton, Rowlands, Yule and Berger, 


1974). 


METHODS 

Children aged ten years were selected as the popu- 
lation for study, because the reliability and validity 
of psychiatric and psychological measures had 
already been established for this age group, and 
because it had been found that this was an appro- 
priate age for studying the disorders in which we were 
interested (Rutter, Tizard and Whitmore, 1970). 
The areas chosen for study were, first, a former inner 
London borough defined by a no longer existent 
administrative boundary. This was selected as one 
for which extensive information was already available 
from other studies (Wing and Hailey, 1972), which 
was reasonably typical of the inner London area in 
terms of social composition and rates of child disorder, 
and for which earlier findings had suggested a high 
rate of behavioural deviance in the children (Rutter, 
1971). The second area was the Isle of Wight, and 
this was chosen as an area of fairly similar social 
composition but quite different living conditions 
which had been extensively studied previously 
(Rutter, Tizard and Whitmore, 1970) and in which 
the rate of behavioural deviance, as assessed by 


questionnaire, was simular to that in a previously 
investigated medium-sized city—Aberdeen (Rutter, 
1967), but probably below that in London. 

The Isle of Wight (IOW) sample consisted of all 
children with homes on the island, who attended 
local authority schools or units (or schools or units 
for which the local authority paid the fees) and who 
were aged at least 10:0 years and less than 11'0 
years on 1 September in the year they were studied.* 
The inner London borough (ILB) sample was 
defined in exactly the same way, except that the 
geographical restriction applied to attendance at 
school within the borough rather than to homes 
within the borough. This difference was required 
because no adequate up to date list of children 
living within the borough was available. However, 
for primary schools the two definitions produce 
reasonably comparable samples in view of the 
catchment area of the schools. For both areas the 
samples included children at special schools. 

The strategy of investigation followed was based 
on the earlier Isle of Wight surveys (Rutter, Tizard 
and Whitmore, 1970) and was exactly the same for 
both samples. A two-stage procedure was used to 
identify children with psychiatric disorder. First, 
the total population was studied in the summer 
term of the penultimate year of junior school by 
means of screening procedures, On this basis, children 
were selected for further study cither if they formed 
part of a randomly selected control group or if the 
findings from the screening procedures suggested 
that they might have disorder. Then, in the second 
stage, during the autumn term of the final year in 
junior school, this group of children was studied 
intensively, and on the basis of these individual exam- 
inations a final diagnosis was made for each child. 


(a) Screening procedures 

The screening instrument used was a teacher's 
questionnaire in the form of 26 descriptions of 
behaviour against which the teacher is asked to 
indicate whether each description ‘does not apply’, 
‘applies somewhat’, or ‘definitely applies’ to the 
child in question. These ratings are scored о, 1 and 2, 
respectively, and the scores are added together to 
produce a total score. The items were chosen to 
cover the main common emotional and behavioural 
problems of children as they might be seen in a 
school setting, and the wording was designed as 
far as possible to provide descriptions of overt 
behaviour which required the minimum of inference 


* The sample studied is not that reported in Rutter, 
Tizard and Whitmore (1970). A new sample was chosen 
to ensure exact comparability of research methods and 
instruments in both the [OW and London studies. 
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by the teacher. The version of the scale used (B2) 
was closely similar to that (B) used in earlier studies, 
but the wording of a few items had been modified in 
the light of experience to increase clarity. The B 
version has been shown to have a high retest 
reliability (0°89), over a three month period, to 
discriminate between children attending a child 
psychiatric clinic and children in the general popula- 
tion, to agree well with psychiatric judgements, and 
to differentiate between the main types of psychiatric 
disorder (Rutter, 1967; Rutter, Tizard and Whit- 
more, 1970). In line with earlier findings, a cut-off 
score of 9 or more was used as an operational defini- 
tion of deviance on the questionnaire. 

For the purposes of this comparison between ILB 
and IOW children the teacher's questionnaire was 
the only screening instrument used to select children 
with psychiatric disorder. However, earlier investiga- 
tions (Rutter, Tizard and Whitmore, 1970; Shepherd 
«t al., 1971) have shown that many children with 
disorder manifest it mainly at home, and an appro- 
priate correction factor must be applied in order to 
arrive at an accurate figure for the total prevalence 
of psychiatric disorder in each area. 

In addition, a social questionnaire was completed 
by teachers on all ILB children. As well as the name, 
sex and date of birth of each child, this provided the 
place of birth of the child and both parents and the 
occupation of the father. Where the information given 
was incomplete schools were visited individually for 
the appropriate items required.* 

Whereas the Isle of Wight population at the time 
of study included almost no 10-year-old children 
whose parents were immigrant, the London popula- 
tion included a substantial minority of such children 
(25:9 per cent). Accordingly, in order to provide 
comparable groups of children from both areas, the 
children from immigrant families were excluded from 
the comparison. Psychiatric findings on this group 
are provided elsewhere (Rutter, Yule, Berger, Yule, 
Morton and Bagley, 1974). The indigenous popula- 
tion of ILB children comprised the 1,620 boys and 

- girls, both of whose parents were born in Great 
Britain or Ireland, or a combination of these, to- 
gether with the 69 children who had one parent 
born in one of these areas and the other born on 
the European continent, in the U.S.A., Canada, 
Australia or New Zealand— 1,689 in all. 


(b) Intensive individual examination 
‘Two groups of children were selected for individual 
* АП children were also tested on group tests of intelli- 
gence and reading (Berger, Yule and Rutter), but these 


scores were not used in the screening for psychiatric dis- 
order. 
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study: (1) a randomly selected control group chosen 
by taking every 16th child in the ILB and every 12th 
child on the IOW— groups of 106 and 107 respect- 
ively; and (2) children with scores of 9 or more on 
the teacher's questionnaire. Of the 136 IOW children 
with such scores 104 were taken at random for indi- 
vidual study, and on the ILB a one in two sample of , 
high scores was used (159 in all). Other groups were 
selected on the basis of educational screening (Berger, 
Yule and Rutter, 1975). 

In each case the children were studied in the same 
way, the investigators always being unaware of the 
reason for selection, in order to avoid the possibility 
of bias due to prior expectations. 

The mother, where possible alone, was interviewed 
for two to three hours at home by a psychiatrist or 
social scientist who was an experienced and trained 
interviewer. A standardized approach of known 
reliability (Graham and Rutter, 1968) was used to 
assess psychiatric disorder. A series of set questions 
covering a wide range of possible emotional or beha- 
vioural problems was asked in all cases. The focus of 
the interview was on the preceding year, and for each 
item of possible clinical importance information was 
sought systematically about the severity and fre- 
quency of the behaviour, when it began, exactly how 
it was manifested, what made it better or worse, the 
developmental course, in what situations it arose, 
and under what conditions it did not appear. The 
exact nature of the probes was left to the interviewer, 
but it was made clear that a comprehensive descrip- 
tion was required and that generalizations or un- 
substantiated inferences were not sufficient. 

The same interview was used to assess family 
interaction, relationships and style of life (Brown and 
Rutter, 1966; Rutter and Brown, 1966). Systematic 
and standardized techniques of known reliability 
were used to evaluate both attitudes or feelings and 
events or activities in the home. For this purpose the 
interview served both as a standard stimulus to elicit 
emotions and as a means of asking questions to 
obtain factual information. À much shorter interview 
was carried out with fathers, and both parents 
completed a health questionnaire. 

Among the IOW families about 8 per cent (7-92 
per cent) either refused to be seen or could not be 
contacted after repeated home visits. The proportion 
in the ILB was closely similar (8-43 per cent). In 
both samples there was a similar tendency for refusals . 
to be higher among the families of children with 
deviant scores on the teacher questionnaire (9:7 рег 
cent refusals on IOW and 10-7 per cent in ILB) than 
among those with non-deviant scores on the question- 
naire (5*6 per cent refusals оп IOW and 4-4 per cent 
in ILB). 


BY MICHAEL RUTTER, ANTONY COX, CELIA TUPLING, MICHAEL BERGER AND WILLIAM YULE 497 


As a further check on the validity of the teacher's 
questionnaire in London schools there was a short 
interview with the current class teachers of all 
children selected for intensive study in the ILB. It 
will be appreciated that owing to the timing of the 
screening study and of the intensive investigations 
the interview was usually with a.teacher different 
from the one who completed the questionnaire. 
Resources did not permit this check on the IOW, but 
c open-ended questionnaire for the teachers of 

en-year-olds had previously been used for tbis 
eiie (Rutter, Tizard and Whitmore, 1970) and 
an interview had been employed in the same way 
with the teachers of 14-year-olds (Graham and 
Rutter, 1973). The teachers were asked to report 
generally on the child's behaviour at school both in 
and out of class. They were then questioned more 
specifically about three major areas: emotional 
disturbance such as fears, worry and unhappiness; 
disturbances of conduct such as aggression, truancy or 
theft; and disturbances of relationships with peers or 
staff. The schedules were rated independently (with- 
out knowledge of questionnaire score or reason for 
selection) by a psychiatrist (M.R.) on a four-point 
scale for each area of disturbance and similarly for 
overall designation of psychiatric disorder. They were 
also assigned a diagnosis. 


RESULTS 

(a) Deviance on teacher's questionnaire 

As judged by scores on the teacher’s question- 
naire the rate of deviance in ILB children was 
nearly double that in IOW children (Table I). 
This greater rate of deviance in ILB children 
was statistically highly significant (p < 0-001), 
was equally evident in boys and in girls, and 
applied to both ‘neurotic’ type deviance and 
‘conduct’ type deviance. The same greater rate 
of deviance in ILB children was equally evident 
as judged by the frequency of deviant scores on 
individual items of the questionnaire. Thus, 
17:5 per cent of ILB children were rated as 


ТАВІЕ І 
Proportion of children with deviant scores on questionnaire 











Boys Girls Total 
% % % 
deviant deviant deviant N 
scores scores scores 
ILB .. 24'5%*** 19:295*** 19:1% *** 1,689 
IOW .. 13:8% 7:196 10:696 1,279 
*** Difference between areas significant at o: 196 
level. 
somewhat miserable, unhappy, tearful or. 


distressed compared with 8:3 per cent of IOW 
children; 14-7 per cent as somewhat ‘resentful 
or aggressive when corrected' compared with 
10-6 per cent; and 27:3 per cent as somewhat 
‘restless, has difficulty staying seated for long’ 
compared with 21:5 per cent. The differences 
were generally more marked with the extreme 


‘certainly applies’ coding. Thus, 3:9 per cent 


of ILB children were rated as ‘not much liked 
by other children’ compared with 1:8 per cent 
of IOW children, and 5-8 per cent as ‘tends to 
be absent from school for trivial reasons’ com- 
pared with 1-3 per cent. 


(b) Validity of teacher’s questionnatre 

The first question with respect to these find- 
ings is whether deviant scores on the question- 
naire have the same meaning in the two 
populations. This issue may be approached in 
several different ways. The internal consistency 
of the scale may be determined by examining the 
pattern of inter-correlations between items, the. 
individual items which differentiate high scores 
on the scale, and the factor structure of the 
questionnaire in each of the two populations. 
The results of this comparison show that in 


TABLE II 











Types of deviance on questionnaire 
Boys Girls 
‘Neurotic’ ‘Conduct’ ‘Mixed’ ‘Neurotic’ ‘Conduct’ ‘Mixed’ 
ILB het SW ine 2-6%* 6:575* 5:196 1:696 
IOW 3:976 9:076 0:9% 3°3% 3:076 0:8% 








* Difference between areas significant at 5% level. 
** Difference between areas significant at 1% level. 
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IO-year-old ILB children the internal charac- 
teristics of the scale are closely similar to those 
in 10-year-old IOW children. The results of 
these analyses are reported more fully elsewhere 
(Thompson et al., in preparation). 

Another approach is to examine the associa- 
tion between deviance as assessed from the 
questionnaire score and psychiatric disorder as 
diagnosed from information obtained at the 
parental interview. It will be appreciated that 
the assessments not only come from different 
sources but also refer to the child's behaviour as 
evident in different settings. Nevertheless, in so 
far as the questionnaires measure generalized 
disturbance there should be an association 
between the two measures. Tables III and IV 
provide the findings on these comparisons for 
ILB and IOW children. 

Аз in previous studies (Rutter, Tizard and 
Whitmore, 1970), about 40 per cent of children 
with deviant scores on the questionnaire were 
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found to have definite psychiatric disorder as 


judged from parental interview data. In this 
respect the ILB findings were closely similar to 
those for IOW children. In boys from both 
areas the rate of psychiatric disorder in those 
with deviant scores on the questionnaire was 
some five times that in children with scores 
below 9, suggesting that for boys the validity of 
the questionnaire, as judged from this compari- 
son, was equally good in the ILB as on the IOW. 
For girls from both areas about a third of those 
with deviant scores were rated as having definite 
psychiatric disorder. In IOW girls this rate was 
nearly four times that in girls with scores below 
9 on the questionnaire, but in ILB girls this 
difference did not apply. This could mean tliat 
ILB teachers were less able than IOW teachers 
to make valid ratings for girls, or it could mean 
that psychiatric disorders confined to the home 
were much commoner in ILB girls than in 
IOW girls. This latter possibility could be 


'ТАвгЕ ПІ 
IOW teacher's questionnaire score and psychiatric disorder 
(as assessed from parental interview) ; 
U 
Teacher’s questionnaire score 


SSSA 











Psychiatric Boys Girls Total 
assessment 
Score<g Score g+ Score <9 Score 9+ Score <9 Score g+ 
No disorder .. 34 22 ЗІ 16 65 38 
Trivial/dubious .. rr 15 9 2 20 17 
Definite disorder.. 4 (8-296) 28 (49:194) 4 (9:195). 9(33°3%) 8 (8-6%) 37 (40-296) 
Total .. .. 49 65 44 ^ 27 93 92 
eee eee 
Tase IV : 
ILB teacher's questionnaire score and psychiatric disorder 
(as assessed from parental interview) 


eee 


Teacher’s questionnaire score 


a ss oa ————————— 











Psychiatric Boys Girls Total 
assessment 
Score «9 Score 9+ Score <9 Score g+ Score <9 Score 9+ 
No disorder — .. 98 37 15 19 43 56 
Trivial/dubious .. 12 14 8 14 20 28 
Definite disorder.. 4 (9-176) 45 (46:9%) 18(36-1%) 19(36-5%) 17 (a1-2%) 64 (43°3%) 
Total 44 96 Е 36 52 80 148 








М. 


\ 
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: TABLE V 
ILB teacher's questionnaire scores and psychiatric ratings from teacher interview 


we ——— 


"Teacher's questionnaire score 








Psychiatric 
diapnosis Boys ' Girls Total 
from teacher 
interview Score<g Score 9+ Score <9 X Score 9+ . Score <9 Score 9+ 
м 
No disorder 34 36 31 21 65 57 
Disorder .. 10 (22°7%) 60 (62-570) 5 (13°9%) 31 (59°6%) 15(18:8%) 91 (61:5%) 
Total .. 9 44 96 36 52 80° 148 





examined by means of the parental interview 
assessment on this point. Among the 13 ILB 
girls with non-deviant scores on the teacher 
questionnaire, 10 were rated as having disorders 
mainly confined to the home (4 of these involved 
nocturnal enuresis). In short, in most cases the 
disorders were of such a type that the teachers 
had no opportunity to observe their manifesta- 
tions. It may be concluded that with respect to 
boys the questionnaire was certainly equally 
valid in the two areas and in girls it was 
probably so. However, the findings also suggest 
that the difference between the two populations 
on the teachers’ questionnaire probably under- 
estimates the true difference in view of the high 
prevalence of situation-specific psychiatric dis- 
orders shown only in the home in ILB girls. 
The extent to which the teacher’s question- 
naire is successful in picking out children with 
psychiatric disorder may also be judged from the 
interview with the teacher. In the interview the 
teachers were asked systematically about the 
child’s behaviour and the ratings reflect the 
psychiatrists judgement rather than the: tea- 
cher’s. Among both boys and girls about 60 per 
cent of those with deviant scores on the question- 
naire were rated as having psychiatric disorder 
—a rate three or four times that in children 
with scores below g. As the teacher who was 


interviewed was generally different to the one ` 


who completed the questionnaire, and as the 
children were in a different school class (because 
the summer vacation intervened between the 
questionnaire and the interview), this is im- 
pressive evidence of the validity of the teacher’s 


questionnaire. It should be noted that this ` 


differentiation was as marked in girls as in 


boys, suggesting that there is no sex difference 
in the validity of the questionnaire; this pro- 
vides indirect support for the suggestion made 
above that the sex difference on the parental 
interview reflects a difference between boys and 
girls in the proportion of disorders which are 
confined to the home, rather than any limita- 
tions in the scale as such. 

A further check on the teacher’s questionnaire 
is afforded by the association between a deviant 
score and psychiatric attendance in the last 
year (as reported by mother). The findings for 
both IOW and ILB children are shown in 
Tables VI and VII. In both areas very few 





Taste VI . 
IOW teacher's questionnaire score and attendance at 
psychiatric clinic 
Psychiatric ^ Teacher's questionnaire score 
attendance —— 
in last year Score <9 Score 9+ 
None 23 91 82 
Attendance .. 2 II 
Total .. т 93 93 
Taste VII 
ILB ieacher's questionnaire score and attendance at 
ric clinic 
Psychiatric Teacher’s questionnaire score 
attendance ————————————— 
in last year ` Score <9 Score 94- 
None part 79 134 
Attendance .. I. 14 
Total . 80 148 
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children had attended psychiatric clinics, but 
those who had were more likely to have deviant 
than non-deviant scores on the questionnaire 
(11 out of 13 in IOW and 14 out of 15 in ILB). 
This applied to both IOW and ILB children, 
and the finding again suggests that the question- 
naire was equally valid in the two areas. 

Finally, the validity of the questionnaire may 
be considered from a different viewpoint by 
looking for possible biases in rating by teachers. 
For this purpose, it is useful to compare those 
children with deviant scores on the question- 
naire and a rating of psychiatric disorder on 
the parental interview (the ‘true positives’) 
with those children with deviant scores on the 
questionnaire but a rating of no psychiatric 
disorder at parental interview (the ‘false 
positives’). If teachers are prone to misleadingly 
over-rate behaviours as deviant because of their 
knowledge about social or family characteristics 
rather than strictly on the child’s behaviour as 
shown at school, then the ‘true positives’ and 
‘false positives’ should differ оп these charac- 
teristics in the direction of the latter showing a 
higher proportion of children with these back- 
ground features. The findings are shown in 
Table VIII. 

In fact, the reverse was true. There was no 
excess of low social class children among ‘false 
positives’. Indeed in the ILB there were signifi- 
cantly more social class ТУ and V children 
among the true positives. In both populations 
marital discord was more often present in the 
families of ‘true positive’ children. Psychiatric 
disorder was also more frequent in the parents 
of ‘true positive’ children although this only 
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reached significance in the case of mothers 
of IOW children. The'sometimes higher rate 
of these factors in the ‘true positives’ probably 
signifies that factors in the home are more 
likely to be associated with disorder in the 
child’s behaviour at home than with such 
disorder at school. Low social class, marital 
discord and parental mental disorder are all 
factors which teachers might be aware of and 
knowledge of which might sway them to rate 
behaviour as deviant, which in fact was within 
normal limits. The findings suggest that, 
although this was a theoretical possibility, in 
fact it did not occur. 

Table IX shows the same comparison when 
‘true positives’ and ‘false positives’ are judged 
from the psychiatric ratings made on the basis 
of the teacher interview (rather than the parent 
interview). Again there is no evidence that 
knowledge of social or family characteristics 
led to bias in ratings. 

The results of this series of different checks 
on the validity of the teacher’s questionnaire, 
as used in the ILB and on the IOW, point 
firmly to the conclusion that the questionnaire 
is a valid screening instrument for psychiatric 
disorder in 10-year-old children and that it is 
equally so in the two areas. Accordingly, the 
higher rate of deviant scores in the ILB as 
compared with the IOW may be taken as a 
valid reflection of a true difference between the 
two areas in rates of deviant behaviour. 


(c) Psychiatric disorder 


Nevertheless, behavioural deviance is not the 
same as psychiatric disorder. The questionnaire 


Tase VIII 
Possible biasing factors and scores on the teacher’s questionnaire 
(assessment on parental interview) 


‚__—-——————————————————————____. 
ILB 
———————— 


IOW 


‘False positives’ 
Social class IV and V .. 34:695 
Marital discord S 4:0% 
Psychiatric disorder, father . 3:996 
Psychiatric disorder, mother .. 21:8% 


Total N .. ave e 55 


* Differences significant at 59/ level. 
** Differences significant at 1%, level. 


‘True positives’ 


31:4% 22:996 45:295 ** 
18-5%* 9°4% 26°5%* 
13-8% 11:9% 26-496 
54:3%** 28:7% 45:8% 
37 84 64 
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TABLE IX 
Possible biasing factors and scores on the teacher’s 
ire 
(assessment on teacher interview) 








ILB 
‘False ‘True 
positives’ positives’ 
Social class IV and V - 39:990 — 81:596 
Marital discord ‘ .. 14°3% 18:395 
Psychiatric disorder, father . — 18-696 18:295 
Psychiatric disorder, mother 43:49% 31496 
Total N 2. es 57 gt 


No differences significant 


has been shown to have a strong and significant 
association with psychiatric disorder as diag- 
nosed from information obtained at a parental 
interview, and this provides justification for its 
use as a screening instrument. But about half 
the children with deviant scores on the question- 
naire proved not to have psychiatric disorder. 
To a considerable extent this reflects the fact 
that the questionnaire is a statistical measure, 
whereas psychiatric disorder is a measure of 
disability which implies impaired function rather 
than departure from society's norms. The 
mere presence of deviant behaviour is not 
enough for a psychiatric diagnosis. The age 
appropriateness of the behaviour in terms of the 
child's life circumstances and socio-cultural 
setting must be considered, but besides this the 
behaviour must be evaluated in terms of its 
persistence, its spread (isolated deviant beha- 
viours are usually of little clinical significance), 
its effect on the child's developmental course 
and its association with impaired function.* 

It should be appreciated that, as used here, 
psychiatric disorder is not equivalent to the 
presence of an ‘illness’ or a ‘disease’ which is 
qualitatively different from normal. That in- 
volves quite a different frame of reference and 


* In this connection impairment can only be assessed 
in terms of the social circumstances in which the individual 
finds himself. Thus, someone who cannot read will be 
impaired in a literate society, but not in a non-literate 
community. The degree of impairment will also vary as 
social demands and opportunities change (Wootton, 1959; 
Tarjan et al., 1972). Accordingly, impairment is a relative 

, measure апа not an absolute опе. 


‘one ‘which applies to only a small minority of 


disorders in children. Most psychiatric disorders 
in childhood consist of quantitative rather than 
qualitative departures from the normal course 
of development. It should be added that these 
dimensions are not the only ways of viewing 
behaviour. Another approach is afforded by the 
use of a person’s self-perception, that is, irre- 
spective of whether other people view him as 
‘deviant’, does he feel himself to be so or does 
he identify with a deviant group. Or again, 
administrative categories may be used. How- 
ever, although useful in some circumstances 
these dimensions are less appropriate for present 
purposes, and attention will be confined to 
behaviour defined in statistical terms (i.e. the 
questionnaire scores) and in impairment terms 
(i.e. psychiatric disorder). 

Psychiatric disorder, then, was diagnosed on 
the basis of information obtained at parental 
interview using the criteria noted above. In 
order to obtain a measure of the true prevalence 
of child psychiatric disorder in the two areas, it 
was necessary to take account of the findings 
with respect both to children selected on the 
screening procedure (i.e. the teacher’s question- 
naire) and to those not selected. Samples of both 
were available, the latter by means of the ran- 
domly selected control group. Within each 
group (i.e. the selected and the non-selected), 
an estimate* of the number of children with 
psychiatric disorder could be obtained by 
multiplying the rate of disorder, based on the 
sub-sample, by the total number in the group. 
By summating the numbers of children with 
disorder in both groups an estimate of the total 
number of children with psychiatric disorder 
can be obtained; and by applying this figure to 
the total population an estimate of total pre- 
valence is derived. 

It may be seen from Table X that the true 
prevalence of child psychiatric disorder was 
twice as high in the ILB as on the IOW, the 
difference between the rates being significant at 
the 1 per cent level. The higher rate in London 
applied to both sexes but was much more 
marked in girls (26:9 per cent vs 10.8 per cent) 

* It is an estimate rather than an actual number 


because the rate of disorder is based on a sub-sample 
rather than the total group. 
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TABLE X 
Total prevalence of psychiatric disorder 








IOW. ro-year-olds 








Estimated number 












































No. in total % of sample with with disorder in 
population psychiatric disorder total population 
(a) (b) (c = a xb) 
Not selected on screening procedure . . 1,143 8-6% 98 
Selected on screening procedure 136 40.2% 55 
Total 1,279 — 153 
Total al ш 153-2 e.ao 
otal prevalence TAT 12:09 
П.В. ro-year-olds 
Estimated number 
No. in total 96 of sample with with disorder in 
population psychiatric disorder total population 
(a) . (b) (c = axb) 
Not selected on screening procedure . . 1,367 21:295 289 
Selected on screening procedure 322 43°3% 199 
"Total 1,689 — 428 
8 
Total prevalence = 7589 = 25:496 





Difference between rates significant at 1% level 


than in boys (18-3 per cent us 13:0 per cent) 
for whom the difference fell short of significance. 
'The much greater area difference in rates for 
girls was largely due to the high rate of emo- 
tional disturbance in non-selected London girls 
(see above). Аз a consequence, psychiatric 
disturbance was actually commoner in ILB 
girls than in ILB boys, whereas in the IOW 
sample this was not so. This unexpected sex 
difference in the ILB sample applied only to the 
parental interview findings. On the teacher 
interview data, the usual higher rate of disorder 
in boys applied (32-6 per cent vs 19:8 per cent). 

These findings involved a two-stage selection 
procedure. It is possible to check on the possi- 
bility that this gave rise to error or bias by 
consideration of the rates of disorder in the two 
randomly chosen control groups. In the IOW 
control group 12 (11:9 per cent) out of 101 
showed psychiatric disorder compared with 23 
(23:7 per cent) out of 97 in the ILB control 


group. As these rates are almost identical to . 
those obtained through the two-stage procedure 
it may be concluded that the difference is a 
valid one. 

Because of the relatively small number of 
non-selected children with disorder it was not 
possible to arrive at reliable prevalence figures 
for different types of psychiatric disorder. How- 
ever, for the purpose of comparing ILB and 
IOW children, the relative differences between 
the two areas may be assessed by considering 
disorder (diagnosed from the parental inter- 
view) in children with deviant scores on the 
teachers! questionnaire. It is known from 
earlier studies (Rutter, Tizard and Whitmore, . 
1970) that a sizeable proportion of children 
with psychiatric disorder are only picked up if 
a parental, as well as a teachers! questionnaire is 
used. Аз a result the rates in Table XI cannot 
be used as measures of true prevalence, although 
they do reflect relative differences between the 
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two areas. As a rough and ready guide it may 
be estimated (from the previous study findings) 
that the rate obtained when using just the 
teachers’ questionnaire in screening is approxi- 
mately half the true prevalence. 

As shown in Table XI, the increased pre- 
valence of disorder in the ILB applied to both 
emotional disorders and disturbances of con- 
duct. It was also evident in the smaller group of 
‘other’ psychiatric disorders, which mostly 
consisted of enuresis or the hyperkinetic syn- 
drome. Accordingly, it may be concluded that 
ten-year-old children living in the ILB not only 
show more behavioural deviance than do IOW 
children of the same age, but also exhibit more 
psychiatric disorder. 


(d) Validity of psychiatric designation 

Before taking this finding at its face value it is 
necessary, as with the questionnaire, to consider 
. whether there are any possible biasing factors 
which might account for the difference in rates 
between areas. The same screening procedure 
and the same interview were used by the same 
team of investigators in both areas. The reli- 
ability of the parental interview both over time 
and between interviewers has been demonstrated 
previously (Graham and Rutter, 1968; Rutter, 
Tizard and Whitmore, 1970), so that in general 
it may be taken as a satisfactory diagnostic 
instrument. 

Nevertheless, if interviewing conditions were 
different in the two populations that might 
constitute a possible source of bias. In both 
groups, the great majority of interviews were 








Tase XI 
Type of psychiatric disorder in the two areas 
Disturbance 
Emotional of Other Total 
disorder conduct 
ILB 32% ** 3:50* 1:69,** 8-249, *** 
*IOW 1:6% 2:295 0:595 4°23% 
* Difference between areas significant at 5% level. 
тж 33 3) EH 33 » I 96 »» 
bici » о: 1% 3) 


(N.B. These rates are based on screening using only a 
teacher’s questionnaire во cannot be used as estimates 
. of true prevalence—see text.) 


with the mothers, who were seen alone in the 
privacy of their own homes. But there was a 
slight tendency for more ILB mothers to be 
interviewed with their husbands (25 per cent) 
than was the case with IOW mothers (15 per 
cent). If this led to differences in the likelihood 
of psychiatric disorder being diagnosed it could 
create a bias. However, this was found not to 
happen. In both areas psychiatric disorder in 
the child was diagnosed with almost exactly 
the same frequency whether the mother was 
seen alone or together with her husband; so 
this could not be the а for the 
difference in rates. 

A further possibility is that interviewers, 
knowing that the child lived in the ILB, 
might have made a psychiatric diagnosis on 
the basis of fewer symptoms than in the case 
of IOW children. It has already been shown 
(Tables ПІ and IV) that the relationship 
between the teacher’s questionnaire score and 
psychiatric diagnosis was closely similar in the 
two areas. The same issue may also be examined 
in terms of the number of symptoms reported at 
the parental interview. The findings in this 
connection are shown in Table XII. 

In both populations the children without 
psychiatric disorder had a mean symptom count 
of about 1 and those with disorder a mean 
symptom count of about 8. There were no 
differences between areas in this, and hence no 
evidence of any bias in psychiatric rating. 

A further check on this possibility was made 


Taste XII 
Number of symptoms and psychiatric disorder 


Mean no. symptoms 


Boys Girls Total 





ILB 
No psychiatric disorder.. 1:1 1:2 Tel 
Deviant on questionnaire 

and diagnosis of psy- 


chiatric disorder 8-0 7:9 8-0 
IOW 
No psychiatric disorder.. 0-8 o:6 0:7 
Deviant on questionnaire 
and diagnosis of psy- 
chiatric disorder .. 8:5 7:8 8-8 


D 
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by having a psychiatrist (M.R.) who had not 
been involved in the interviewing to rate a 
sample of the interviews in blind fashion without 
knowledge of the area in which the child lived 
and without knowledge of any findings on the 
child's family circumstances. This was made 
possible by having all information on the child's 
behaviour dictated and then typed without 
further identifying information apart from the 
child's sex. After rating, the cases were re-sorted 
according to whether they were ILB or IOW 
children and the agreement between the original 
rating and the new ‘blind’ rating calculated 
separately for each area. The findings are given 
in Table XIII. It may be seen that the agree- 
ment was equally good for children in both 
groups, which effectively rules out the possibility 
of rater bias. Interviewing bias has already been 
virtually eliminated by the finding that the 
agreement between questionnaire score and 
diagnosis of psychiatric disorder was much the 
same in the two populations. Accordingly, it is 
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concluded that there is a real excess of psychia- 
tric disorder in ILB children. 


(e) Mother's assessment of child's disorder 

The findings discussed so far refer to question- 
naire scores and professional assessments regard- 
ing the presence of psychiatric disorder. It 
remains to consider parental judgements as to 
whether their child had any kind of disorder. 
In order to obtain this information, mothers 


“were asked: 


*Do you think that (the child) has any 
behaviour or emotional difficulties? . . . or 
any difficulty with her nerves? (If yes) Do 
you think that (the difficulties) are more than 
most boys/girls of his age have? 
To avoid possible biasing effects this question 
was asked before any systematic enquiring con- 
cerning the child's emotional state, behaviour 
or personal relationships. The results are 
given in Table XIV. It may be seen that in 
both areas mothers were very much more likely 


"TABLE XIII 
Reliability of psychiatric disorder rating in the two areas 














IOW. ‘Blind’ re-rating of disorder 
Original rating of disorder None Trivial Slight Marked Total 
None 41 7 — — 48 
Trivial .. 7 7 3 — 17 
Slight .. 6 3 9 I 19 
Marked .. — — I 4 5 
Total 2s E m 54 17 19 5 
г = 0:85 
Mean for original rating = 0:79. 
Mean for re-rating = 0:65 t = 0°95; пз. 
ILB. ‘Blind’ re-rating of disorder 
Origmal rating of disorder None Trivial Slight Marked Total 
None .. 49 7. — — 56 
Trivial .. 8 24 2 I 35 
Slight .. I 13 16 4 34 
Marked .. — 2 6 7 15 
Total d УА DA 58 46 24 I2 
г = 0:81 
Mean for original rating = 1-06 
Mean for re-rating = 0'93 t = 1:09; ns. 


BY MICHAEL RUTTER, ANTONY COX, CELIA TUPLING, MICHAEL BERGER AND WILLIAM YULE 505 


ТАвгкЕ XIV: 
Mother’s assessment of child's emotional]behavioural difficulties 





IOW. 


10-year-olds 





Mother's assessment 
of child's emotional 


behavioural difficulties Non-deviant 


No. 96 
None а va e 45 
Some, but no more than average. . 32 
Uncertain difficulties a ло 
Definite problems 3 (3°3%) 
Total .. go 


Teacher’s questionnaire 


Parental interview 


No disorder Psychiatric disorder 





Deviant 

No. % No. % No. % 

31 45 4 

28 29 9 

II 7 6 
20(22:295)*** 1 (1:29%) 17 (47°2%)*** 
90 82 36 


*** р < 0-001 


ILB. 


10-year-olds 








Mother’s assessment 
of child's emotional/ . 
behavioural difficulties 





"Teacher's questionnaire 


Parental interview 





No disorder Psychiatric disorder 





Non-deviant Deviant 
No. 9$ No. 96 No. 9$ No. % 

None ; 24 ER к> 33 61 31 15 
Some, but no more than average. . 32 38 25 14 
Uncertain difficulties s. 8 14 2 9 
Definite problems 4 (5:270). 26(18-7%)* 2 (3:370) 17 (30°9%)*** 

Total .. 7] 199 бо 55 

* р < 0:05 


*** p « 0-001 


to regard their child as having a disorder if he 
had a high (deviant) score on the teacher’s 
questionnaire or if there was а professional 
diagnosis of psychiatric disorder. The agreement 
between the mother’s assessment and other 
indicators of disorder was closely similar in 
boys and girls. There was no significant differ- 
ence between the areas in this respect. There was 
a slight tendency for London mothers to agree 
with professional diagnoses in a lower proportion 
of cases. Even so, if mothers’ judgements are 
used to calculate the prevalence of disorder 
(using the strategy followed in Table X) this is 
.rather higher in London (7:8 per cent) than 
on the Isle of Wight (5-4 per cent), although 
the difference was less than that obtained with 
questionnaire scores or professional diagnoses. 


(£) Specificity of findings to the borough studied 
Any consideration of policy implications of 


the findings must be influenced by the extent 
^to which the findings are typical of inner London 
as a whole or are specific to the borough studied. 
We did not investigate other boroughs, but a 
study extending over the whole of inner London 
was conducted in the same year by the ILEA 
Research Unit (1973) using the same question- 
naire. Table XV gives the proportion of children 
with deviant scores on the questionnaire in each 
of the ten divisions studied. The average pro- 
portion of deviant children was just over 19 per 
cent. Five divisions clustered about the mean, 
and the ILB studied (Н) was the one in this 
group with the highest proportions (21:9). 
However, two divisions had a substantially 
higher rate of children with deviant scores and 
three divisions had a substantially lower propor- 
tion. In short, the ILB studied was reasonably 
typical of inner London as a whole, but the rate 
of deviance was slightly above average. 
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TABLE XV 
Variation ın deviance by Inner London dwisions* 
Divisions 
Questionnaire 

designation A B С р Е Е G H I J 

% 
Deviant 14'2 15:0 I5:5 17:1 19:9 20:2 20:6 21:3 23:2 25:3 
Total N 318 273 270 268 337 311 257 334 21I 209 





* By courtesy of the ILEA Research Unit. 


(g) Effects of migration 

Londen is an area of high mobility, and for 
some years there has been a steady drift of 
population toward south-east England. Before 
concluding that the higher rate of disorder in 
inner London children is a function of up- 
bringing in London it is necessary to exclude 
the possibility that the high rate is simply due 
to a high rate of migration of disturbed families 
into the borough. 

Other studies have shown that geographical 
mobility tends to be greater in the upper social 
groups (Illsley et al., 1963). However, there may 
be some tendency for alcoholics, down and outs 
and chronic schizophrenics to сла іп 
London. In the borough studied this latter 
tendency was accentuated by the presence of a 
large Reception Centre whose residents have 
shown a high rate of social and psychiatric 
pathology (Edwards et al., 1968). Most of these 
are single men without children. Nevertheless, 
if there were a comparable drift of disturbed 
families, the high rate of deviance and psychia- 
tric disorder in the ILB children could merely be 
a reflection of London acting as a sump for 
deviant individuals from all over the country. 

This possibility was explored by determining 
the rates of deviance and child psychiatric 
disorder separately according to where the 
parents had spent most of their life before their 
marriage. The findings are shown in Tables XVI 
and XVII. This analysis shows that the rates of 
both behavioural deviance and psychiatric 
disorder were just as high in children whose 
parents grew up in South London as in those 
whose parents came from further afield. Among 
the non-deviant children in the control group, 
46 per cent had parents both of whom were 
reared in South London. This compares with 


45 per cent for children with deviant scores on 
the teacher’s questionnaire and 50 per cent for 
children with psychiatric disorder as diagnosed 














TABLE XVI А 
Deviance in children and area of parental upbringing , 
Non- 
deviant Deviant 
controls children 
М (Ф) N (%) 
Both parents from South 
London 38 (45:8) 61 (45:2) 
One parent from South 
London 19 (22:9) 40 (29:6) 
Neither parent from South 
London 26 (31:3) 34 (25:2) 
Total known .. 83 135 
Not known... 2 3 7 
TaBLe XVII 
Psychiatric disorder in children and азга of parental 
upbringing 
Children 
Non- with 
deviant ^ psychiatric 
controls disorder 
N (5) N (7) 
Both parents from South 
London 38 (45:8) 25 (50:0) 
One parent from South ; 
London 19 (22:9) 15 (30:0) 
Neither parent from South 
London 26 (31:3) то (20:0) 
Total known .. 83 50 
Not known .. Те 3 о 
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on the parental interview. The possibility that 
the high rate of disorder might be an effect of 
migration of children from outside the British 
Isles had already been excluded by confining 
the analysis to an indigenous population. In 
summary, there was still a high rate of beha- 
vioural deviance and psychiatric disorder among 
children born and bred in London of parents 
born and bred in London. The rates of deviance 
and disorder in these children were double those 
for IOW children. 

Although this finding cannot be attributed to 
the in-migration of disturbed children it could 
be due to the differential out-migration of 
children without deviance or psychiatric dis- 
order. That possibility cannot be tested from the 
existing data, but it is being examined in a 
separate four-year longitudinal study of families 
living in the same borough. 


C'ONGLUSIONS 

Comparable methods were used to study the 
rates of behavioural deviance and psychiatric 
disorder in ten-year-old children living in an 
inner London borough (ILB) and on the Isle of 
Wight (IOW). The total population in this age 
group was screened using a teacher's question- 
naire of known reliability and validity, and a 
sample of this group (chosen partly at random 
'and partly because of deviant scores on the 
questionnaire) was studied intensively to provide 
a psychiatric diagnosis. It was found that the 
rate of deviance (as assessed by questionnaire) 
and of psychiatric disorder (as assessed from 
parental interview) was twice as high in ILB 
children as in IOW children. The higher rate 
applied to both boys and girls and extended to 
both emotional disorders and disturbances of 
conduct. А systematic series of checks was 
initiated to determine whether the difference in 
rates could be due to any form of bias or lack 
of instrument validity, and it was concluded that 
it could not be. There was a true excess of 
behavioural deviance and psychiatric disorder 
in ILB children. А questionnaire comparison 
between the ILB studied and other parts of 
inner London showed that the high rate of 
disorder applied to inner London as a whole 
(although it varied somewhat from division to 
, division) and was not specific to the borough 


studied. This paper constitutes the first of a 
series reporting an investigation of attainment 
and adjustment in two geographical areas. The 
next paper (Berger, Yule and Rutter) reports 
the findings for specific reading retardation and 
the overlap between this and psychiatric dis- 
order. The third paper (Rutter et al.) considers 
some possible reasons for the difference in rates 
of deviance and disorder in the two populations. 
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Attainment and Adjustment in Two Geographical Areas 
II—The Prevalence of Specific Reading Retardation 


By M. BERGER, W. YULE and M. RUTTER 


INTRODUCTION 

It is generally thought that there is consider- 
able regional variation in rates of educational 
retardation. American studies have shown that 
reading difficulties are considerably more pre- 
valent in areas of low social status (Miller et al., 
1957; Eisenberg, 1966), and Eisenberg (1966) 
found that inner city children had the lowest 
reading attainments. The National Child Deve- 
lopment study (Davie eż al., 1972) showed that 
reading standards were higher in Scotland than 
in England, and the Inner London Education 
Authority (1970) has shown that London 
primary school children have an average reading 
level below national norms. In south-east 
England, Morris (1959 and 1966) showed that 
levels of reading skills varied according to the 
characteristics of the schools the children 
attended. In Japan, a survey using teacher 
judgements has suggested that the prevalence 
of reading disability is greatly below that in 
Western countries (Makita, 1968). 

However, few of these studies utilized indi- 
vidual testing of the children, and none of 
them partialled out the effects of intelligence. 
Accordingly, the important distinction between 
specific reading retardation and general reading 
backwardness (Rutter and Yule, 1973; 1974) 
was not possible. There is a lack of systematic 
information on the extent and pattern of varia- 
tions in reading standards and even less infor- 
mation on the reasons for such variations. These 
data are needed in order to further knowledge on 
the factors influencing reading skills and also 
to provide the basis for rational planning of 
services. 


The present investigation was designed to - 


examine these issues by comparing the rates of 
specific reading retardation and general reading 
backwardness in ten-year-olds living in a metro- 
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politan area, namely a (former) inner London 
borough, and in an area of small towns, namely 
the Isle of Wight. It forms part of a wider study 
comparing rates of disorder in the two areas, 
which is reported in three papers. The first 
gives the findings on the prevalence of child 
psychiatric disorder (Rutter et al, 19752), 
this second paper describes the findings on 
reading difficulties, and the third examines the 
school, social and family conditions in the two 
areas in order to discover possible reasons for 
the differences in rates of disorder (Rutter et al., 


1975b). 
METHODS 


Children aged ten years were selected as the 
population for study. The data on Isle of Wight 
(IOW) children were obtained during an earlier 
survey in 1964 of handicapping conditions among 
children in this age group (Rutter, Tizard and 
Whitmore, 1970). The findings of that survey were 
reported for a rather wider range of screening 
methods and wider age-spans. Accordingly, for the 
present comparative purposes, the data were re- 
analysed, using the same screening methods as in the 
London study, for the ten-year-old cohort only.* 
The data on inner London borough (ILB) children 
were obtained during a survey in 1970 of 10-year-olds. 
Full details of methodology were given in the first 
paper in this series of three papers. 

In both surveys a two-stage epidemiological 
approach was followed. During the first stage the 
entire school-age population of ten-year-olds was 
tested on group tests of non-verbal intelligence and 
reading. Then, in the second stage, a randomly 
selected control group and the group of children 
with a group reading test score of more than two 


* Note that whereas it was possible to use the 1964 
survey for the study of reading difficulties, the findings on 
psychiatric disorder (Rutter et al., 1975a) were obtained 
during а separate (although similarly planned) survey in 
1969. Accordingly, the findings on reading difficulties and 
on psychiatric disorder refer to different samples. 
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standard deviations below the mean were selected 
for individual psychological testing. On the basis of 
the results of this individual testing, children were 
diagnosed as having specific reading retardation or 
general reading backwardness., 

At the time of the survey, 26 per cent of ten-year- 
olds in the ILB were born to immigrant parents. 
Since at the time of the Isle of Wight studies there 
were no such children among the ten-year-olds, they 
were excluded for the purposes of comparisons of the 
two areas. An indigenous population was identified 
to make comparisons more meaningful. Nevertheless, 
the children in immigrant families were studied in the 
same way, and the findings are reported elsewhere 
(Yule, Berger, Rutter and Yule, 1975). 

Because there was partial overlap between the 
London survey and the index testing programme of 
the Inner London Education Authority (ILEA), it 
was necessary to use a version of the reading test 
which was slightly different from that employed 
in the Isle of Wight. The two tests were said to be 
closely comparable, but it was necessary to investigate 
comparability directly. The results are reported 
below. There was one further difference in method 
between the surveys in the two areas. Whereas in the 
IOW study it was possible to test individually all 
children with group reading scores more than 2 S.D. 
below the mean, this was not possible in London 
because of the considerably larger number of such 
children. Аз a result, it was necessary to choose 
children for testing by random selection from within 
the group eligible for individual testing. The implica- 
tions of this intermediate selection process are dis- 
cussed in considering the findings. 


(a) The population studied : 
Of the 2,281 ILB ten-year-old children, 1 1,689 (or 
74.1 per cent) formed the ‘indigenous’ group. They 
were all the children both of whose parents were born 
in Great Britain or Ireland, or combinations thereof, 
together with children who had one parent born in 
Britain and the other parent born on the European 
continent, the U.S.A., Canada, Australia or New 
Zealand. The IOW sample consisted of the total 
population of ten-year-olds with homes on the Isle 
of Wight and who completed tests, 1,142 in number. 


(b)' The screening tests 

In the IOW study (Rutter, Tizard and Whitmore, 
1970) 98.8 per cent of the children were tested on 
the NFER Test NV5 for non-verbal intelligence and 
the Watts-Vernon Test SRr for reading. 99.5 per 
cent of the ILB children were tested on the same 
NV5 intelligence test and on the NFER Test SRA of 
reading. The latter is an expanded version of the SR1 
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which had been used in the Isle of Wight studies. 
The sample of indigenous children was thus 1,689. 
To investigate the comparability of the two 
versions of the reading test, both tests were admini- 
stered to 169 ten-year-olds in four schools not parti- 
cipating in the present study. The tests were admini- 
stered in counterbalanced order to allow for practice 


effects. The results showed that while there was a , 


high correlation over the whole range (г = 0.87) 
there were important differences at the extreme end, 
in the region. of the cut-off point (see Table I). 


TABLE I 
Distribution of scores on the two group reading tests 


Test SR1 
<10 >10 
Test «10 6 о 6 
5КА >10 7 156 163 
12 156 169 


Taking equivalent cut-off points оп the two tests, 
twice as many children were below the cut-off of the 
SR1 as were below the cut-off of the SRA. It is not 
always appreciated that a high correlation between 
two tests does not guarantee that they are equivalent 
at the extremes of range. As the SR1 was used in the © 
IOW survey and the SRA on the ILB survey, it was 
necessary in the London study to take an additional 
group of children with scores just above the SRA 
cut-off in order to provide comparability. 


(c) Groups selected for individual testing 
In the ПВ study there were three groups selected _ 
for individual testing: 

(i) 106 children were selected at random from 
among the indigenous children to form a 
control group. Of these, 105 were actually 
tested individually; the missing child was 
repeatedly absent. 

203 children scored то or less on the SRA 
reading test. This is the point equivalent to 
2 S.D. below the Isle of Wight mean on the 
SR1. A random sample of 112 was selected 
from within the 203 for individual testing. 
180 children scored between 11 and 15 points 
on the SRA test, i.c. just above the Isle of 
Wight cut-off point. 41 of these were selected 

` at random for individual testing to assess the 
effects of using. the revised form of the 
screening test. 


(ii) 


(ш) 
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In the IOW study, two groups were selected: 

(1) 79 children were selected at random as a 
control group; of these 72 were actually 
tested. 

(ii) 70 children were selected on the basis of an 
SR: group reading test score at least 2 S.D. 
below the IOW mean on the test. 


(d) Individual psychological tests 

The children were tested by psychologists all of 
whom were trained and experienced in testing 
children. In both areas, the tests used were the short 
form of the WISG (Wechsler, 1949) and the Neale 
Analysis of Reading Ability (Neale, 1958), which 
provides measures of both the accuracy and the 
comprchension of reading. Е 

All tests were checked by two independent scorers 
to ensure accuracy of scoring. 


RESULTS 
(a) Group testing 
The results on the first stage group tests show 
that the indigenous population in this ILB was 
below the national average on both Non-Verbal 
Intelligence and Reading Attainment (see 
Table II). The respective mean standardized 








Taste П 
- Group test results . 
Total 
mean score 
ILB ro-year-olds i . 
Non-verbal intelligence (NV5) .. 92:3 
Group reading (SRA) .. ; 94-8 
IOW ro-year-olds 
Non-verbal intelligence (NV5) .. 102-0 
Group reading SR.1 vs .. 108-6 





scores are 92 and 95, whereas the expected 
national norm is 100. This finding on the reading 
test is in keeping with the earlier ILEA Literacy 
Survey (ILEA, 1970). However, as judged by 
individual test findings (see below) the group 
IQ test mean is misleadingly low. This is 
probably due to the effects of reading skills even 
on group tests purporting to be non-verbal. 
In contrast, the Isle of Wight ten-year-olds 
tested in 1:964 were marginaly above the 
national norms on the comparable tests (Rutter, 
Tizard and Whitmore, 1970). 


ATTAINMENT AND ADJUSTMENT IN TWO GEOGRAPHICAL AREAS: II. 


(b) Choice of regression equation 

It has been argued that the only satisfactory 
way of identifying children who are under- 
achieving in reading is to employ the statistical 
technique of regression analysis (Thorndike, 
1963; Yule, 1967; Yule, Rutter, Berger and 
Thompson, 1974). Knowing the correlation 
between a predictor variable (in this case the 
Score on an individual intelligence test) and 
the criterion (the score on the reading test), 
one can use a regression formula to predict 
the level of reading expected for each ІО, 
score. The extent to which a child actually 
scores below this predicted level is ап index of 
his degree of under-achievement. . 

In the earlier Isle of Wight studies a multiple 
regression analysis was employed to predict 
reading level from a combination of intelligence 
and chronological age (Yule, 1967). However, in 
that study there was a two-year-age spread, 
whereas in the present study there was only a 
one-year span and there was a zero correlation 
between chronological age and reading skills 
(see "Table IV), making it inappropriate to 
use the earlier equation, which included a 
weighting for age. Accordingly, it was decided 
to use the data from the randomly selected 
‘control’ groups of ten-year-olds in the two 
areas to generate a new single regression equa- 
tion, using only IO, which would be most 
appropriate to the samples studied. 

However, this raised the issue of which 
control group to use to generate the equation. 
Ordinarily, when comparing two sub-samples 
of a broader population a formula would be 
used which was based on the total population 
of which the two sub-samples formed part. 
This would require data on a representative ` 
British population of ten year olds, which were 
not available. The main alternatives were to 
use a sample consisting of a pooling .of the 
‘control’ groups from each area, or to use the one 
control group’ which was closest to national 
norms. Before deciding between these alter- 
natives it was necessary to check how the two 
control groups compared with respect to the 
variables other than reading level which deter- 
mine the regression equation. These are IQ level 
and the correlations between IQ and reading. 

It can be seen from Table III that the groups 
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Tasu ПІ 
Results of the random control. groups 
London Isle of Wight 
“Р test 
Boys Girls 'Total Boys Girls Total between 
—_ totals 
X sp X sp X SD X sD X SD Х SD 
Age (months) 126-78 3:38 126-80 3:66 126-79 3:50 127°47 3°40 126-92 3:64 127:19 3°50 NS. 
WISC total 43:93 8:27 39:60 8:49 41:87 8-61 46:17 8-43 42°64 8-93 44°15 8:97 5 
Neale Accuracy 117:07 19:83 113:6а 16°85 115:43 18:47 123°72 17:62 125:96 15:19 124°47 18:15 3:233 
p<o-ot 
Comprehension 121:04 22°15 108:28 16:34 114:96 20°53 130°53 18:20 125-92 18-06 128-17 18:22 4:499 
p<o-or 


N x 55 50 105 


36 36 72 





did not differ significantly on WISC IQ, 
although the Isle of Wight children were of 
marginally higher intelligence. The ages of the 
children in the two groups were closely com- 
parable, so making it unnecessary to control for 
age. In both groups there was a zero correlation 
between chronological age and reading (and 
also between CA and ІО). The correlation 
between WISC IQ and reading accuracy was 
about 0:53, that between WISC IQ and 
reading comprehension was about 0:60, and 
again the groups did not differ in these. The 
correlation between reading accuracy and 
reading comprehension was exactly the same 
in the two populations, namely, 0:73. It may 
be concluded that it was appropriate to use the 
same regression equation for both samples. 

The reading level differed markedly and 
significantly between the two populations, but 
it would be inappropriate to partial out the 
difference, as this was what was being investi- 
gated. If there were a real difference between 





Taste IV 
Inter-correlations in the control groups 
Variables London IOW Differ- 

r T ence 
Age+WISC total . —o'or —0°05 М.5. 
Age+accuracy .. .. —O'OI o-06 N.S. 
Age--comprehension . 0:08 osor NS. 
WISC-+ accuracy e. 0 0551 0:55 NS. 
WISC-+ comprehension 0:62 0:57 NS. 
Accuracy--comprehension 0:73 0:73 NS. 


IOW and ILB children in specific reading 
retardation it would necessarily lead to a differ- 
ence between the two populations in mean 
reading attainment. Accordingly, it would 
destroy the whole point of the comparisons to 
take differences in reading level into account.* 

There remained the question whether to use 
one ‘control’ group or a pooled ‘control’ group 
to calculate the regression equation. If one 
‘control’ group was markedly deviant that would 
constitute a distorting effect in a pooled group. 
Neither group was atypical in terms of IQ 
reading correlations, so that this would not lead 
to bias. The IOW children were reading at a 
level almost exactly at chronological age level, 
so that no distortion would arise from that 
source. On the other hand, the ILB children 
were reading at well below age level, suggesting 
that they were atypical in that respect. On these 
grounds, it was concluded that the I.O.W. 
group was the more ‘normal’ and was nearer 
to national norms, and hence should constitute 
the sample to be used to calculate the regression 
equations for use in both populations. The 
practical consequences of this decision are 
considered further below. 


(c) Selection of retarded readers 

The equations used in predicting reading 
attainments were: 

* For the same reason it would be inappropriate for 
comparative purposes to calculate separate regression 
equations for each population based on the data from 
cach control group. 


514 


Reading accuracy = 75°33-+(1-11 x IQ?) 
Reading comprehension = 
77°06-+(1°16 x IQ?) 

In both equations ‘IQ’ = Sum of the four 
scaled scores on the short WISC. As in the 
earlier study, a child was classified as having 
specific reading retardation if his observed score 
fell two standard errors of prediction or more 
below his expected score. This amounted to a 
discrepancy of 30 months for both reading 
accuracy and comprehension. These equations 
were then applied to the individual test results 
of all children selected for more intensive 
investigation. 

In all, there were 203 ILB children (12-2 per 
cent) who scored 10 points (raw score) or less 
on the group reading test. This is at a level 
2 S.D. or more below the population mean, 
and is equivalent to the same cut-off point on 
the parallel test used in the earlier Isle of 
Wight studies. In the interests of economy, 
approximately half these children were ran- 
domly selected for individual psychological 
testing. The introduction of this intermediate 
selection procedure inevitably increases the 
error involved in estimating prevalence rates 
as compared with the Isle of Wight study in 
which all poor readers were individually 
tested. 

The steps involved in arriving at prevalence 
estimates are given in Table V. It can be seen 
that of the poor readers selected for individual 
testing 49 boys and 12 girls turned out to have 
severe specific reading retardation in that their 
scores on either the Accuracy or Comprehension 
scales on the Neale Test fell 30 months or more 
below those predicted on the regression equa- 
tions. This is equivalent to a minimal prevalence 
rate of 9:9 per cent in boys, 3-1 per cent in girls 
and 6:6 per cent overall when only a group 
reading test is used for initial screening. 

When the earlier IOW results were re- 
analysed so that only children who did badly 
on the group reading test were included in the 
specific reading retardation group, a minimal 
prevalence of 2:9 per cent was obtained (see 
Table V). Thus it is clear that the prevalence of 
specific reading retardation is at least twice as 
high in the inner London borough as on the 
Isle of Wight. 
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TABLE V 
Prevalence estimates of severe reading retardation 

















Boys Girls All 
ILB 10-year-olds 
A. SRA < 10 
N 145 58 203 
% 169% 72% 122% 
No. tested individ. e 84 28 112 
Sampling factor 2 1773 2:07 — 
No. found retarded .. 49 12 61 
Corrected prevalence .. 9:87% 3:10% 6:60% 
B. SRA 11-15 
N .. 93 87 180 
% .. 10:8% 10:996 10:89, 
No. tested individ. -. I9 22 41 
Sampling factor 4'89 — 3:95 — 
No. found retarded 8 4 12 
Corrected prevalence .. 4°55% 1:97% 3:31% 
С. 
Sum of corrected 
prevalence .. .. 14+44% 51% 99% 
Total population tested 
on SRA ne .. 859 Вот 1,660 
TOW ten-year-olds 
SR1 < 10 


N 


% 
No. found retarded 


TEE 21 70 
.. 861% 3:66% 6-13% 
p.27 6 

Prevalence 


33 
-. 4°75% 17059 2:89% 


No. found retarded 
5 6 II 
from other sources 
"Total corrected 
prevalence .. .. 5°62% 2'09% 3:85% 
Total population tested 569 573 1,142 





In the earlier IOW studies, it was found that 
whilst the group reading test was the best 
single screening instrument, it was far from 
perfect. Many children picked up on other 
measures were found to be retarded readers. 
Even then it was recognized that some children 
were missed, so that all estimates could only be 
regarded as minimal. , 

In the present ILB study, the aims were more 
restricted, and so fewer other groups were 
identified. This inevitably reduces the likelihood 
of identifying retarded readers by other means. 

Because the present group reading test was 
not identical to that used in the Isle of Wight 
study, a further group of children scoring around 
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the cut-off point, was selected for individual 
testing. There were 180 children (10:7 per cent 
of the indigenous population) who had raw 
scores of 11 to 15 on the SRA group reading 
test, and 41 of these were selected for individual 
testing. When the regression equations were 
applied to these results, a further 8 ‘boys and 4 
girls were identified as retarded readers. Those 
children represent an additional 3-3 per cent 
of the population who are retarded readers. 
Thus the minimal overall prevalence estimate 
of specific reading retardation in the ILB is 
9*9 per cent overall. The equivalent figure for 
the IOW (including children selected using 
group tests other than reading) was 3:9 per 
cent, again confirming the higher prevalence of 
reading retardation in London. s 


(d) Prevalence of severe reading backwardness 

So far, the prevalence of specific reading 
retardation only has been discussed. These are 
the children with severe degrees of under- 
achievement. However, there is a larger group 
of children who also give rise to educational 
concern: these are the children who are 
generally backward at reading irrespective of 
their intelligence. 

Severereading backwardness was defined in the 
earlier Isle of Wight studies as a level of attain- 
ment on either the Accuracy or Comprehension 
of Reading sub-tests on the Neale test which 
was at a level 28 months or more below chrono- 
logical age level. Since this definition does not 
involve the same difficulties in applying it 
across groups, it was used to identify the severely 
backward readers in the ILB sample. The 
comparative figures for the two populations are 
given in Table VI. 

It can be seen that in the ILB 22 per cent of 
boys and 15 per cent of girls were reading at 
this low level. This compares with 11 per cent 
of boys and 6 per cent of girls in the IOW. 
Again, it will be recalled that in the IOW 
study the group reading test was not a perfect 
screening instrument, so that all of these pre- 
valence figures must be regarded as minimal 
estimates. It can be safely concluded, however, 
that about one child in five in the ILB schools 
at the age of ten is reading at below the 7 year 
8 month level. 
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Taste VI 


Prevalence estimates of reading backwardness defined as 28 m. 
or more backward on either accuracy or 


Boys Girls All 
ILB ro-year-olds 
A. SRA < 10 
- N <4 145 58 203 
Nomen |, ES ес 
о. tested in Eo. 2 II2 
Sampling factor .. 1°73 2:07 — 
No. found backward .. 79 28 — 
Corrected prevalence ..15:9196 7°24% 11:73% 
B. SRA 11-15, 
.. 93 87 180 
TP . m3 .. 10-8% 10:9% 10:8% 
o. tested indivi 2.719 22 41 
Sampling factor .. 4°89 3°95 — 
No. found backward .. 1 17 — 
Corrected prevalence .. 6:26% 8:38% 7:29% 
C. 
Sum of corrected 
prevalence .. 22:295 15:695 19:095 
Total popolation tested : 
on SRA . 859 Вог 1,660 
IOW 10-year-olds 
SR1 < 10 
N “> 21 70 
аваа бн я 
о. found Ба m I 2 
Ne nct 8: E 2:79% 5°43% 
о. oun: om otner 
sources — < .. S OTA 19 33 
Total corrected 
prevalence .. . 10*5% 6-1% 7 8:396 
Total population tested. 569 573 1,142 


(e) Validity of findings and characteristics of retarded 
readers ` 

It is necessary next to consider the validity of 
the difference in rate of reading retardation 
found between ILB and IOW children. 

The IOW children considered in the com- 
parison were ten-year-olds. These constituted 
just over half the two-year-age cohort studied 
more intensively in the past and followed up to 


| age 14 years. Extensive information is available 


on this larger group which provides firm 
evidence for the validity of the designation of 
specific reading retardation (Yule, 1973; Yule, 
Rutter, Berger and Thompson, 1974; Rutter and 
Yule, 1973 and 1974). Firstly, the children with 
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specific reading retardation differed from those 
with general reading backwardness (i.e. an 
attainment in reading much below age level 
without taking mental age into account) in terms 
of sex ratio, neurological correlates, develop- 
mental characteristics and educational prog- 
nosis. Secondly, the children with reading 
retardation at age то were still profoundly 
retarded in reading at age 14 so that the finding 
of under-achievement was predictive of a 
persisting educational handicap. 

Did the designation of specific reading re- 
tardation in the ILB children mean the same 


thing? 'This may be approached first by 
considering their psychometric characteristics, 
which are shown in Table VII. 
From Table VII, it can be seen that the 73 
retarded readers in the ILB scored somewhat 
lower on the short form of the WISC than 
did the random control group (t = 2:378, 
p « 0:05) However, their equivalent full 
scale IQ is approximately 99, so that they are 
still near the middle of the average range. The 
IQ findings for the IOW retarded readers were 
closely similar (Rutter, Tizard and Whitmore, 


1970). = 











TABLE УП 
Individual test results of retarded readers 
кааш retarded Controls 
Man (BD j Mean (S.D.) | 
ILB 10-year-olds 
Age (months) 125.88 2 126-79 (3-50) 
Short WISC (sum of 4 scaled scores) 38:90 (7:90 41:87 (3-61) 
Sum of 2 verbal scores : 17:97 A 20°47 (4°41) 
Sum of 2 performance scores 20°95 (4°65 21°40 a 
Neale accuracy (months) . 84°75 (8:29) II5*4. d 
Neale comprehension (months) 85-25 (8-70 114*96 (20°53) 
No. of cases .. 73 I05 
IOW ro-year-olds 
Age (months) 12748 22 127-19 (8:50) 
Short WISC (sum of 4 scaled d scores) 40°52 (8-72 44°15 (8-97) 
Sum of 2 verbal scores i 19-09 (5:26) 22:69 (5-08) 
Sum of 2 performance scores 21:43 es 21:46 (5:29) 
Neale accuracy (months) .. 87-00 (8:60 124°47 ns 15) 
Neale comprehension (months) 89-02 (12°44) 128-17 (18-22) 
No. of cases .. 44 72 
Taste VIII 
Distribution af WISC Verbal-Performance Discrepancies 
V>P V=P У<Р TotalN. 
9 5-8 - i 5-8 9+ 
% % % % % 6 % 
о асады 
Contro 8-3 13°9 31:9 8:3 27: 6:9 8 72 
СИНЕЕ 2:3 grt 15°9 gti 31.8 20°5 11:4 44 
ILB ten-year-olds А 
Controls is .. $88 14°3 25:7 6:7 24:8 16:2 8-6 105 
Reading-retarded 0-0 41 28-8 5:5 20:6 30.1 10:8 73 
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The 12 children who were identified from the 
above-cut-off area were of marginally higher 
IQ and considerably higher reading age than 
the 6r identified from the lowest group. This 
suggests that our screening methods may have 
missed some much brighter under-achievers.* 
Had they been identified, they would have 
served to raise the mean IQ of the group, and 
so it can be safely concluded that as a group 
children with severe specific reading retardation 
are of roughly average intelligence. 

Despite this, as a group the 73 children were 
reading at only 7 year 1 month level—some 
3 years 5 months behind their chronological 
age. By any standard, such severe levels of 
reading backwardness must pose considerable 
difficulties both for the pupils and their teachers 
in the classroom setting. 

One of the cognitive features associated with 
reading retardation on the Isle of Wight was 
a verbal IQ score which was lower than the 
performance IQ score, and an excess of children 
with marked verbal-performance discrepancies 
in the negative direction. Thus, in the IOW 
ten-year-old retarded readers (Table VIT), 
the mean verbal factor score was significantly 
below the mean performance factor score 
(t = 3:05; p < o-o1). In the controls, the 
disparity was in the other direction, the 
difference just reaching significance (t — 2-09; 
р < 0:05). In the ILB controls the verbal and 
performance factor scores did not differ to a 
significant extent. But in the ILB retarded 
readers, as on the IOW, there was again a 
significantly lower verbal IQ (t = 4:55; 
P < о-оо). As shown in Table VIII, the 
findings in the two areas regarding verbal- 
performance discrepancies were also similar. 
On the IOW, 32 per cent of reading retarded 
children had a negative discrepancy of 5 or 
greater, compared with 10 per cent of controls. 


* In fact it follows from the method of selection that 
some under-achieving children of high intelligence must 
have been missed. In that the stage 1 selection specified 
the need for а low group reading test score in absolute 
terms, it follows that high IQ children must have had a 
more severe degree of under-achievement in order to be 
selected. As a result the mean IQ of the children with 
specific reading retardation is almost certainly an under- 


. estimate, 
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In the ILB, the comparable figures were 41 per 
cent and 25 per cent. 

While the psychometric characteristics of the 
reading-retarded children in the two areas were 
closely comparable, it is still possible that the 
significance of the designation of reading retar- 
dation had a different meaning in the ILB 
children. That the children were severely 
retarded in reading was not in doubt, but it 
could be that it had less specificity than was the 
case in the IOW. If this were so, the ILB 
reading-retarded children should have been 
more like children with general reading back- 
wardness than were the IOW reading-retarded 
children. Neurological correlates and develop- 
mental characteristics at follow-up were not 
available for the ILB group, but the sex ratio 
was. In the earlier study of IOW children 
(Rutter and Yule, 1973) this was one of the 
characteristics which most clearly differentiated 
reading-retarded and reading-backward chil- 
dren. For reading retardation the sex ratio was 
3:3 boys to 1 girl, whereas for reading back- 
wardness it was only 1:3 to 1. 

This comparison could readily be replicated 
in thee ILB study. Among the 73 reading- 
retarded children the sex ratio was 3-6 to 1 in 
favour of boys, as it was in the IOW group. In 
contrast, among the reading backward children 
it was only 1-4 to І, again in keeping with the 
IOW figures. In short, in terms of sex ratio, 
the ILB reading-retarded children were just as 
different from the ILB  reading-backward 
children as was the case on the IOW. The 
finding strongly suggests that the designation 
of specific reading retardation in London means 
the same as it did on the IOW. 

This in itself provides some justification for 
using the methods we did to calculate the 
prevalence of specific reading retardation in 
the two areas. However, it is appropriate also 
to consider the consequences if instead we had 
used a pooled control group to calculate the 
regression equation. Because of the much lower 
reading levels in the ILB group, the main 
effect is to depress the level of expected reading 
and hence to reduce the number of children 
designated as having specific reading retarda- 
tion. This makes little difference to the com- 
parison between the ILB and IOW, as the 
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ratio between their prevalence rates remains 
much the same, but it greatly reduces the rates 
in both areas. It has already been argued that 
the higher rates are valid, so that these lower 
rates are likely to greatly underestimate the 
extent of the problems in both areas. For this 
reason, the original method is regarded as 
more valid; but it should be noted that with 
either method the prevalence of specific reading 
retardation is much higher in ILB children. 


(Ғ) Overlap with psychiatric disorder 

The introduction of an intermediate stage 
in selecting children for further examination in 
the ILB study, together with the inability to 
interview the parents of all children so examined, 
precludes any detailed study of the overlap 
between reading retardation and psychiatric 
disorder. However, in one subsidiary study 
(Sturge, 1972) it was found that reading- 
retarded boys had a rate of conduct disorder 
well above the general population, confirming 
the earlier IOW findings (Rutter, Tizard and 
Whitmore, 1970). 

The overlap between a high teacher’s ques- 


tionnaire score and reading retardation may be, 


compared directly between the two samples. It 
was found in the ILB that 49:1 per cent of the 
boys and 31-2 per cent of the girls with specific 
reading retardation scored above 9 points on the 
B-scale. This compares with 24:5 per cent boys 
and 13:2 per cent girls scoring at this level in 
the total indigenous ILB population. On the 
IOW, 35 :о per cent of the boys and 14-3 per 
cent of the girls with reading retardation had 
scores above 9, compared with 7-9 per cent of 
the boys and 5:4 per cent of the girls in the 
general population. Thus in beth populations 
there was a strong tendency for the reading- 
retarded children to have a high rate of beha- 
vioural difficulties at school. 


Discussion 

Using the same two-stage epidemiological 
approach and employing comparable group 
tests and identical individual psychological 
tests, it has been found that the rate of reading 
difficulties in London ten-year-olds is more 
than double that in Isle of Wight ten-year-olds. 
This finding is in keeping with previous studies 
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showing that inner city children tend to have 
low rates of scholastic attainment (Eisenberg, 
1966). However, the present investigation 
constitutes an advance on earlier work in show- 
ing, through the use of regression techniques, 
that inner city children still have an unduly 
high rate of reading problems even after the 
effects of intelligence have been partialled out. 
In short, in London there are high rates of both 
specific reading retardation and general reading 
backwardness. This has important implications 
for services, and certainly the planning of 
educational provisions in the ILEA area will 
have to take into account the high prevalence 
of severe reading difficulties. Nevertheless, an 
adequate answer to the problem demands not 
only knowledge of regional differences in rates 
of reading difficulties but also an understanding 
of the possible reasons for these difficulties. 
These are considered in the third paper report- 
ing the London-Isle of Wight comparative 
studies (Rutter et al., 1975b). 


SUMMARY 


Specific reading retardation was found to 
occur in a minimum of 9:9 per cent of ten- 
year-old ‘indigenous’ children in one inner 
London borough. This rate was nearly three 
times that (3:9 per cent) in Isle of Wight 
children. There was a comparably higher rate 
of general reading backwardness in London 
(19-0 per cent us 8:3 per cent). Since the 
same epidemiological methods were followed in 
the two areas, and since the reading-retarded 
children had similar psychological charac- 
teristics in both cases, it is concluded that there 
is a real difference between London and the 
Isle of Wight in the prevalence of reading 
retardation and of reading backwardness. 
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Attainment and Adjustment in Two Geographical Aves 


III—Some Factors Accounting for Area Differences 


By MICHAEL RUTTER, BRIDGET YULE, DAVID QUINTON, OLWEN ROWLANDS, . 
WILLIAM YULE and MICHAEL BERGER 


INTRODUCTION 


e differences have been found between 
the Isle of Wight (IOW) and a (former) inner 
London borough (ILB) with respect to the 
rates of emotional (neurotic) disorders, con- 
duct disorders and specific reading retardation 
in ten-year-old boys and girls (Rutter ei al., 
1975; Berger ei al., 1975). This paper presents 
prelimi considerations on possible reasons 
for these differences. Any explanation must 
account for the fact that the differences in the 
rates apply to three rather disparate disorders. 
The epidemiological characteristics and psycho- 
social correlates of emotional disorders in 
childhood differ quite markedly from those of 
conduct disorders, and it appears highly likely 
that the causes of the two disorders are different 
(Rutter, 1965, 1970a; Rutter, Tizard and 
Whitmore, 1970). Although specific reading 
retardation overlaps markedly with conduct 
disorders, to a considerable extent it seems to 
have a separate set of aetiological influences 
(Rutter and Yule, 1973). Furthermore, there is 
little association between specific reading re- 
tardation and emotional disorder in childhood. 
It is also notable that the higher rates of dis- 
order in London compared with the Isle of 
Wight apply just as much to girls as to boys, 
in spite of the marked differences between the 
two sexes in the correlates of psychiatric disorder 


(Rutter, 1970b). 


ECOLOGICAL CORRELATIONS 
There is a long tradition of ecological research 
in which the variations between areas in the 
rate of some indicator are related to the differing 
characteristics of the areas. The usual procedure 
is to produce some form of ‘ecological correla- 
tion’ between the indicator and the area charac- 
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teristic. Thus, Burt (1925) examining the 
variations between 29 London boroughs pro- 
duced a correlation of +0:77 between over- 
crowding and delinquency, and Wallis and 
Maliphant (1967), studying the same boroughs, 
produced a correlation of -+0-38 between 
population density and delinquency. Tradi- 
tionally, such correlations have been used to 
draw conclusions about both the genesis of 
delinquency in an individual person and the 
reasons why areas differ in their rate of 
delinquency. . 

However, there are two drawbacks to this 
approach. In the first place, as Robinson (1950) 
showed most elegantly, ecological correlations 
and individual correlations do not necessarily 
run in parallel and may even point in opposite 
directions. The reason is that the ecological 
correlation depends upon marginal totals, 
whereas the individual correlation depends upon 
internal cell frequencies. As a result, the two 
will only be equal when the average within- 
areas individual correlation is not less than the 
total individual correlation. In short, the more 
homogeneous the areas used in the ecological 
correlation the more the correlation will be 
misleadingly inflated. As a consequence, before 
drawing conclusions from ecological correla- 
tions it is. necessary to know the within-area 
correlation. 

The second problem is that the data used to 
obtain ecological correlations do not necessarily 
refer to the same population as those used to 
obtain individual correlations. For example, the 
census data used in ecological studies of delin- 
quency to produce correlations with overcrowd- 
ing or poverty may refer to a different age-group. 
The overcrowding figures may be largely based 
on the proportion of young children and the 
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poverty figures on old people, whereas the 
delinquency statistics refer to teenagers. If 
ecological and individual correlations are to be 
“equated it is therefore necessary for the data to 
refer to the same population. 

This difference between ecological and indi- 
vidual correlations is of more than academic 
interest, as actual studies have shown the 
practical effects of the drawbacks noted above. 
For example, Wallis and Maliphant (1967) found 
that there was a significant negative ecological 
correlation between delinquency and divorce 
rates, in spite of the fact that within the same 
population individual delinquents tended to 
come from broken homes, as has been found 
in'numerous other studies (West, 1967). 

Of course, there may also be an interest in 
area influences which act in a different way, in 
which case no relationship between ecological 
and individual correlations need be expected. 
Thus, it could be suggested that delinquency 
might be in part a consequence of living in a 
poverty area, although low personal income 
might not be associated with individual delin- 
quency. In this case, the influence is thought of 
in terms of its effect оп community life and 
attitudes rather than in terms of personal 
burdens. For this purpose, census statistics on 
the total population rather than on the age 
group at risk foh delinquency would be appro- 
priate. 


METHODS 
(a) Strategy 
This paper concentrates on personal burdens 
rather than on neighbourhood variables (which will 
be reported elsewhere). In order to deal with the 
problems inherent in ecological correlations, two 
precautions were taken: 
(i) within-area associations were obtained before 
proceeding to between-area associations; 


(ii) the data on area characteristics were obtained . 


from exactly the same population used in 
calculating within-area associations. 

In order to find out why the rates of psychiatric 
disorder and of specific reading retardation differed 
so markedly between London and the Isle of Wight, 
a two-stage strategy was followed. The first stage was 
to identify which factors were associated with disorder 
within the inner London borough (ILB) and within the 
Isle of Wight (IOW). T'he second stage was to deter- 


mine if there were differences between the ILB and the 
IOW with respect to those same adverse influences 
associated with disorder within the two populations. 
The argument was that where the two comparisons 
gave similar results it was likely that the variables 
played a part in determining the higher rate of 
disorder in London. 


(b) Groups 

In order to identify the factors associated with 
psychiatric disorder within each population, the 
psychiatric disorder group in each area was com- 
pared with the randomly chosen ‘control’ group from 
the same area. The children with psychiatric disorder 
were those whose teacher’s questionnaire score was 
g or above, and who showed a psychiatric disorder 
with impairment, on the information obtained at the 
parental interview. The control group as first chosen 
necessarily included by chance some children with 
psychiatric disorder. In order that the same children 
should not be in both groups, those overlap children 
with a teacher questionnaire score of 9+ and/or 
psychiatric disorder at interview were left out of the 
control group for the purposes of'comparison with 
the psychiatric disorder children. 

For the second stage, in which the general popula- 
tions of the two areas were compared, the two 
randomly chosen control groups (with no exclusions) 
were used. 

In this part of the study, the focus was on psychia- 
tric disorder rather than specific reading retardation, 
and, with the exception of the schools analysis (see 
below), nó study was made of family and social 
variables associated with reading difficulties. How- 
ever, some study of these was made in two associated 
investigations (Rutter, Tizard and Whitmore, 1970; 
Sturge, 1972) and mention will be made of their 
findings where relevant. 


(с) Measures 

Data on family and social Sirasi were 
primarily. obtained by parental interview, using a 
non-schedule standardized interview of known 
reliability (Brown and Rutter, 1966; Rutter and 
Brown, 1966). Information about family events and 
activities were-obtained by a detailed and flexible 
cross-examination about actual happenings during 
the last three months. Specific frequencies and 
descriptions were sought rather than general ratings, 
and emphasis was laid on using a number of different 
approaches to the same activity. A method of pro- 
viding a set to recall specific details rather than 
meaningful wholes was used to divest events as far as 
possible of their emotional eens ке 19бо), 
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between the events and how the informants felt about 
them. 

Feelings and attitudes were assessed differently, 
using the interview as a standard stimulus to elicit 
emotions. Informants were encouraged to express their 
feelings about family life and about other family 
members, but this was largely done by the form and 
style of the interview rather than by sct questions, as 


earlier work suggested the importance of spontaneous ` 


comment. The content of what was said was taken 
into account in the recognition of feelings and 
emotions, but more emphasis was laid on the way 
things were said. Interviewers were trained to recog- 
nize emotions by observing differences in the speed, 
pitch and intensity of speech. To a lesser extent facial 
expression and gesture were taken into account. 

In addition, а number of summary scales were used 
which were not closely tied to any single section of the 
interview and for which the interviewer had to make 
a judgement taking into account all types of material 
—expressed feelings, reported feelings, events, activi- 
ties and style of reported interaction in the home. 

Each interview took two to three hours, including 
the section on the child's psychiatric state which was 
used to make a diagnosis. The interview involved а 
wide range of skills and techniques, and particular 
attention was paid to the training of interviewers 
before they participated in the study. Training 
continued until the appropriate standard had been 
reached (this took about 3 months) and during the 
course of the study a variety of checks were used to 
ensure that standards were maintained. ~ 

In the great majority of cases the interview was with 
the person acting as mother to the child, but in some 
cases the interview had to be with both parents 
jointly. The father was seen for a briefer interview 
(of about half an hour), and both parents completed 
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a ‘malaise’ inventory (Rutter, Tizard and Whitmore, 
1970). 


RESULTS 
1. Within-area comparisons 
In searching for factors associated vid 
psychiatric disorder, four groups of variables 
were considered —family disturbance, parental 
deviance, social circumstances and school 
characteristics. Table I gives findings with 
respect to the first group. ' 


(a) Family disturbance 

In both the IOW and the ILB the marriage 
rating was significantly higher (‘worse’) in the 
families where the ten-year-old child showed 
psychiatric disorder, the mean being about 3 
compared with a mean of about 2 in the families 
of ‘normal’ children. The difference between the 
group was most marked in the case of severe 
marital discord (ratings of 4, 5 or 6) on the ‘a’ 
dimension (see below), which was present in 
less than one in 20 normal families compared 
with a rate of 18-27 per cent in families where 
the child showed disorder. 

i is a summary rating on a 6-point 
scale* made by the interviewer on the basis of 
an overall judgement taking into account the 
amount of expressed affection and concern, the 


* In the 1966 paper (Rutter and Brown, 1966) a 
four-point scale was used but subsequently the two middle 
points were split into two to make a six-point scale. 
Re-examination showed the revised’ scale to be equally 
reliable. 


TABLE I 
Family disturbance and child psychiatric disorder 


IOW children ILB children 
Psychiatric Psychiatric 
"Normal disorder *Normal' disorder 
(0285) (n—37 (n=63) (а = 64) 
Mean marriage rating 1:9 2-8*** 2°3 30%" 
Severe marital discord 2:799  17°9%* 50%  26:5%** 
Children been ‘in care’ 2:496 16:29* 1:609  18-7%**, 
Children not living with both ‘natural ‘parents 17:696 25:795 7:996 23:496 
* р < 0:05 *** p < о-оо! 
* p « осоп 


N.B. In this and all other tables the ‘n’ given is total ‘n’. The ‘n’ for individual items may sometimes be lower 
because the item is inapplicable or because data are missing. Thus, the ‘n’ for marital discord will be less than 


the total *n' 


because it does not apply to single parent families. 
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degree of dissatisfaction in each area of marriage, 
the frequency and severity of quarrelling and 
bickering, the presence of tension, and a variety 
of other facets of the relationship, such as com- 
munication between husband and wife and 
shared leisure activities. Inter-rater reliability 
of the measure was high (r = 0°82), and the 
agreement between independent ratings by 
separate interviewers each of whom saw only 
the husband or only the wife was equally high 
(Rutter and Brown, 1966). 

Ratings on the scale are split according to 
two dimensions: an ‘a’ dimension which reflects 
discord, tension and hostility at the ‘worse’ 
end of the scale, and a ‘b’ dimension which 
reflects apathy and indifference at the ‘worse’ 
end. The association with child psychiatric 
disorder was most evident on the ‘a’ dimension, 
showing the importance in this connection, of 
unhappy, disruptive, quarrelsome homes. 

The proportion of children admitted ‘into 
care’ and placed i in Children’s Homes or with 
foster families is another index of family 
discord, as family difficulties are a common 
antecedent of this occurrence. Children admitted 
to short-term as well as to long-term care 
frequently come from and return to disturbed 
families (Schaffer and Schaffer, 1968; Wolkind 
and Rutter, 1973). Among the children with 
psychiatric disorder, 16-19 per cent had spent 
at least one continuous week in a Children’s 
Home or foster family at some time in their life, 
compared with only about 2 per cent of normal 
children. s 

Family discord probably also explains why a 
‘broken’ home was associated with child 
psychiatric disorder in the ILB children. Nearly 
a quarter of those with psychiatric disorder were 
not living with both their natural parents (i.e. 
they were with one parent only or with step- 
parents or the like), compared with 8 per cent of 
normal children. Interestingly, this association 
did not hold on the IOW to the same extent. 
Previous research into broken homes (Rutter, 

'1971) suggested that the reasons might lie in 
differences between the two areas with respect 
to either the causes of break or the characteristics 
of the child's home afterwards. In fact, both 
proved to be the case. Table II shows the 
findings with respect to ‘broken homes’ in both 


areas (including all children in this situation, 
not only the ‘normal’ and psychiatric disorder 
children). 


TABLE П 


Current marital status of parents of children not living 
with both natural parents 





IOW ILB 
One parent home .. 20 32 
Parents remarried .. 17(45:9%) 6(15:89%)* 
Of those married: 
‘Good’ marriage .. 13 3 
‘Poor’ marriage 2(13°3%) 3 (50°0%) 
Total ..  .. 15 6 





(+2 not known) 
* p< 0:02 


In the IOW rather more children than in 
London were not with both natural parents 
because of adoption or the death of one parent 
(32°4 per cent as against 21-1 per cent), though 
the difference fell well short of significance. 
However, the current marital situation of 
the parents differed even more strikingly 
between the IOW and the ILB. On the IOW 
nearly half the parents had married again, 
compared with only a sixth in the ILB. As a 
result, many more London children were living 
in one-parent families, usually with an un- 
supported mother. Even among the parents who 
had remarried the situation was very different 
in the two areas. On the IOW most of the 
marriages were happy and harmonious, only 
I3:3 per cent being rated 4, 5 or 6 on the 
marriage scale. In London half the marriages 
were rated 4, 5 or 6, indicating considerable 
disharmony. In short, a ‘broken home’ meant 
something quite different in the two areas. 

None of the measures of family disturbance 
examined in either the London study (Sturge, 
1972) or the Isle of Wight study (Rutter, 
Tizard and Whitmore, 1970) was associated 
with specific reading retardation. 


(b) Parental deviance 

The next set of variables, shown in Table III, 
concerns various forms of parental deviance. 
Psychiatric disorder in the parents was rated 
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Taste III 
Parental deviance and child psychiatric disorder 


"Psychiatric disorder, mother .. 
Mean *malaise' score, mother 
Mean ‘malaise’ score, father .. 
Father been in prison | 
Father any offence 








IOW children ILB children 
Psychiatric Psychiatric 
‘Normal’ disorder *Normal disorder 
(а = 85) (a = 37) (о = 63) (а = 64) 
6-0%  50-0%*** 29:6% 390% 
2:7 7:6*** 3:7 5:8** 
2:0 : 2:6 3-1 4'0 
1:3% 6:5% 7:0% — 20:096 
12:596 29:09 24'196 — 47:975" 


* р < 0:05 
** р < 0-01 
*** p < 0-001 


on the basis of systematic questioning about 
neurotic and depressive symptomatology, to- 
gether with their associated somatic manifesta- 
tions (disturbances of sleep, appetite, etc.), 
during the three months previous to the 
interview. Whenever a positive answer was 
given to any of the screening questions a much 
more detailed enquiry was made about the 
severity, frequency, timing and nature of the 
symptoms and about the extent of social impair- 
ment. For psychiatric disorder to be rated as 
present there must have been symptoms of a 
kind and severity such as to indicate psychiatric 
disorder, and there must have been social im- 
pairment for at least two consecutive weeks 
during the last three months. 

Psychiatric disorder in the mother (but not 
the father) was strongly associated with child 
psychiatric disorder on the IOW. The maternal 
disorders were mainly neurotic or depressive. 
‘The same association was not found in the 
ILB, largely because of the.very high rate 
of psychiatric conditions in the mothers of 
‘normal’ children. However, when scores on 
the ‘malaise inventory’ were considered the 
mean score of both groups of mothers of children 
with psychiatric disorder was considerably 
and significantly above that of both 
groups of mothers of ‘normal’ children. The 
‘malaise inventory’ is a 24-item questionnaire 
tapping neurotic and psychosomatic symptoms. 
Scores on the questionnaire have been shown to 
discriminate neurotic disorders in adults, both 
in hospital and in general population groups 


(Rutter and Chadwick, in preparation; Rutter, 
Tizard and Whitmore, 1970). In both the 
IOW and ILB samples there was a similar 
tendency for the father's ‘malaise’ score to be 
higher in the case of children with psychiatric 
disorder, but the differences fell short of the 
5 per cent level of statistical significance. 

In both populations, antisocial behaviour in 
the fathers was associated with disorder in the 
children. In the IOW, 7 per cent of the fathers 
of disordered children had been in prison at 
some time, compared with only 1 per cent 
of the fathers of ‘normal’ children; in the ILB 
the comparable figures were 20 per cent and 
7 per cent. When any offences against the law 
(both trivial and major) are considered the 
differences are similar, but the proportions are 
much higher in all groups. On the IOW 29 per 
cent of fathers in the child psychiatric disorder 
group had committed some offence, compared 
with 13 per cent of fathers of ‘normals’; in the 
ILB the comparable figures were 47 per cent 
and 24 per cent, the last difference being 
significant at the 5 per cent level. 

In the earlier study of specific reading retarda- 
tion on the Isle of Wight none of these variables 
was considered. In the London study (Sturge, 
1972) only psychiatric disorder in the mother 
was associated with reading retardation in the* 
children. 

(c) Social circumstances 


The third set of variables, shown in Table IV, 
concerns the children's social and family 
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Tase IV 
Social circumstances and child psychiatric disorder 








' 


Four or more children in household .. 
Five or more children born to mother 
Person/room ratio over 1 Я А 
Father has unskilled/semi-skilled job 
Family own their home aa : 
Council housing 


IOW children ILB children 
Psychiatric Psychiatric 
‘Normal’ disorder ‘Normal’ disorder 
(a =85) (а = 37) (п = 53) (n = 64) 
% % % % 
12:9 g5:1** 33:3 971 
14°3 22:2 15:9 34:9* 
18'1 32:4* 47:6 51:6 
41 30:6 19°4 45:2** 
59:5 40:5 22.2 14:8 
25:0 51:4** 62:0 78:6 


* р < 0:05 
** p < 0-01 


circumstances. In both the IOW ара ПВ, 
large family size was found to be associated with 
child psychiatric disorder, but the pattern of 
association was somewhat different in the two 
areas. On the IOW the main difference between 
the psychiatric disorder and ‘normal’ groups 
concerned families with four or more children. 
These children were usually still living in the 
household, and the same association held for 
overcrowding (defined in terms of more than 
one person per room useable for living, i.e. bed- 
rooms, living rooms and dining rooms of any 
kind were counted, but bathrooms and toilets 
were not included). Very large families of 
five or more children were somewhat commoner 
among the IOW reading-retarded children than 
among the ‘normals’, but the difference was not 
as marked as when a 4+ cut-off point was used. 
In the ILB, on the other hand, families of four 
or more children were quite common even in the 
general population, and it was only when fami- 
lies of at least five children were considered 
that there was a difference between the ‘normal’ 
and ‘psychiatric disorder’ groups. Overcrowding 
was very common generally in the ILB, and this 
variable did not differentiate the child psychia- 
tric disorder group. 

In both populations child psychiatric disorder 
was more common when the father had a 
labouring or semi-skilled manual job, but 
because of the smaller sample size on the IOW 
the differences only reached significance in the 
‚ ILB. There was a tendency in both areas for 


2a 


fewer of the families of disordered children to 
own their own home, but the difference fell 
well short of significance. Fewer families of 
‘normal’ children lived in houses rented from 
the local authority; this difference was statistic- 
ally significant in the case of IOW children. 

In both the IOW and ILB large family size 
was significantly associated with specific reading 
retardation, the association being stronger on 
the Isle of Wight (Rutter, Tizard and Whit- 
more, 1970; Sturge, 1972). As with the associa- 
tion with child psychiatric disorders, the 
differentiation lay at 4+ children in the IOW 
and 5+ in the ILB. In neither area was specific 
reading retardation associated with unskilled 
occupations for the father, but in both there was 
a tendency for reading retardation to be less 
common in the families of non-manual workers 
holding clerical, managerial or professional jobs. 

Up to this point, family and social variables 
have been considered in relation to child 
psychiatric disorder as diagnosed on the basis 
of the parental interview. This measure was 
used because it provided the best available 
assessment of disorder in the child. However, it 
has the disadvantage that the family and social 
variables were assessed from the same parental 
interview. Although the ratings were made 
separately according to a predetermined set of 
rules, and although every effort was made to 
ensure that the ratings were independent, 
nevertheless the opportunity for bias existed. 
Accordingly, the findings were re-examined 
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using the teacher’s questionnaire as the sole 
measure of behavioural deviance in the child. 
As the teachers were unaware of our family 
ratings, and as the interviewers were unaware 
of the теасһегз questionnaire scores, this 
allowed the associations to be examined on the 
basis of entirely independent information free 
of criterion contamination. In doing this we 
were using a measure of the children’s behaviour 
outside the situation (i.e. the home) where most 
of the adverse influences were operative. This 
means that the test of factors associated with 
` deviance is a harsh one which certainly under- 
estimates the effect of family influences on 
children's behaviour. Nevertheless, the pattern 
of associations was closely similar. Table V 
summarizes the findings by noting which 
associations were statistically significant com- 
pared to those using the diagnosis of child 
psychiatric disorder based on the parental 
interview. 

Even when the differences failed to reach the 
5 per cent level of statistical significance, the 
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pattern was usually similar. For example, in 
the ILB group severe marital discord was present 
in 14:7 per cent of the families of non-deviant 
children as against 26:5 per cent of the deviant. 
The mean malaise score of the mothers of non- 
deviant children was 4:2, compared to 5:0 
for the mothers of deviant children; 23:1 per 
cent of the fathers of non-deviant children had 
unskiled or semi-skilled jobs compared with 
32-4 per cent of the fathers of deviant children. 
It may be concluded that in both populations 
the family, parental and social variables asso- 
ciated with deviance and disorder in the children 
were probably valid findings, not explicable in 
terms of interviewer bias. 


(d) School characteristics 

'The fourth set of variables concerns school 
characteristics, the data for which were obtained 
from the local authorities of the two areas. In 
each case the schools were divided into those in 
the top, middle, and lowest thirds on each of 
the characteristics, and the average percentage 


TABLE V 
Statistical significance of associations with deviance and with psychiatric disorder 


Deviance on Psychiatric disorder 








Mean marriage rating 

Several marital discord 

Children been ‘in care’ Я 
Not living with both natural parents 


Psychiatric disorder, mother .. 

Mean ‘malaise’ inventory score, mother 
Mean ‘malaise’ inventory score, father 
Father been in prison .. 

Father any offence 


Four or more children in household .. 
Five or more children born to mother 
Person/room ratio over 1 ; š 
Father has unskilled/semi-skilled job 
Family own their home . ; 
Council housing 





teacher at parental 
questionnaire interview 
IOW ILB IOW ILB 
жащ жж 
* ж+ 
* * * же 
* * 
ak жек 
жж» жж жж 
* * * 
* ж+ 
* 
* * 
жж жж 
** * 
** ж» 





Blank—Association fails to reach 5% level of significance 
* Association significant at 5% level 
** Association significant at 1% level 
*** Association significant at 0-1% level 
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of children deviant on the teacher’s question- 
naire was calculated for each of the three groups. 
The association between each school charac- 
teristic and behavioural deviance was examined 
by looking for a linear trend across the three 
groups, and the figures for the highest and 
lowest groups are given in Table VI.* 


Tase VI 
School characteristics and deviance in the children 





Schools high Schools low 





on on 
characteristic characteristic 
% % 
deviant deviant 
children children 
Teacher turnover 22:9 I1:2*** 
Pupil turnover T 27:8 12: 5*** 
Proportion free meals 
children vs ы: 24-1 10:9*** 
Absenteeism 29-0 19:0 *** 
Proportion ‘non- 
indigenous’ children. . 27:9 19:4*** 
Pupil/staff ratio 12-1 26-7*** 





*** Linear trend significant (р < 0-001) 
N.B. All figures exclude free-meals children and 
non-indigenous children 


Teacher turnover was defined in terms of the 
number of teachers who had been in the school 
for three years or less, and pupil turnover in 
terms of the proportion of children changing 
schools per year (excluding secondary transfer). 
A high turnover of staff or pupils was strongly 
associated with high rates of deviance in the 
children. The same applied. to a high propor- 
tion of children eligible for free meals (this 
being based on parental income), a high pro- 
portion of children absent each day, and a high 


proportion of ‘non-indigenous’ children (that is, . 


children with immigrant parents). Interestingly, 
a high pupil/staff ratio was associated with a low 
rate of deviance in the children, indicating that 
a large size of school class was accompanied by 
low rates of deviance. 

It is difficult to determine how far these 
school characteristics reflect features of the 
school itself and how far they reflect the kind of 
children admitted to the school. Two variables 

* This analysis is so far available only for London, as 
the data on the Isle of Wight were not available until later. 


—the proportion of free meals children and of 
‘non-indigenous’ children—seemed more related 
to the intake than to the school itself, so the 
analysis was made after excluding both groups of 
children. The association was just as strong as 
when they were included. In other words, the 
rate of deviance in children not eligible for free 
meals was associated with the proportion of 
children who were eligible for free meals. This 
suggests that, however it may be caused, it is 
something about the school itself that plays 
some part in the association with deviance in 
the children. 

The same analysis could be made with 
respect to reading retardation, and the findings 
are given in Table VII. It is evident that the 
school characteristics associated with specific 
reading retardation were generally similar to 
those associated with behavioural deviance, 
although most of the trends fall short of statistical 
significance because of the much smaller number 
of reading-retarded children. 


Tase VII 
School characteristics and special reading retardation 





Schools high Schools low 
on charac- on charac- 
teristics teristics 
о 0 


y^ 
children with children with 


retardation retardation 





Teacher turnover 5:68 2:31* 
Pupil turnover .. уз 5°75 2°92 
Proportion free meals ; 

children zs 5'94 2:74 
Absenteeism 3:05 2:06 - 
Proportion ‘non- 

indigenous’ children. . 3°71 2:81 
Pupil/staff ratio : 2-39 3:36 





* Linear trend significant (p < 0:05) 


So far the findings have been solely concerned 
with the factors associated with deviance and 
disorder in the children within the two areas. 
In line with previous investigations, it was found 
that in one or both populations deviance and 
disorder were associated with family disturbance, 
parental deviance, social disadvantage and - 
certain school characteristics. 
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II. Between-area comparisons 

The next stage of the investigation was to 
determine whether there was any difference 
between the two communities with respect to 
these variables. For this purpose, the two 


randomly chosen control groups (with no. 


exclusions) were compared. The findings for 
the first three sets of variables are showa in 
Table VIII. 





Tase VIII 
Family and social characteristics in IOW and ILB 
IOW ILB 
(п = 101) (п = 97) 
Mean marriage rating .. 1:99 2:34% 
Children in care 4°3/1,000 12°5/1,000*** 
‘Broken home’ .. ag 18-8% 11:396 
Psychiatric disorder, 
mother Yo E 12.1% 27.7%,* 
Meal ‘malaise’ Nue 
mother Ар 3:22 4'15 
Mean ‘malaise’ score, 
father - 1*99 2:94* 
Father been in prison m 1:195 8-0%* 
Father any offence 14:9% 28-1% * 
к family et 
hildren) 19:995 37:59,*** 
Оона f 14:0% 51:09 t 
Father has semi- or un- 
skilled job К 14:9% 23-29% 
Owns hom? 5I 0% т7°7%®®** 
жр < 0:05 


** p < 0-01 
*** p < 0-001 


The mean marriage rating for П.В families 
was significantly higher than that for IOW 
families, suggesting that marjtal difficulties 
were more frequent in London. Even so, it is 
evident from the mean rating that in both areas 
the great majority of marriages were harmo- 
nious and without serious difficulties. Our 
figures also showed that the rate of admission 
into care was twice as high among ILB children 
as among IOW children, but the absolute 
numbers in both groups were far too low for the 
figures to be reliable. Accordingly, for a com- 
parison of the two areas we used the official 
Home Office figures (1970) for the proportion 
of children currently in long-term care in the 
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two areas. Since the ILB studies began, the 
borough boundaries have been changed, but 
the rate of children in care in the area of which 
the ILB now forms part was 12:5 per 1,000, 
nearly three times the rate for the IOW, which 
was just 4*3. Paradoxically, ‘broken homes’ (i.e. 
children not living with their two natural 
parents) were slightly commoner in the IOW 
control group, but the difference fell short of 
significance. However, it has already been 
noted (see above) that ‘broken homes’ reflect 
quite different experiences in the two areas. , 

: All types of parental deviance were consider- 
ably commoner in the ILB than on the IOW. 
Psychiatric disorder was present in just over а 
quarter of the П.В mothers compared with ойе 
in eight of the IOW mothers. The mean 
malaise score of both mothers and fathers was 
nearly a point higher in the ILB, although the 
difference was statistically significant only for 
fathers. Twice as many London fathers had 
been convicted of some offence, and seven times 
as many had been in prison at some time. 

The family and social circumstances asso- 
ciated with deviance and disorder were also 
much more a feature of London than of the 
Isle of Wight. Families with four or more 
children were nearly three times as common 


‘in the ILB, and overcrowing was nearly four 


times as frequent. Twenty-three per cent of 
ILB fathers had an unskilled or semi-skilled 
job compared with 15 per cent of IOW fathers, 
but this difference fell short of statistical signi- 
ficance. Home ownership was a feature of 51 per 
cent of IOW families compared with only 18 
per cent of ILB families, reflecting very different 
living conditions in the two areas. 

Similar differences between the two areas were 
also evident with respect to the school charac- 
teristics. With the exception of pupil/staff ratio, 
which did not differ significantly between the 
ILB and the IOW, all the features associated 
with behavioural deviance or reading retarda- 
tion were appreciably commoner in ILB schools. 
In London 43 per cent of the teachers had been 
at the school for three years or less, compared 
with 26 per cent on the IOW. In London there 
was an II per cent average pupil turnover, 
compared with 7 per cent on the Island. The 
proportion of free meals children and of 
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Tase IX 
School characteristics in IOW and ILB 
IOW ILB 
кышк уо or less 25-8% 43:93 ,*** 
Proportion of children changing 
schools per year 6:895 10:-8%*** 
Proportion of children ‘eligible 
for free meals 2°3% 16-6%** 
Proportion of children absent 
each day 66% 8. 69** 
Proportion. of ‘non-indigenous 
children Я .. 010% 17° a 
Mean pupil/staff : ratio . 27:2 28-6 


** p< 0-01 
*** p < 0-001 


absentees was higher in ILB schools, and there 
was an average of 18 per cent non-indigenous 
children compared with zero per cent on the 
IOW. 


' DISCUSSION 

So far as they go, the conclusions of this 
comparative study of psychiatric and educa- 
tional problems in ten-year-old children are 
reasonably clear-cut. It proved possible to 
identify four sets of variables (family discord, 
parental deviance, social disadvantage, and 
certain school characteristics) which were 
associated with child deviance and disorder 
within the two areas, and in almost all cases 
these same factors also differentiated between 
the two communities. In so far as these factors 
may be regarded as contributing to causal 
influences (and there is evidence from other 
studies suggesting that they do (Rutter, 1966, 
1972)), it may be concluded that the high rates 
of psychiatric disorder and specific reading 
retardation in ILB ten-year-olds are due in 
part to the fact that a relatively high proportion 
of ILB families experience marital difficulties, 
that more children get taken ‘into care’ because 
of family problems, that many of the parents 
show psychiatric disorder or antisocial behaviour, 
that familles are often large and living in over- 
crowded houses which they do not own, and 
that schools are more often characterized by a 
high rate of turnover in staff and pupils, a 

high proportion of 'non-indigenous' children, 


of absentees and of children from economically 
depressed backgrounds. 

It is striking that in spite of the very different 
circumstances of life in an inner borough of a 
large industrial metropolis and in lightly popu- 
lated areas of small towns and countryside, 
very much the same variables were found to be 
associated with disorder in the children. These 
variables were all ones which had resulted in 
similar findings in other studies, and they appear 
to have fairly general application. Marital 
discord and disturbed relationships in the home 
have been found to be associated with antisocial 
disorder in boys in numerous previous investiga- 
tions (Rutter, 1971, 1972), and the adverse 
family experiences which precede and follow 
short-term admissions into the care of the local 
authority have been found to have a similar 
effect (Wolkind and Rutter, 1973). Prolonged 
periods of rearing in a Children's Home are 
also associated with high rates of deviance 
though in this case the ill-effects seem to apply 
to both boys and girls (Yule and Raynes, 1972). 
Chronic or recurrent psychiatric disorder in 
parents, especially neurotic or personality 
disorders, is associated with a high rate of 
psychiatric: disorder in the children (Rutter, 
1966, 1971). The association in the children is 
with both neurotic or emotional disorders and 
disorders of conduct. Other studies have also 
shown that where the father exhibits criminal 
behaviour the children are more likely to be 
delinquent (McCord and McCord, 1959; 
Robins and Lewis, 1966). Large family size 
has long been known to be associated with both 
antisocial behaviour and reading difficulties 
(e.g. Ferguson, 1952; Douglas, 1964; Rutter, 
Tizard and Whitmore, 1970). It is noteworthy 
that many of the variables associated with 
disorder in this study not only characterize 
many ‘problem’ families (Wilson, 1962) but 
also differentiate · within such families which 
children develop disorder (Hillam, James and. 
Tonge, 1975). Schools are known to differ 
markedly in their rates of delinquency and 
psychiatric referrals (Gath et al., 1972; Power 
et al., 1972), and there are indications that the 
schools may influence the behaviour of their 
children for good or ill (Clegg and Megson, 
1968; Hargreaves, 1967; Berger, 1972). 
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These findings provide important clues to 
aspects of family life, social circumstances and 
school conditions which require attention if 
rates of disorder in the children are to be 
reduced. However, it is important to recognize 

' that we know relatively little about the psycho- 
logical or social mechanisms which may be 
involved. Many of the adverse influences are 
inter-related, and analyses to partial out the 
separate effects of each variable have yet to be 
carried out. There is a great need to distinguish 
the various different mechanisms involved in 
disparate types of ‘deprivation’ and ‘disturbance’ 
of family life and relationships (Rutter, 1972). 
Also, the findings so far have dealt with child 
psychiatric disorder as a single grouping.’ This 
was appropriate as a means of sorting out the 
main variables associated with disorder, but it 
will be necessary to go on to examine. the 
associations with different types of child psychia- 
tric disorder (since there is good evidence that 
they are not the same for neurotic disorder as 
for conduct disorder) and separately for boys 
and girls (Rutter, 1970b). 

The findings on school characteristics suggest 
that the school may be one setting where 
appropriate changes could lead to improvements 
in the children’s behaviour and attainments. In 
this connection it should be noted that schools 
with an unusually large number of children 
per teacher did not have higher rates of beha- 
vioural deviance or reading retardation; to the 
contrary, there was a trend for them to have 
lower rates. This is in keeping with the findings 
of previous studies (Little et al., 1971; Davie 
et al., 1972). It does not mean that raising the 
average class size would improve the situation, 
but it does mean that lowerihg the average 
class size would not necessarily reduce beha- 
vioural disturbance. Two factors require em- 
phasis in this connection: First, the range of 
pupil/staff ratios in the schools studied was 
fairly narrow, and there were no schools with 
really small classes. It could be that beneficial 
effects become evident only with classes much 
smaller than those in the present sample of 
schools. Secondly, the benefits to the child of 
small class size probably depend on the teacher's 
ability to take advantage of the opportunities for 
different teaching methods which small classes 
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provide. It is possible that teachers used to large 
classes may need special training to do this. It 
should also be added that there are good reasons 
for reducing the size of school classes quite 
apart from possible effects on the children's 
behaviour. Almost certainly, small classes are 
easier for the teacher, and that is sufficient 
justification for reducing the average class 
size. 

However, it must be recognized that both 
our findings and those of others (Gath et al., 
1972; Power et al., 1972) so far show only that 
schools differ in their rates of deviance. The 
findings do not prove that the school charac- 
teristics lead to deviance and disorder in the: 
children. The results could equally be explained 
in terms of selective intake or of the effects of 
the children on the school. In order to separate 
out these alternatives it would be necessary to 
take into account the characteristics of the 
children as they enter school before examining 
inter-school differences. Such a study is in 
progress, but no results are yet available. 

Further, the measures of the school used were 
necessarily crude indicators which do not clearly 
point to the features of the school that carried 
the most weight in reducing rates of deviance 
or increasing attainment. A more penetrating 
study is needed of ways in which school life 
may influence children, by examination of 
peer-group influences, of teacher-child inter- 
action or teacher models of behaviour, of morale, 
of school-home contact, of attitudes to attain- 
ment and of quality of teaching. Such a study 
would be well worth while but so far little 
investigation of this kind has been attempted. 

One important question in this connection 
concerns specific reading retardation. There is 
a strong association between reading retarda- 
tion and antisocial behaviour (Rutter, Tizard 
and Whitmore, 1970; ILEA, 1973), and it 
may be that in some cases educational failure 
increases the likelihood of behavioural disturb- 
ance. Would improved teaching of reading and 
better remedial help for the children with severe 
reading difficulties serve to reduce behavioural 
deviances? Investigations to answer this question 
are needed. 

Finally, it is necessary to add that our con- 
clusions that the IOW-ILB differences in rates | 
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of child psychiatric disorder and specific reading 
retardation are partially explicable in terms of 
inter-area differences in family and school 
characteristics only push the questions back one 
stage further. Why is psychiatric disorder 
commoner in the mothers of London children 
than in the mothers of Isle of Wight children? 
Why are there higher rates of crime and family 
discord? To answer those questions, different 
types of analysis are required. First, it is 
necessary to determine what living conditions or 
other circumstances are associated with these 
factors in the parents. For example, is psychiatric 
disorder in the mother associated with living in 
. high-rise dwellings, or with having several pre- 
school children, or with overcrowding, or with 
lack of adequate household facilities or financial 
resources? Secondly, it is necessary to determine 
whether there are factors associated with 
neighbourhood mores or community attitudes or 
social pressures or alienation. Thirdly, it would 
be informative to examine the effects of changing 
some of these variables. For example, has the 
reduction in average size of family associated 
with family planning services available in some 
parts of the country had any effect on the attain- 
ment and adjustment of children living in those 
areas? 

The arguments up to this point have been in 
terms of possible psychological or social factors 
which might account for the higher rates of 
disorder and deviance in London school 
children. It is necessary also to consider possible 
biological explanations. Genetic data are lack- 
ing, but it seems inherently unlikely that the 
area differences are explicable in these terms. Of 
course, there are important hereditary influences 
in the development of emotional disturbance, 
neurosis, disorders of conduct and psychopathy 
(Shields, 1954, 1968, 1973; Schulsinger, 1972), 
and doubtless these apply in London as well as 
elsewhere. But for genetic factors to explain 
the higher rates of disorder in London, there 
would have to be some reasons why these should 
be more concentrated in London than on the 
Isle of Wight. Two possibilities suggest them- 
selves. First, if differential migration from 
London led to more disturbed individuals 
remaining behind, this could account for the 
findings. This possibility is being examined in 
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a separate four-year study, but no data are yet 
available. The second possibility is that ILB 
adults are more likely than are IOW adults to 
marry someone living in the same area. This 
possibility can be ruled out, as 36-0 per cent of 
IOW children had parents both of whom were 
raised in the IOW compared with 44:6 per cent 
of ILB children who had parents both of whom 
were raised in South London, this difference 
falling well short of statistical significance. 

An alternative biological explanation could 
be in terms of greater physical impairment in 
London children leading to more psychiatric 
disorder and more reading retardation. We have 
no direct findings on this, but the available data 
do not suggest that it is a strong possibility. 
Perinatal damage may sometimes lead to 
psychiatric disorder or reading retardation, 
and if this were more common in London it 
could constitute one cause. However, this appears 
unlikely to be the case. Although the rates now 
differ, at the time the children were born the 
perinatal mortality rate was only marginally 
higher in the ILB than in the IOW (Registrar 
General, 1960-69). Thus, in the year of the 
children's birth the rate was 35 in the ILB 
compared with 32 for the comparable year in 
the IOW. In 1960 the rate in both areas was 33. 
Neurological impairment also increases the risk 
of psychiatric disorder and reading retardation. 
No comparative figures are available for the 
ILB and IOW, but as the prevalence rate on 
the Isle of Wight was at least as high as that 
found in other parts of Britain (Rutter, Graham 
and Yule, 1970) this, too, seems unlikely. 

Malnutrition is another possibility. There are 
considerable difficulties in assessing dietary 
intake, but there are indications that many 
children from low-income families are not 
getting a proper full diet (Lynch and Oddy, 
1967). Whether inadequate nutrition is more 
common in London than on the Isle of Wight is 
not known. However, height is one indicator of 
nutrition and this was measured in both the 
ILB and IOW. It was found (Yule et al., 1975) 
that IOW ten-year-olds were appreciably 
taller than their ILB counterparts (an average 
height for boys of 146-0 cm. compared with 
198-8 cm. and for girls 140°3 cm. as against 
137:3 cm.), and this is circumstantial evidence 
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suggesting that the nutrition of ILB children 
may have been inferior to that of IOW children. 

It is improbable that just one explanation 
will be found for the differences between ILB 
and IOW in rates of psychiatric disorder and 
reading retardation. Biological factors may well 
play some part, but the findings to date indicate 
that psychological and social factors are at least 
as important. How they act remains uncertain, 
and the question of what it is about life in an 
inner London borough which predisposes to the 
development of disorder and deviance has still to 
be answered, although pointers to possible 
variables have been found. Research to provide 
answers is much needed. In the meanwhile, it 
is clear that the higher rates of disorder in inner 
London require an equivalent higher rate of 
service provision, social, educational and 
psychiatric. 


SUMMARY 


It was found that emotional disorders, con- 
duct disorders and specific reading retardation 
were all twice as common in ten-year-old 
children attending schools in an inner London 
borough as in children of the same age on the 
Isle of Wight. The correlates of these disorders 
in the two areas were investigated in order to 
explore possible reasons for these differences in 
prevalence. It was possible to identify four sets 
of variables (family discord, parental deviance, 
social disadvantage and certain school charac- 
teristics) which were associated with child 
disorder and deviance within both the two 
areas. As in almost all cases these same adverse 
factors were more commonly found in London, 
it may be concluded that the high rates of 
psychiatric disorder and specific reading re- 
tardation in London ten-years-olds are due in 
part to the fact that a relatively high proportion 
of London families experience marital discord 
and disruption, that many of the parents show 
mental disorder and antisocial behaviour, that 
families often live in poor social circumstances, 
and that the schools are more often charac- 
terized by a high rate of turnover in staff and 
pupils, The evidence suggested that these 
problems stemmed from living in an inner 
London borough, but further research is 
required to identify what it is about life in a 
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metropolitan area that predisposes to the 
development of disorder and deviance. 
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Studies of Adoptees from Psychiatrically Disturbed 
Biological Parents : 


Psychiatric Conditions in Childhood and Adolescence 
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S 


ummary 

Psychiatric problems were assessed in two groups of adoptees by interviewing the adopting 
parents. One group of 59 adoptees, the ‘experimental’, were born of psychiatrically disturbed 
biological parents; the other group, the ‘control’ of 54 adoptees, had psychiatrically ‘normal’ 
biological parents. Both groups had been separated from biological parents at birth. 

The incidence of psychiatric conditions requiring professional care was significantly higher 
in the experimentals than in the controls (37 per cent рз. 14 per cent). In the experimental 
group more males than females were disturbed (59 per cent os. 30 per cent). Most of the excess 
of disordered males were diagnosed hyperactive. There was some evidence of correlation of the 
type of psychiatric diagnosis of the biological parent with that of the adoptee. 


INTRODUCTION 

Studies of adoptees are one of the few ways of 
sorting out nature vs. nurture problems in 
humans. Recent years have seen considerably 
increased interest in genetic hypotheses of 
psychiatric aetiologies and a corresponding 
increase in studies of adoptees designed to 
study both genetic and environmental factors 
and their interaction. Most of these studies 
have investigated children of disturbed bio- 
logical parentage raised by foster parents who 
are ‘normal’ psychiatrically (Rosenthal, 18). 
There is evidence from published series that 
adoptees of biological parents with various 
psychiatric disabilities have higher risks for 
the specific psychiatric illness of the abnormal 
biological parent than do comparable control 
adoptees. This has been found with offspring of 
schizophrenics (Heston, 8; Kety et al., 10; 
Rosenthal et aL, 17), alcoholics (Goodwin, 
Schulsinger, Hermansen, Guze and Winokur, 
7), and antisocial personality (Crowe, 4; 
Crowe, 5; Hutchings and Mednick, 9; Schul- 
singer, 21). These results suggest that in popula- 
-tions of adoptees those with bielogical parents 
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- with psychiatric disabilities should have higher 


riks for developing psychiatric or behaviour 
problems than adoptees with more normal 
behavioural or psychiatrically normal biological 
parents. 

Studies of this kind, and the genetic hypo- 
thesis in general, further suggest a specificity of 
type of disturbance: for example, adoptees 
from a schizophrenic biological parent would be 
expected to have a higher incidence of schizo- 
phrenia or schizophrenic spectrum disorders 
than of a different condition such as affective 
disorder or mental retardation; while adoptees 
from an antisocial biological parent should 
have a higher incidence of antisocial behaviour 
rather than schizophrenia, etc. Although many 
family studies over the years have found that 
this is the case, such results have inevitably 
been explainable on both environmental and 
genetic aetiologies. However, the use of adoptees 
born of various kinds of psychiatrically disturbed 
biological parents but raised by ‘normal’ 
adopting parents would not only demonstrate a 
genetic mode of transmission but should show 
specificity of the kind of transmission as well. 
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The present study was designed to test the 
hypothesis of a specific genetic transmission, 
and to do this by a design which incorporated 
some methodological safeguards, such as gather- 
ing and assessing information about adoptees 
by observers who are ‘blind’ to parental diag- 
nosis and hence less likely to be influenced by 
halo effects and other biases introduced by 
knowledge about the child’s biological back- 
ground. Furthermore, most of the reported 
studies of adoptees have not focused upon 
conditions peculiarly important to childhood, 
such as hyperactivity or phobias, but have con- 
centrated on more adult-type psychopathology. 
Because of the fact that our adoptees were by 
design to be relatively young (in their late teens 
at the time of follow-up) we chose to focus 
additionally upon developmental items and 
childhood psychiatric diagnoses such as hyper- 
activity, school phobias, etc. Our purpose was to 
see whether such important childhood beha- 
vioural upsets were associated with psychiatric 
abnormality in biological parents, as has been 
suggested by some family studies of hyperactive 
children which reported increased incidences of 
other psychiatric conditions in parents, such as 
alcoholism, antisocial personality, and hysteria 
(Cantwell, 3; Morrison and Stewart, 13; 
Morrison and Stewart, 14). 


METHODS 
General plan 

To test the hypothesis that offspring of hetero- 
geneously psychiatrically disturbed biological parents 
(‘experimental’) would have more psychiatric dis- 
ability than offspring of apparently well parents 
(‘control’), as well as to demonstrate a correlation 
between the biological parent’s diagnosis and that of 
the child, we planned to follow-up adoptees of both 
control and experimental parents who had been 
removed at birth from the biological mother and 
placed with adopting families. 

For ease of follow-up we planned to have a social 
worker contact each adopting family and conduct 
by phone an interview designed to elicit the presence 
or absence of symptoms and behaviours consistent 
with psychiatric disability in the adoptees by ques- 
tioning one or both adopting parents. In order to be 
sure that the adopting parents were in a position to 
be informed about such behaviours, we selected 
adoptees in an age range (12-24) who would most 
probably be still living with the adopting parents. 


Selection of biological parents with psychiatric problems 

Adoption records from two private St. Louis 
agencies* were searched for adoptions meeting the 
following criteria: 

(1) Adoptee to be between 12-24 years of age at time of 
study. 

(2) Adoptee to be separated at birth from biological 
mother, with no further contact with her or other 
relatives of biological parents. 

(3) Adoptee to be adopted by family unrelated to bio- 
logical parents. 

(4) One or both biological parents to have characteristic 
behaviour or symptoms of a psychiatric condition. In 
most cases the ‘agency record mentioned psychiatric 

t or treatment, and in some cases, records 

and reports from psychiatric hospitals were available 

in the agency's documentation, 


Selection of control biological parents 

Control cases were selected by applying criteria i 
to 3 above, but the fourth criterion was replaced by 
another stating that no record of symptoms or of 
treatment of a psychiatric disorder should be present 
on the agency chart. In addition, each control case 
was matched to an already selected experimental one 
on the following variables: 
(1) Age of biological mother at time of birth of adoptee. 
(2) Sex of adoptee. 
The overwhelming majority of adoptions from both 
agencies during the years these adoptions occurred 
involved biological parents of Caucasian origin, and 
our sample accordingly excluded non-Caucasians. 


The adoption agencies and their role in the study 

Both adoption agencies agreed to allow their 
records to be used to select control and experimental 
biologic parents and to further assist by providing 
addresses for the adopting parents. The agencies also 
played an important role in establishing contact with 
the adopting parents by sending to each adopting 
family selected for the study a letter on the agency 
stationery which described the study and requested 
the family’s реггпізѕіоп to be contacted further for the 
interview. If adopting parents did not wish to parti- 
cipate in the study this option was provided them by 
including in the letter a postcard which could be 
returned stating their desire not to participate. No 
further efforts were made to contact these families. 


The structured interview and its administration 
Each co-operating adopting family was given a 


* We wish to thank the Department of Children, 
Catholic Charities of St. Louis, and the Lutheran Family 
and Children’s Service of St. Louis for their co-operation 
in searching their records and for many other services, 
including the provision of secretarial help. 
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structured interview with items covering the following 

areas: 

(1) Childhood physical and temperamental development 
— 29 questions. 

(2) School history—16 questions. 

(3) Recent psychological and social behaviour—28 ques- 
tions. 

(4) Medical history—17 questions. 

(5) Psychosocial background of adopting family—ro 
questions. 

In general, items were designed to elicit information 

relevant to important adolescent and childhood 

psychiatric problems: antisocial personality, hyper- 

activity, neurotic symptoms such as anxiety and 

phobias. The structured interview took from 20 to 40 

minutes and was carried out in almost all cases* by 

a professional social worker (R.L.) who at the time 

of the interview was blind to whether the adoptee was 

‘experimental’ or ‘control’. 

Answers to questions on the interview were coded 
and punched on IBM cards by persons who also did 
not know whether the adoptee was ‘control’ or 
‘experimental’, 


Determination of psychiatric disability in adoptees and 

biological parents 

After answers to interview questions and identifying 

data had been coded, one of the authors (R.J.C.), 

who remained blind to control and experimental 

adoptees, reviewed the structured interview and 
classified the recorded behaviour of each adoptee into 
four categories: 

(1) Mild behaviour problems—defined as behaviour or 
symptoms which caused some problem(s) but for 
which no professional help was sought, e.g. enuresis 
during years 7-12 which cleared, or late adolescent 
who tries a number of jobs and ‘can’t seem to settle 
down’. 

(2) Moderate behaviour problems—defined similarly to 
(1) except problems more severe and professional help 
sought (physicians, school counsellor, psychologist, 
psychiatrist) and treatment obtained with improvement 
in symptoms or behaviour, e.g. hyperactive child 
treated with methylphenidate or other stimulants. 

(3) Severe behaviour problems—defined similarly to 
(2) except that very little or no improvement took place, 
with either long-term or severe psychosocial disability, 
e.g. late adolescent who kills self after one year 
history and treatment for depressive symptoms. 

(4) No behaviour problems evident from interview. 


In cases with problems of degree 1-3, the period of 
life during which they were present was noted as 
follows: childhood = years 1—12 for girls and 1-14 


* About a dozen cases from one agency were done 
(blind to diagnosis) by a different professional social 
worker, J. M. Cadoret, A.C.S.W. 
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for boys; adolescence — years 14—18 for boys, 12—18 

for girls. 

If an adoptee had a behaviour problem in grades 
1-3 above, some attempt was made to place that 
individual into the following diagnostic categories: 
(1) Affective disorder—defined as three or more symptoms 

of depression (low mood, sleep disturbance, weight or 
appetite changes, poor concentration, low energy, 
self-deprecatory ideas, loss of interest, suicidal idea- 
tion) and episodic course with remission(s). 

(2) Antisocial personality—defined as three or more symp- 
toms of antisocial behaviour (discipline problems, 
school suspension, police trouble, running away from 
home, lying, fighting, stealing) with no other psychia- 
tric diagnosis to account for behaviour disturbance 
(such as brain damage, mental retardation). 

(3) Mental retardation and cerebral palsy—based on history 
of slow learning with consequence of being held back 
one or more grades and/or special education and 
ungraded schools. 

(4) Hyperactivity (minimal brain dysfunction)—based on 
syndrome of overactivity and distractibility in child- 
hood with inability to concentrate, plus diagnosis and 
treatment by a professional for hyperactivity. 

(5) Neuroses—type determined by the symptom picture: 
anxiety attacks (anxiety neurosis), phobias, including 
school phobia (phobic neurosis), obsessional and 
compulsive symptoms (obsessive-compulsive neurosis). 

(6) Major psychosis—(including schizophrenia and schizo- 
phreniform diagnoses) made by professionals generally 
in hospital settings. 

(7) Enuresis or encopresis. 

(8) Undiagnosed—behaviour fits none of the categories 
above but definite psychiatric symptoms present. 

This information was then coded and transferred to 

the cards containing the adoptee data. 

Next, and finally, the diagnosis of the biological 
parents and other demographic data were coded and 
added to the cards. Diagnoses of biological parents 
had been made prior to selection of adoptees from the 
records of the adoption agencies; these included as 
sources a psychiatric hospital record or abstract, some 
record of psychiatric contact or treatment of symp- 
toms, and behaviours consistent with a psychiatric 
diagnosis. The diagnosis and criteria for making 
them were: 

(1) No psychiatric condition evident—‘normal’. 

(2) Antisocial personality—two or more antisocial acti- 
vities, such as promiscuity, running away from home, 
incorrigibility, or a diagnosis of antisocial personality , 
by a psychiatrist. This diagnosis was not given to 
individuals with IQ (tested) below 8o. 

(3) Major psychosis-schizophrenic or schizophreniform 
psychosis—always a hospital diagnosis. 

(4) Affective disorder—episodes consisting of three or 
more symptoms of depression (including suicidal 
attempts) or a diagnosis of depression made by a 
psychiatrist. 
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(5) Undiagnosed—record of psychiatric symptoms or 
treatment but diagnosis uncertain. 

(6) Mental retardation—tested full-scale ІО below 80. 

This information about biological parents effectively 

decoded the data and allowed tests of the hypotheses 

about the importance of biological parentage to be 

carried out. 


Statistical tests used 

For the most part enumeration techniques and X? 
were used to detect differences. Where appropriate, 
Yate's correction was used in computing X*. In tests 
involving very small samples, exact probabilities were 
determined in testing hypotheses. Two-tailed proba- 
bilities are cited unless otherwise specified. The 
significance level was set at 5 per cent. 


RESULTS 

Composition of the final study sample 

Originally 88 experimental and 87 matched 
control adoptees were selected from the records 
of both adoption agencies. À total of 38 adopting 
families indicated unwillingness to participate 
by returning the postcard enclosed in the initial 
letter requesting their cooperation (21 control 
and 17 experimental families). Further attrition 
occurred when we were unable to trace I2 
experimental and 11 control subjects whose 
adopting families had moved, usually several 
times over the years. The final sample of 55 con- 
trol and 59 experimental adoptees thus represents 
65 per cent of the initial sample selection. 


Characteristics of the biological parents 
I. Age of the biological parents at birth of adoptee. 


Table I shows a frequency distribution of age 
of the biological mothers at the time of birth of 
the adoptees in this study. Both experimental 
and control mothers are subdivided by sex of 
the adoptee. This is done for this table as well 
as many others because of the importance of 
sex as a factor in the incidence of disturbance in 
adoptees (described below). There is no signi- 
ficant difference between the control and experi- 
mental mothers’ age distributions for either 
male and female children. Almost no informa- 
tion was present in the records about the age 
of the biological fathers, so that analysis of this 
variable was not possible. 

2. Psychiatric conditions in biologic parents. 
Table II shows the numbers and kinds of 
matings of biological parents in the study. 
More complete records on mothers enabled 
us to establish psychiatric treatment and often 
a psychiatric diagnosis in rhany more mothers 
than fathers. Thus the experimental group 
contains only a few pairs where the father 
appears to have a psychiatric condition. By 
far the commonest psychiatric condition in 
biological parents is antisocial personality; 
eighteen mothers and four fathers were so 
classified. Undiagnosed psychiatric conditions 
are next more common, followed by mental 
retardation. Practically every individual diag- 
nosed as having a psychiatric condition had a 
record of psychiatric contact, varying from 
assessment of abnormal behaviour by a psychia- 
trist to admission to a mental hospital. 


TABLE Í 
Age of biological mother at time of adoptees’ birth 














Control Experimental 
Sex of adoptee Sex of adoptee 
Age in years at birth of child Total Total 
Male Female Male Female 
зыл ыо ed a ы Т ышы шш шшш ME шә c 

14—16 2 4 6 4 4 8 
17—19 6 6 12 7 4 II 
20-22 I 6 7 I 6 7 
23-25 9 6 15 7 4 II 
26-28 2 2 4 7 o 7 
29+ `4 7 I1 6 9 15 

24 31 55 32 27 59 
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TABLE II mately 10-15 per cent of the adopting families 
Types of biological parents’ matings of both control and experimental adoptees—none 
of the differences approached statistical signifi- 
cance. In 60-75 per cent of these families other 
siblings (mainly adoptees) were present in the 





Experi- 
Psychiatric diagnosis of mental Control 





Piclogicabpsreots oie ie home during the raising of the index adoptee. 
‘Normal’ mother x ‘normal’ Again, neither control nor experimental familtes 
father T vs oo 55 showed significant differences in this variable. 

Mother antisocial x ‘normal’ 
father — .. ee so 18 = Characteristics of the adoptees 
pee: жыша аа n : -- т. Age at time of interview. Adoptees were 
Mother affective disorder x matched for age at the time of interview of the 
‘normal’ father .. s 4 — adoptive parents. Data for this variable appear 
Mother affective disorder x in Table III and show no significant differences 
вае нег... У са between control and experimental male and 
other major psychosis x Я s 
‘normal’ father .. " 8 = female adoptees. The median age of adoptees at 
Mother mentally retarded x the time of parental interview was 17 for male 
‘normal’ father .. — .. п = and female experimental and control adoptees. 
Mother undiagnosed x ‘normal’ 2. Sex of adoptee. Table IV shows the sexes of 
M epi e uude oP ~ both control and experimental adoptees. Th 
Mother undiagnosed x anti- і ntr xperimental adoptees. There 
social father АЕ T 2 = 18 no significant difference in sex between the 
Mother diagnosed (alcoholic, two groups. 
neurosis) x ‘normal’ father 3 == 3. Age adoptee received by adopting parents. 


Mother ‘normal’ x alcoholic 


father Because many agency records did not contain 


information about the child at the time of 
" placement in the adopting parents’ home we 
Characteristics of the adopting families were unable to match on this important early 

In almost all cases, the adopting parents were experience variable. This information formed 
still living together. Only one divorce had part of the adopting parents! interview and 
occurred and only a few parental deaths. Table V shows some differences. Males and 
Severe physical and mental health problems in females within control and experimental groups 
parents had occurred over the years in approxi- show similar age distributions. It is the total 




















"TABLE III 
Аде of adoptee at time of interview of adopting parent 
Control Experimental 
Sex of adoptec Sex of adoptee 
Age in years Total Total 
А Male Female Male Female 
eee 
14—138 .. ЛЕ ae es I I 2 4 4 8 
14 . 4 4 8 5 3 8 
15 1 2 3 4 2 6 
16 3 7 IO 3 3 6 
17 7 5 12 4 4 8 
18 5 7 12 2 4 6 
19 o 4 4 3 4 7 
20+ 2 I 3 7 3 10 
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TABLE IV 
Sex of adoptee 
` Control Experimental 
М =55 N = 59 
Маје .. 24 32 
Female .. 31 27 





distribution (male plus female) of experimental 
vs. control which is different. A median test 
(using a median = 3-4 months) shows a 
significant difference (у 6:74, df. = 1, 
‘Ol > p > -oor), the experimental group 
being placed at a later age with the adopting 


. parents. The relevance of this finding for 


accounting for differences between the groups 
in psychiatric conditions will be taken up in the 
discussion. 

4. Psychiatric and behavioural problems in adoptees. 
Ratings of behaviour disturbances were done, 
using three degrees of severity: (1) mild: deviant 
and troublesome behaviour present but no 
professional help sought; (2) moderate: behaviour 
problem in present or past, and individual 
treated by a professional (psychologist, coun- 
sellor, physician, psychiatrist) for the problem 
with improvement in behaviour; (3) severe: 
behaviour problem in present or past with 
professional treatment, without improvement or 
with a severe social defect (unable to work, 
perform adequately in school or other con- 
tinuing social problems). 

When all behaviour problems are considered 
(grades 1, 2 and 3), the experimental adoptees 
show only a non-significant trend for a higher 





incidence of such problems (Table VI). How- 
ever, when we consider behaviour problems 
which were treated by professionals, the experi- 
mental adoptees have a significantly higher 
incidence of such problems (Table VII). 
Another way of looking at this difference is in 
terms of incidence .of those who showed beha- 
viour disturbances actually receiving treatment. 
Forty-seven per cent of the 17 disturbed indi- 
viduals in the control group received treatment, 
as contrasted with 81 per cent of the 27 disturbed 
individuals in the experimental group. This 
difference in treatment incidence is significant 
(x? = 4:21, d.f. = 1, -05 > р > -02). 
Tables VIII and IX show some demographic 
characteristics and the psychiatric diagnoses of 
all the behaviourally disturbed control and 
experimental adoptees and their biologic 
parents, and whether the adoptee was treated 
for behaviour problems. Tables VIIIa and IXa 
give more clinical details about the disturbed 
behaviour of both groups of adoptees. The 
remaining analyses are based on the data 
contained in Tables VIII, Villa, IX and IXa. 
5. Correlation of biological parent diagnosis unth 
adoptee diagnosis. There is some evidence for 
correlation of the type of biological parental 
diagnosis with that of the child. If we consider 
those conditions which occur in both parent and 
child (antisocial personality, affective disorder, 
major psychosis, and mental retardation) and 
omit conditions detected in only one (such as 
alcoholism, hyperactivity) or which are not 
informative (undiagnosed), we find the correla- 
tion of diagnoses shown in Table X for nine 














TABLE V 
Age adoptee received by adopting parents 
Control Experimental 
Sex of adoptee Sex of adoptee 
Months of age Total Total 
Male Female Male Female 
1-2 9 13 22 16 8 24 
374 10 13 23 3 7 10 
5-10 I 4 5 3 9 12 
11+ 5 3 о 3 9 2 II 
Unknown I I 2 I I 2 
24 31 55 32 27 59 
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adoptee-parent pairs. Because one adoptee had 
one parent with affective disorder and the other 
antisocial, the results can be viewed in two ways: 
interpretation (1) 6 of the 9 adoptee-parent 
pairs are concordant; or interpretation (2) 5 of 
the g pairs are concordant. Assuming under the 
null hypothesis random distribution of cases 
throughout the matrix, then 1/4 of cases should 
show concordance and fall on the main diagonal. 
We observe in interpretation 1, 6 concordant 
pairs, and the exact one-tailed probability for 
this is *00999; and for interpretation 2, 5 of the 
9 concordant, the probability is -0489. Thus, 
counting the affective disordered adoptee ‘аз 
concordant results in a clearly significant 
correlation, but the probability drops to the 
5 per cent level if we consider that adoptee non- 
concordant. As a result of this ambiguity in 
interpreting the data, as well as the small 
numbers involved, we would consider these 
results as suggestive only. 
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TABLE VI 
JNumber of individuals with any behaviour problem in 
control and experimental adoptees 
Control Experimental 
N — 55 N — 59 
Behaviour problem 
(grades 1, 2, 3) 17 (31%) 27 (46%) 





x? = 2:06; df. = 1; :20 > p > ʻIo 


Tase VII 


Number of individuals with behaviour problems requiring 
treatment in control and experimental adoptees 








Control ^ Experimental" 
М = 55 N = 59 
Behaviour problem 
(grades 2, 3) 8 (14%) 22 (37%) 





x = 6:45; df. =1;-02 >p>-or 








Taste УШ 
Behaviourally disturbed offspring of control biological parents 
Adoptee , 
Case + Age mother Age ———————— Specific diagnosis 
Grade of dist.t 
002 24 16 м ї Encopresis 
026 27 14 F 2* Undiagnosed 
028 20 16 F 7 Undiagnosed 
032 23 14 м I Undiagnosed 
083 18 18 M 5* ^ Undiagnosed 
084 24 18 Е 5* Undiagnosed А 
085 23: 18 м 8* б) Neurosis phobic} 
. 2) Antisocial ' 

087 38 16 F 9* Antisocial 
ogo 18 18 F 5* Affective disorder 
093 37 17 M 4 Undiagnosed 
099 20 18 F * Antisocial 

102 22 18 F 4 Undiagnosed 

109 17 21 F 8* ? Hyperactive 

110 16 I9 F 7 Undiagnosed 

118 24 18 M 4 Undiagnosed 

131 19 17 M 4 Undiagnosed 

135 20 19 F 7 Undiagnosed 

t Key to e of disturbance: 
1. Childhood problem grade 1 6. Adolescent problem grade $ 


2. Childhood problem grade 2 
3. Childhood problem grade $ 
4. Adolescent problem grade 1 
5. Adolescent problem grade з. 


7. Childhood and adolescent problem grade 1 
8. Childhood and adolescent problem grade 2 
9. Childhood and adolescent problem grade $ 


* Treatment by professional counsellor, physician, or psychiatrist, 
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Tase Villa 
Behaviourally disturbed offspring of control biological parents 











Major behavioural abnormalities 








Spoke late with continuing problems getting thoughts across-rambles. Considerable vying for 
Lifelong explosive temper. Stubborn with daily temper outbursts. In last 2 years lost interest 


Very stubborn. Family considered treatment for this at age 9 but never carried through. 
Underachiever in school. Saw counsellor for ‘nerves’. Family received 8 weeks family coun- 


Stomach aches at start of each school year. Saw counsellor several times first year of college 
Saw psychiatrist age 10 for trouble swallowing and later for fear of being alone and choking. 


Lifelong temper tantrums, overactive as child. Two illegitimate pregnancies, disrupted classes, 
truancy, frequent fights at school, discipline problem at home, lies, ran away from home xz. 


Saw psychiatrist for six months at age 17. Was depressed, crying, sleepless after breaking up 


Withdrawn since death of father 4 years ago. Seems nervous. No treatment considered. 
Temper tantrums until age 11. Truant many times. Discipline problem athome, lies often, steals, 


Dropped out of school grade 12. Complains of nervous stomach and stomach aches. Ran away 


Case + 
002 Encopretic until age 12. Considered treatment for this but never carried it through. 
026 
attention with step-sib. Saw school counsellor for feelings about home. 
028 
in dating, refuses to help in parent’s business. 
032 
083 
selling as part of treatment. 
084 
because of ‘trouble adjusting’. 
085 
Lies, shoplifted x1, 2 X arrested for peace disturbance and breaking lights. 
087 
Hospital treatment for behaviour: suicide attempts. 
ogo 
with boyfriend. / 
093 
099 
fired from job. Treatment age 11 and 18 for ‘uncontrollable behaviour’. 
102 
age 18 with negro without warning. 
109 


Lifelong temper tantrums. Treated for overactivity: can’t concentrate, distractible. As 
adolescent ran way from home, difficult to discipline. Nervous stomach. 
Temper tantrums until age 6. Quit school because of failing grades. Ran away x2, led to 


police trouble. Treatment considered but not carried out. 

118 At age 19 seems to be withdrawn. Talked to priest several times. 

181 Age 15 became very obstinate and unresponsive to parents. Arrested for trespassing. Family 
considered treatment but problem cleared without treatment. 

136 Fearful in new social situations and get upset easily, also moody. These all improved in recent 
years. Treatment considered but never carried out. 


6. Effect of adoptee’s sex on psychiatric conditions. 
An important finding from the adoptee data in 
Table IX is the preponderance of disturbed 
males in the experimental group. When the 
total numbers of males and females are taken 
into account we find that 59 per cent of the 
experimental adoptee males are behaviourally 
disturbed (grades 1, 2, 3), or 50 per cent (grades 
2, 3), and this large and significantly higher 
incidence in males seems to account for all of 
the quantitative differences in illness incidence 
between the control and experimental groups. 
The differences can be seen in Table XI, 
which shows the analysis for the sexes using the 
two measures of behavioural disturbance. 

Since the experimental group of biological 
mothers contained such diagnoses as mental 
retardation, neuroses, antisocial personality, 





major psychoses and affective disorders, we 
would expect that with a genetic aetiology these 
same conditions should be increased in the 
experimental adoptees. Four out of 54* control 
adoptees (7:4 per cent) and 13 out of 59 
experimental adoptees (22 per cent) have one 
of these major diagnoses. This difference just 
fails to reach significance ( x? = 3:64, d.f. = 1, 
то > р > °05). 

In addition to these suggestive differences 
shown by the major diagnoses, one childhood 
condition demonstrates a definite difference 
between the two groups: hyperactivity. Eight 
out of 59 experimental adoptees receive this , 


* The control group is diminished by one because of 
the control child who died at the age of 5 of a kidney 
malignancy, an age too carly for most of these conditions 
to manifest themselves. 
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Tase IX 
Behaviourally disturbed adoptees from ‘experimental’ biological parents 





022 


+ Key to grade of disturbance (see Table VIII). 








Age of 
Mother Father 
Antisocial ‘Normal’ 28 
Antisocial ‘Normal’ 17 
Antisocial ‘Normal’ 26 
twins 
Antisocial ‘Normal’ 26 
Antisocial ‘Normal’ 17 
Antisocial ‘Normal’ 16 
Antisocial ‘Normal’ 16 
Antisocial ‘Normal’ 26 
Mental ‘Normal’ 24 
retardation 
Mental ‘Normal’ 25 
retardation 
Mental ‘Normal’ 4 
retardation 
Mental ‘Normal’ 22 
retardation 
Mental ‘Normal’ 36 
retardation 
Mental ‘Normal’ 16 
retardation 
Mental ‘Normal’ 41 
retardation 
Undiagnosed ‘Normal’ 22 
psychiatric 
disorder : 
Undiagnosed ‘Normal’ 32 
psychiatric 
disorder . 
Undiagnosed ‘Normal’ 20 
psychiatric > 
disorder 
Major ‘Normal’ 27 
psychosis 
Affective ‘Normal’ 18 
disorder : 
Affective ‘Normal’ 25 
disorder 
Affective *Narmal 28 
disorder 
Suspected ‘Normal’ 20 
psychiatric ; 
disorder 
‘Normal’ Antisocial 24 
‘Normal’ Alcoholic 33 
Undiagnosed Antisocial 34 
psychiatric 
disorder 
Affective Antisocial 36 
disorder 


* Treatment for behavioural problems. 


ч E ч " Е EZ E EE" EEZ Eu 


mother Age Sex 


& 





сс 
of dist.t Diagnosis 
* Undiagnosed 
8* Antisocial 
9* Hyperactivity (minimal 
brain damage) 
8* Hyperactivity 
2* Hyperactivity 
3* Mental retardation 
(cerebral palsy) 
8* Undiagnosed 
9* Antisocial 
I Neurosis (phobic) 
8* (1) Mental retardation ~ 
(2) Hyperactivity 
8* Hyperactivity 
5* Undiagnosed 
8* Mental retardation 
4 Undiagnosed 
2* Undiagnosed 
4 Undiagnosed 
2* Hyperactivity (minimal 
brain damage) 
8* (1) Hyperactivity 
(2) Antisocial 
6* Major psychosis 
I Undiagnosed 
9* Mental retardation 
8* Hyperactivity (? а° 
mumps encephalitis age 5) 
5* Antisocial 
5* Affective disorder 
8* (1) Speech problem 
(2) ? Affective disorder 
7 Undiagnosed 
6* Affective disorder 


„ 
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Taste IXa 
Behaviourally disturbed adoptees from ‘experimental’ biological parents 








Major behavioural abnormalities 


Nervous stomach and many aches and pains. Saw counsellor age 12—13 for school difficulty— 
below average grades, failed grade x1, slow learner. Fired from jobs for latter. 

Temper tantrums all of life—easily upset. Truancy, can’t get along with anybody. Steals, no 
friends, lies often. Treated age 13 at M.H.C. for stealing. 

Overactive, can’t concentrate, attention easily diverted. Slow learner with perceptual diffi- 
culties, lies a lot. Therapy for latter and hyperactivity. 

Overactive, can’t concentrate, attention easily diverted. Below average grades despite IQ of 
140. Treated for hyperactivity. . 

Frequent temper tantrums, overactive, can’t concentrate, distractible. Treated for 14 years at 
special school for hyperactivity. 


* Grossly delayed psychomotor development. Also overactive. Special schooling in ungraded 


school all life. 

Lifelong temper tantrums. Very upset with new situations, slow learner but graduated high 
school. Treated by child psychiatrist for violent withdrawal responses. No friends, withdrawn. 
Has extra chromosome and considered male. 

Overactive, distractible, slow learner. Frequent truancy, school suspension, fights, fired from 

Job for talking back, arrested for stealing. Treated for hearing problem which was felt to explain 
early poor behaviour. 

Frequent temper tantrums, fear of crowds age 1, below average student. Fired from one job 
because of slow learning. 

Always in ungraded school for slow learners, below average grades, reading level current 
6th grade. Treatment for overactivity. 

Overactive, can’t concentrate, attention easily diverted. Held back in school, slow learner. 
Treated since age 5 for hyperactivity. Still takes medicine for ‘nerves’. 

Lifelong underachiever in school. In adolescence perfectionistic about tidiness and cleanliness 
(washes hair 2 х daily). Timid and lacks self-confidence. Sees counsellor for indifference to 
school work. 

Below average grades, slow learner. Held back two grades. Dropped out 2x in grade school 
because of difficulty reading. Counselling in 5th grade because ‘too close to mother’. 

Stole money at home, ran away X1, lies frequently. 

Unco-operative in school and treated and tested in grade 2 for restlessness. Above average 
intelligence. 

o truancy last year in high school, tardiness and inattention in class. Withdrawn from 
amily. 

Overactive, can't concentrate, attention easily diverted, accident prone, in special education. 
Grades below average. Has secn psychiatrist for overactivity and for nervousness and casy 
frustration. ; 

Lifelong temper tantrums, treated for hyperactivity in grade 3, disruptive classroom behaviour, 
discipline problem at home, lies, shoplifting x 2, drug abuse and arrested for ‘possession’ of 
drugs. Sees psychiatrist for latter problem. $ 

Model child until became socially withdrawn in grade 8, nervous, threatened parents with 
violence. Hospitalized several times and diagnosed schizophrenic on each admission. Never 
able to work. Remained at home until killed by being hit by car age 20. 

Аве то given tranquillizer for stomach. During first three grades complained of stomachaches, 
repeated in 5th e. 

Slow learner, held back, sent to special school. Diagnosed mental retardation at state hospital 
age 15. Lives at home but unable to work. Has required hospitalization for violent behaviour. 
Overactive, can’t concentrate, distractible, disruptive in school, fights at school. Sent to private 
school for discipline. Treated by psychiatrist age 12. 

Frequent temper tantrums till age 5. Poor reader, quit school age 15 for illegitimate pregnancy. 
Difficult to discipline, lies frequently, fired from jobs. Refused to keep appointments with 
psychiatrist after pregnancy. , 

Held back grade 4 for reading problem. Age 17 had 2 month episode nervousness: couldn't 
sleep, concentrate, left school, Jost weight and was ‘nervous’. Treated by M.D.— got better but 
now nervous again. 
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TABLE [Xa—continued 
Case +: Major behavioural abnormalities i 
029 Lifelong temper tantrums. Treated speech clinic age 44. Bully and fights a lot at school. One 
episode of depressed mood and feeling ‘mother didn’t want him’. Saw counsellor for this age 12. 
001 Trouble focusing on goals during adolescence. Always nervous and tense. Family considered 
treatment but never carried it out. 
022 Treatment by psychiatrist for depression age 18 with numerous depressive symptoms. Suicide 
age 19. : 
TABLE X : 
Correlation of psychiatric diagnosis in biological parent and adoptee 
Biological parent diagnosis 
Adoptee diagnosis Affective Major Mental , 
` Antisocial disorder psychosis retardation 
Antisocial ws 2 о о о 
Affective disorder т (1)* (1)* o о 
Major psychosis bs 98 js о о І о 
Mental retardation .. - E I I о 2 


* Numbers in parentheses represent result from mating affective disorder mother X antisocial father. 
The one offspring can be counted two ways: off the diagonal considering the father’s diagnosis; or on the 


diagonal considering the mother’s diagnosis. 


Taste XI 
Incidence of disturbed behaviour in centrol and experimental adoptess divided by sex 





All disturbed (grades 1, 2, 3) 





X? = 8-16; d.f. = 3; :05 > p> +025 


Moderate to severely disturbed (grades 2,3).. а (8%) 


X? = 14:27; d.f. = 3; -01 > p> -oo1 


diagnosis (13:6 per cent) in contrast to only 
1 out of 55 control adoptees (1-8 per cent). 
This difference is significant at the 5 per cent 
level (x? = 3:90, d.f. = 1, :05 > p > :02). 
This latter finding accounts for most of the sex 
difference observed previously (in Table XI). 
Of the 8 hyperactive experimental adoptees, 
7 are male. Clearly, if the hyperactive males 
were removed from Table XI, .this would 
reduce the significance of the sex difference 
considerably. 


Control Experimental 
Male Female Male Female 
N = 24 N = 31: N = 32 М = 27 
7 (29%) то (32%) 19 (59%) 6 (30%) 
6 (19%) 16 (50%) 6 (22%) 
Discussion 


An important part of interpreting the results 
of this study is an asseasment of the bias inherent 
in the fact that 35 per cent of our designated 
sample either did not cooperate or could not be 
found. When families indicated unwillingness 
to be contacted further we respected this 
decision and did not attempt to sample refusers 
and thus determine biases directly. Without this 
direct assessment it is difficult to know what 
readily obtainable variables about these adopt- 
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ing parents would be suitable and related to 
psychiatric disability in adoptees (and not just to 
dislike of being questioned in general, suspicion 
of the study, etc.) and could be used to ‘control’ 
for the drop-outs. If factors such as suspicion 
were relevant to refusal, they appear to have 
operated equally in both groups, since е 
incidence of refusal was the same in control 
and experimental groups. Similarly, family 
factors leading to inability to be located (such 
as extreme geographic mobility) would also 
appear to be evenly distributed between control 
and experimental groups. 

Some inférences about sample bias might be 
- made from the comparison of control and experi- 
mental adopting families on the variables of 
having other sibs in the family and of adopting 
parents having had medical or psychiatric 
problems. No significant differences between 
control and experimental probands were found 
in these areas, which suggests that the residual 
non-sampled groups might be similar regarding 
these variables. With further regard to the effect 
of refusal on the study sample, we can say that 
despite the drop-outs there are no significant 
differences introduced between the control 
and experimental groups with the following 


variables: age of biological mother at time of ' 


adoptees’ birth, sex of adoptee, age of adoptee 
at time of study (Tables I, III and IV). Thus 
the initial matching on these variables was not 
obviated, and the basic similarity of both 
groups would not appear to have been changed 
by any systematic selection bias (at least as 
evidenced by these variables). 

The only variable to show a difference 
between control and experimental groups is the 
age at which the adoptee was received into 
the adopting family (Table V). This variable 
was not originally matched, so that it is difficult 
to interpret this difference as evidence of a 
sampling bias. Some possible explanations for 
the delay in placement of experimental adoptees 
might be: (1) knowledge of the baby’s back- 
ground, known to the agency, could have 
resulted in more caution and circumspection 
about final placement; or (2) some of the 
experimental adoptees could have shown slow 
development or other behaviour which caused 
concern and led to delays. The first reason may 


have application here. In many cases in which 
the natural mother was known to have a 
psychiatric illness the child was initially placed 
in foster care. Medical and sometimes psycho- 
logical assessments were then done on the 
child at intervals prior to final placement. 
This undoubtedly led to the delay in placing 
some of the ‘experimental’ children. With our 
presently available facts it is not possible to 
determine a reason for the difference in every 
instance. We can, however, show that there is 
no evidence of a relationship between the age 
the adoptee was placed with his adopting family 
and future psychopathology. The most deviant 
subgroups were the experimental males and 
females, who between them showed the highest 
incidence of late adoptions (see Table V). 
Taking the experimental group alone, we can 
dichotomize it at the median of 3-4 months of 
age (which was used in the median test pre- 
viously to show a significantly larger number of 
late adoptions in this group) and compare the 
number of adoptees with a behaviour dis- 
turbance in the ‘early adopted’ and ‘late 
adopted’ groups thus formed. Thirteen out of 
25 late adoptees (52 per cent) and 14 out of 34 
early adoptees (41 per cent) have a behaviour 
disturbance (grades 1, 2 and 3). This difference 
is not significant. If we look at male experi- 
mental adoptees, the group with the highest 
rate of problems (Table XI), we also find no 
correlation between age at placement and the 
presence of later psychopathology. Similarly, 
corresponding data for the control adoptees 
were dichotomized, and no correlation was 
found between age at adoption and psycho- 
pathology. If age at adoption were related to 
later behaviour disturbance one would expect 
a stronger correlation. Accordingly, it is unlikely 
that this factor of age of placement can account 
for the significant differences in psychopathology 
found between control and experimental groups. 
We are not in a position to answer the question 
whether the later age of adoption of some 
experimental adoptees reflects difficulties in 
placement of a child from a known disturbed 
biological background. Such a factor would be 
likely to have operated more on the part of the 
agency than the prospective parent, since details 
of biological background, at the time of these 
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adoptions, were usually not imparted to adopt- 
ing parents. A recent study by Crowe (5) of 
adoptees from presumably antisocial biological 
parents has found evidence that adoptees who 
later became antisocial had spent a longer time 
in orphanage before final placement with 
adopting parents. This was not found in this 
study, but then most of the adoptees in our study 
had been placed with temporary foster parents 
rather than in an institutional setting, so that 
early environments in the studies are not really 
comparable. A study by Offord et al. (15) 
suggested more severe antisocial behaviour in 
children adopted after 6 months of age. These 
studies suggest an interaction between environ- 
ment and heredity which was not evident in 
the present data. 

Because of the design of this study, the most 
likely factors responsible for the differences in 
type and amount of psychopathology would 
appear to lie in the area of genetics or of very 
early maternal influence occurring during the 
prenatal months. Studies have been reported 
showing an effect of continuing personal stress 
during pregnancy on child development and 
behaviour disturbance in humans (Stott, 24); 
and in animals, effects of various exteroceptive 
stresses during pregnancy on later offspring 
development have been shown (Ader and 
Belfer, 1). Applying these findings to the present 
study, it is possible that psychiatrically disturbed 
mothers would be more upset during their 
(mostly illegitimate) pregnancies than would 
control mothers. This could have been a factor 
in the differences observed in these data. 
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However, there is no reason to consider that 
psychological stresses during pregnancy would 
be such that later psychopathology of the off- 
spring would qualitatively resemble that of the 
biological parent (evidenced by the correlation 
observed in our data between diagnoses of the 
biological parent and the adoptee, as shown in 
Table X). Unless some Lamarckian influence 
were at work, the most logical explanation 
would be a genetic one, explaining both the 
transmission of not only more psychiatric illness 
but the quality of the illness as well. One other 
aspect of the data can provide additional 
independent evidence for a specificity of trans- 
mission: the comparison between control and . 
experimental adoptees for risk or incidence of 
specific kinds of psychiatric conditions (affective ` 
disorder, major psychosis, antisocial personality, 
and mental retardation). A previous (see above) 
analysis of incidence of all definite psychiatric 
diagnoses (excluding undiagnosed) showed a 
higher incidence (22 per cent) in the experi- 
mental group (control = 7 per cent). However, 
considering only these four conditions in the 
biological parents, we find in Table XII the 
comparative incidences of these four specific 
conditions in adoptees. Each condition is higher 
in the experimental than in the control adoptees, 
but none of the differences, or their total, reaches 
statistical significance. However, the differences 
are in the direction one would expect on the 
basis of specificity of transmission. 

This study has focused upon psychiatric 
symptoms in biological parent and adoptee. 
Determination of psychiatric conditions in both 


Taste XII 
Incidence of specific psychiatric conditions related to biological parent illness 





Experimental adoptees Control adoptees 


= 59 = 55 
No. and % Ш with No. and % ill with 








Conditions in at least one No. of 
biologic parent exp. specific illness (of specific illness (of 
adoptees biologic parent) biologic parent) 
Affective disorder zs i T 5 I (20% 1/55 (2% 
Mental retardation... T d II 2 (18% 0/55 (096 
Antisocial personality .. is e 22 2 (9% 3/55 (596 
Major psychosis 5% - Е 8 (129% 0/55 (0%) 
Total .. i «s Ке zs 46 6 (13%) 4/55 (7%) 
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situations is beset with problems and limitations. 
In assessing the psychiatric status of the bio- 
logical parent, the most limiting factor is that 
interviews conducted 12 to 24 years before 
were often designed to elicit other information 
than psychiatric symptoms. Although social 
facts surrounding the pregnancy, reasons for 
giving up the child, and the like, are essential to 
humane and considerate treatment of the client 
and her unborn child, this information does not 
often lead to specific psychiatric conclusions 
about the mother. Thus underdetermination of 
psychiatric conditions is likely. One consequence 
is that psychiatrically ill parents could appear in 
` the control group; another, is that only more 
severely disturbed individuals might be detected 
among the biological parents. In the latter 
situation individuals with certain symptoms 
whose quality was not troublesome, noticeable 
to others, etc., might go undetected. Also, very 
little information was available about biological 
fathers. It is not unlikely that disturbed mothers 
might attract disturbed males as mates. This 
situation was described by Crowe (4, 5), who 
found that biological antisocial mothers in his 
study who had antisocial offspring (adopted by 
‘normal’ families) had mated mostly with men 
with evident disturbed behaviour, such as 
arrest records or other police trouble. Thus the 
biological paternal side could contribute a 
considerable diathesis to the outcome of this 
study if any selective mating occurred. Un- 
fortunately, with our dearth of information 
about the biological fathers we cannot substan- 
tiate this hypothesis of selective mating. Indeed, 
it is this ever-present possibility of selective 
mating that makes it impossible with this type 
of data to interpret the various conditions other 
than the specific one present in a biological 
parent as evidence of a ‘spectrum’ of disorder, 
as has occurred in some studies of schizophrenia 
(Rosenthal, 18). 

In the assessment of psychiatric conditions in 
adoptees, results could be biased towards picking 
up more severely disturbed youngsters as a 
product of parental bias or under-reporting. 
Also, dependence upon adopting parents for 
information about symptoms during adolescence 
could lead to under-reporting of conditions 


with, for example, a large subjective component, 
such as depression. 

Despite these possible deficiencies, significant 
differences were found between control and 
experimental adoptees, even though some of 
these problems in detection would be likely to 
blur distinctions between the groups, as, for 
example, including in the control group dis- 
ordered biological parents. An effort was made, 
however, to keep the control group as pure as 
possible. As the adoption records were reviewed, 
notes were taken on every case of any informa- 
tion that might indicate psychological aberra- 
tion in either parent. For example, many of 
the unwed mothers claimed that the pregnancy 
had resulted from rape, but had no other 
indication of ‘psychopathology. No such girl 
was included in the control group. 

Differences between control and experimental 
adoptees are not only quantitative (larger 
number of moderately to severely disturbed 
adoptees in the experimental group) but are 
qualitative as well in that a larger number of 
hyperactive diagnoses are present in the experi- 
mental group. Seven of the eight hyperactive 
children are male, a finding compatible with 
reported series of hyperactive children (Minde, 
Weiss, and Mendelson, 12; Weiss, Minde, 
Werry, Douglas, and Nemeth, 26), and this 
sex difference accounts for most of the dis- 
ordered male preponderance in the experi- 
mental adoptee group (Table XI). Finding this 
excess of hyperactives was unexpected and 
admits to several possible interpretations: hyper- 
activity may represent an early manifestation of 
psychiatric conditions such as antisocial per- 
sonality or affective disorder. Longitudinal 
studies of hyperactive children have reported a 
certain proportion of hyperactive children who 
later turn out to meet criteria for antisocial 
personality (Minde, Weiss, and Mendelson, 12; 
Weiss, Minde, Werry, Douglas and Nemeth, 
26). Family studies have failed to establish a 
connection between affective disorder and 
hyperactivity (Stewart and Morrison, 23). In 
our own data, regarding hyperactivity in the 
adoptee as a manifestation of an antisocial 
‘spectrum’, would not increase the correlation 
of the biological parent-adoptee shown in 
Table X. If we count the twins as one observa- 
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tion we would then add 2 concordant parent- 
child pairs to the main diagonal and 3 non- 
concordant to off-diagonal cells. This brings 
the total pairs to 14, of which 8 or 7 are con- 
cordant, depending on which way we interpret 
the mating affective disorder mother xanti- 
social father (vide supra). The one-tailed proba- 
bility for 8 concordant out of 14 is ·0103, and 
for 7 out of 14, -0383. This is not appreciably 
different from the previous concordance. A 
second interpretation is that disturbed mothers 
might mate preferentially with men who have 
themselves been hyperactive. This would pro- 
vide а source for the hyperactivity which in 
family studies of hyperactive children has been 
found to be more prevalent in fathers (Morrison 
and Stewart, 13). Ours is the first adoptee 
study we are aware of reporting evidence 
consistent with a genetic transmission of hyper- 
activity. 

For a number of years there has been an 
interesting controversy concerning the incidence 
of psychiatric problems in adoptees. Some 
studies suggest rates higher than in non-adopted 
populations (Bohman, 2; Reece and Levin, 16; 
Schechter, 19; Schechter, Carlson, Simmons and 
Work, 20; Simon and Senturia, 22; Toussieng, 
25) while others report rates more comparable 
to normal, and attribute high rates to biased or 
incomplete data collection (Kirk, Jonassohn 
and Fish, rr). Results from the present study 
would suggest that rates in adoptees could well 
be higher than normal, depending on the ‘mix’ 
in the biological parents of psychiatric disturb- 
ance. Obviously, the factor of biological 
parentage is an important one which should be 
controlled in studies determining both incidence 
and type of psychiatric abnormalities in 
adoptees. Most of these same studies of psychia- 
tric problems in adoptees (Offord, Aponte and 
Cross, 15; Schechter, Carlson, Simmons and 
Work, 20; Simon and Senturia, 22) detail 
delinquent and antisocial behaviour high on 
the list of presenting complaints, and in most 
instances, as with the present study, more of the 
disturbed individuals are males. This study 
suggests that much of the hyperactivity and 
antisocial behaviour reported in adoptees might 
be explainable on the basis of factors present in 
their biological parents, and not, as is very 


! 
STUDIES OF ADOPTEES FROM PSYCHIATRICALLY DISTURBED BIOLOGICAL PARENTS 


commonly believed, primarily on the psychic 
trauma associated with adoption and the 
environment including unconscious motives 
of the adopting parents (Reece and Levin, r6). 
This interpretation does not preclude the very 
likely possibility of a significant interaction 
between the biological factors and the child's 
environment, but this is a subject for further 
research. 
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Objectives and Training in Psychiatry 


By PETER BROOK 


Summary. The recommendations on postgraduate training made by the 
World Health Organization, the Nuffield Provincial Hospitals Trust and the 
Royal Medico-Psychological Association are examined in the light of modern 
concepts of educational objectives. In this country no well defined, specific, 
assessable and detailed objectives have yet been formulated for postgraduate 


training in psychiatry. 


The need for clearly setting out the aims and 
‘objectives of training in precise and clear form 
has in recent years been widely, but by no 
means universally, accepted. As Michael Simp- 
зоп (1972) points out, stated aims and objectives 
are all too often so vaguely stated that they are 
merely ‘the educational equivalent of “mother- 
hood” and “patriotism”: no one but a beast 
could disagree with them, but no one at all 
can put them to much use’. 

Just where does British psychiatry stand in 
this respect at this moment? What guidelines 
do we possess, whether as teachers or trainees, 
educators or students, and are the guidelines in 
‘such a form that programmes and curricula 
can be constructed from them? 

Before answering these questions it would be 
useful to look more closely at some general 
considerations about objectives. 


THEORETICAL CONSIDERATIONS 


The goals of training need to be precisely 
defined, and in order to be meaningful they 
must be expressed in behavioural terms, that is 
they need to describe performance which is 
both observable and measurable; diffuse global 
objectives which lack precision or clear meaning 
can no longer be regarded as adequate. Object- 
ives should be formulated in terms of what the 

* Part of the material in this paper is contained in an 
M.D. thesis submitted to the University of London in 
May 1974- 


trainee is expected to become, and should not 
be dependent on whatever educational facilities 
are available, or on an existing curriculum, 
which might well be the product of hard bar- 
gaining in committee. Failure to formulate 
objectives overtly is to run the risk of including 
the trivial or inappropriate and of omitting what 
is desirable. Learning, as Miller (1967) says ‘is 
not unidimensional but a constellation of 
elements . . . cognitive (knowing and under- 
standing), psychomotor (professional skills), 
and affective (attitudes and values). It means 
that the statement must be in terms of what a 
student is to become’. 

Objectives must be relevant to what is to be 
practised and, equally important, must be seen 
by the trainee to be relevant, otherwise motiva- 
tion, and in consequence learning, will suffer. 
Objectives must be capable of realization within' 
the limitations of time and resources available. 
Objectives need to be framed so that they are 
clearly understandable by the student. They 
need to be described in such a way that 
they are capable of being assessed and 
measured. : 

Jason (1973) postulates two types of object- 
ives; terminal and enabling. Terminal objectives ` 
describe a desirable piece of behaviour and are 
usually complex to the extent that they cannot 
be obtained in one instructional step but only 
after a period of steps which build on each other. 
It is these latter that are termed enabling 
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objectives. To take a concrete example: the 
terminal objective might be ‘to obtain sufficient 
data from a patient to describe the mental 
state’. Among the enabling objectives would be: 
the ability to conduct an interview with a patient 
systematically; a knowledge of affective changes 
and their modes of expression; a knowledge of 
concepts of abstract or concrete thinking; an 
understanding of what constitutes an hallucina- 
tion and the sensory modalities in which it could 
be expressed; a knowledge of tests which will 
examine concentration, short- and long-term 
memory and orientation. 
A number of criticisms have been levelled 
‘ against the behavioural definition of objectives. 
It has been argued, for example, that since only 
what is trivial can be defined its objectives in 
consequence are constrictive and restrictive. 
Jason, however, believes that ‘any expectation a 
faculty member may have can be formulated as 
an objective’. High levels of intellectual activity, 
such as creativity, can be defined. Again fears 
have been expressed that using a hierarchy or 
taxonomy of objectives (Bloom, 1956) can lead 
to fragmentation and atomization, so that the 
wood may be lost for the trees, but Bloom’s 
taxonomy allows for setting objectives at various 
levels of generality depending on the topic. A 
related criticism is that precisely defined beha- 
vioural objectives are inappropriate for an 
activity such as psychiatry where issues may be 
complex and subtle. It may indeed be difficult 
to specify all behaviours described, but certain 
high priority objectives can still be formulated 
while specific detail can emerge during 


training. 

Miller (1967) has formulated a cybernetic 
cycle for educational programmes. Learning 
experiences should develop out of objectives, 
while methods of evaluation should be directly 
related to these learning experiences and in turn 
these should encourage continuing re-examina- 
tion of educational objectives. Miller goes on to 
make a number of points about educational 
process. Learning is enhanced by feedback; 
learning will also be ‘speeded and its retention’ 
made more secure when students are regularly 
provided with diagnostic information about 
their strengths and weaknesses, the extent to 
which they have progressed towards educational 
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goals and the distance they have yet to go’. This 
type of feedback is provided by an evaluation of 
how the student's performance matches up to the 
desired behavioural objectives. Such an evalua- 
tion may be termed ‘diagnostic’ rather than the 
more usual ‘judgemental’ evaluation as found in 
the fail-or-pass examination. 

Miller reminds us that ‘instructional methods 
that actively involve students in learning are 
more likely to be effective than those that do 
not’. However, different teaching methods may 
have little difference of cognitive domain and 
yet may have differing effects on attitudes. 
One example from psychiatry is an experiment 
conducted in Edinburgh (Walton, 1973) when 
an attempt was made to discover the best 
method for teaching psychiatry to medical 
students, one of three groups being taught by 
lectures, another by seminars and a third by a 
combination of the two approaches. The three 
procedures were equally effective in the cogni- 
tive and psychomotor spheres, but in the 
area of attitudes seminars had a more definite 
and significant impact than the other methods. 
What was striking was the students’ marked 
preference for the seminar method of teaching, 
which derived from their increased opportunity 
to relate personally to their teacher and to 
patients. 

Objectives must reflect the structure and 
needs of the society in which the psychiatrist 
has been trained and will spend his working life, 
as well as the ideals of the profession. In the 
light of the changing practice of psychiatry and 
of changes in society, Miller (1967) neatly 
summarises present-day requirements thus: 
‘objectives must be reviewed continuously, 
for it is only if*they are dynamic and responsive 
that they will serve the student, the faculty, the 
institution and society. All of which says that a 
statement of objectives is not an end in itself, a 
set of words to which a faculty may pledge 
allegiance and then forget, but an integral part 
of the educational progress, a key point of 
reference for the total programme’. 

In this country programmes of training have 
been greatly influenced by recommendations 
made by three bodies, the World Health Organi- 
zation (W.H.O., 1963), the Nuffield Provincial 
Hospital Trust (1967) and the Royal Medico- 
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Psychological Association at the 1969 Соп- 
ference on Post-graduate Psychiatric Education 
(Russell and Walton, 1970). Because these three 
sets of recommendations have profoundly in- 
fluenced thinking about what an ideal pro- 
gramme of training should contain, each will 
be examined in detail. 


Tue Wonrp HEALTH ORGANIZATION’S 
RECOMMENDATIONS OF 1962 


An expert Committee on Mental Health met 
in 1962 and published its report the following 
year (W.H.O., 1963). The Committee recom- 
mended an initial period, lasting at least three 
years, of what they termed ‘broad training’, 
followed by a year or more of ‘differential 
training’, either in one of the sub-specialties or, 
for those not specializing, to allow them to 
enlarge their knowledge or to engage in research. 
These recommendations clearly foreshadow 
those of the Royal Commission on Medical 
Education (1968) five years later. During the 
three years of broad training the trainee should 
have ‘opportunities of seeing adult patients and 
child patients (including the mentally sub- 
normal) and their families in various treatment 
settings—in-patient, out-patient, day hospital, 
and in the community offering prophylatic 
treatment services’. The Committee stressed 
that the trainee would need the closest possible 
contact with his community, that heshould havea 
sound knowledge of the principles and procedures 
of psychotherapy, experience in groups and com- 
munities and ‘thorough familiarization with the 
technique of community care in general’. 

In outlining details the Committee recom- 
mended instruction in psychiatric interviewing 
techniques at the very beginning, supervised 
clinical experience, and at the same time 
instruction in the biological and social sciences 
and other theoretical bases for psychiatry. 
These included neuroanatomy, neurophysiology, 
neuropathology, medical psychology, medical 
sociology, genetics, epidemiology and chronic 
diseases and, for psychiatry proper, the history 
of psychiatry, clinical phenomena of the 
psychiatric illness, dynamic processes in psychia- 
tric illness, clinical neurology, child psychiatry, 
subnormality, psychosomatic disorders, social 
psychiatry and therapeutic techniques. 
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Trainees, the Committee felt, should be 
encouraged, at the very least, to educate them- 
selves to prepare for a teaching role. 


Tue NurrigLD Provinarat Hosprrar’s 
Trust REPORT 


In 1966 the Nuffield Trust set up three 
working parties on vocational training, one of 
which concerned itself with vocational training 
for the psychiatric services (Nuffield Provincial 
Hospital Trust, 1967). The psychiatric working 
party, in considering the objectives of training, 
felt that the consultant psychiatrist should have 
a good understanding of the disciplines related 
to psychiatric practice, including ‘general 
medicine . . . neuroanatomy, physiology, bio- 
chemistry and pharmacology; psychology, 
sociology and social administration; theoretical 
foundations of psychiatry and medical psy- 
chology'. From the point of view of practical 
experience they considered that the consultant 
should be able to deal with the acutely ill and 
the chronically disabled, should be flexible in 
his deployment of all methods of treatment, and 
should give scope and support to other members 
of the psychiatric team working both inside and 
outside the hospital "These objectives were 
summarized thus: *the psychiatrist should at the 
completion of his training be widely experienced 
in dealing with all the common problems of 
psychiatry. He should have a sound knowledge 
of several disciplines in so far as they impinge 
ой the theory and practice of psychiatry. He 
should be aware of advances in other fields 
relevant to his subject. In clinical work, admini- 
stration and teaching, he should be able to make 
use of evidence deriving from several different 
sources in making considered and valid judge- 
ments’. 

To achieve these objectives, any scheme for 
vocational training would, in the working party’s 
opinion, need to offer adequate clinical experi- 
ence, tutorial teaching in the theory and practice 
of psychiatry and, for general psychiatrists, 
periods of experience and tuition in special ` 
fields such as child psychiatry, psychotherapy, 
forensic psychiatry, subnormality and clinical 
neurophysiology. Adequate academic teaching 
in disciplines related to psychiatry would need 
to be available, and university departments 
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should offer help with work on special topics and 
research projects. The working party concluded 
that ‘training must equip for full and effective 
collaboration with other allied workers’. 


THE 1969 CONFERENCE 

In 1971, the Royal Medico-Psychological 
Association laid down guidelines as to the 
content of clinical experience. These have 
recently been brought up to date (Royal College 
of Psychiatrists, 1973), but the most detailed 
guidelines are still based on recommendations 
made at the Conference on Postgraduate 
Psychiatric Education held in March 1969 
under the joint auspices of the Royal Medico- 
"Psychological Association and the Association 
for the Study of Medical Education (Russell and 
Walton, 1970). This conference was the first 
one of its sort that the Royal Medico-Psycho- 
logical Association had mounted, although a 
smaller, less ambitious, conference on psychia- 
tric education, had been sponsored by the 
Institute of Psychiatry six years previously 
(Davies and Shepherd, 1964). 

Seven panels were set up, each charged with 
producing a working paper on its assigned topic; 
this was circulated before the meeting and was 
introduced by the panel who had prepared it 
and then opened to general discussion. The 
topics were: the demand for psychiatrists; the 
entrants to psychiatric training; educational 
objectives; methods of teaching psychiatry; 
programme formation (curricula); assessment 
of results of training—standards of proficiency; 
organizational requirements for the future. The 
general objectives of psychiatric training were 
stated thus: ‘knowledge for a theoretical 
mastery of the subject; clinical, personal and 
scientific skills; and habits of thought and 
attitudes of mind by which to use such know- 
ledge and skills in the best interests of the 
patient, his family and the community’. More 
specifically, the areas of knowledge were given 
thus: 

1, The neurological sciences relevant to psychiatry, 
that is neurophysiology, neuroanatomy and 
biochemistry. The Panel thought it likely that 
as medical education became more compre- 
hensive and relevant these would be dealt with 
at postgraduate level by ‘selected advanced 
seminars on the growing points of these sciences’. 
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2. Psychological and social sciences. 

3. Child development. 

4- Personality: variation and development. 

5. Social structure and social administration. 

6. Psychodynamics and psychopathology. 

7. Clinical knowledge. This would cover ‘every age 
from infancy to the senium' and range widely 
to cover not only the psychoses, functional and 
organic, but also the neuroses, disorders of 
personality, sexual deviations, the addictions, 
psychosomatic disorders and the psychological 
and emotional consequences of physical illness 

* and injury. 

8. Psychopharmacology. 

In the domain of skills these were seen as 
including clinical ones for which a wide range 
of clinical experience was desirable, therapeutic 
skills including pharmacological, social, psycho- 
therapeutic and the ability to exercise leadership 
in the therapeutic team, teaching skills and 
administrative skills. It was emphasized how the 
trainee must understand and know how 
psychiatrists practise in different settings and 
‘he should be prepared to work as a member of 
the team which will necessarily include others 
of a different background and training and 
who have acquired well-developed skills which 
are by no means those which are the psychia- 
trists’s prerogative’. (Trethowan, 1970). 

The panel’s recommendations cannot be seen 
as a Clearly formulated set of objectives using a 
taxonomy of educational objectives as for- 
mulated by Bloom and his colleagues (1956). 
One example of a set of objectives for the 
development of a set of skills, together with 
methods of assessment and the settings in 
which specialty skills are taught, is given in 
Langsley et al. (1973). These objectives were 
prepared for first-year mental health pro- 
fessionals being trained by the Department of 
Psychiatry of Pacific Medical Centre. The 
contrast between these clearly formulated 
objectives and those prepared by the panel is a 
striking one. 

The panel dealing with programme formation 
(Shepherd, 1970a) took as its yardstick the 
structure of the training programme for the 
University of London Academic Diploma in 
Psychological Medicine. This examination at 
that time covered the biology of the nervous 
system, psychology, sociology and genetics, 
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clinical psychiatry and clinical neurology, and 
included a dissertation on a piece of original 
work. The contents of postgraduate training 
programmes in psychiatry were classified thus: 

1. Basic sciences. These were regarded as 
divisible ‘into two large categories: the 
biological group, including neuroanatomy, 
neurophysiology, neuroendocrinology, neuro- 
psychology, ethology, neurochemistry, neuro- 
pharmacology, psychopharmacology, and the 
psychosocial group, including psychology, 

` ‘sociology, anthropology, epidemiology and 
demography. Psychology is a bridge discipline 
between these groups. On the one hand it 
extends into the indisputably non-biological 
areas of social and educational psychology, 
and on the other hand the techniques of 
modern neuropsychology are often closer to 
physiology than to psychology in the narrower 
sense’. 

2. The clinical components. These included 
general psychiatry, during which time the 
trainee would receive instruction in the areas 
specified in paragraph 129 of the Royal 
Commission’s Report (1968), training in child 
psychiatry, neurology and psychotherapy. 
However, the panel cautioned against the 


risks of ‘dogmatic and one-sided theoretical ' 


indoctrinations’ in the last, and recommended 
that psychotherapy should be taught ‘within a 
broad framework of the behavioural sciences 
during the years of general professional training’ 
(Shepherd, 19702). 


CONOLUSIONS 

There can be no doubt, after reading the 
"literature on postgraduate training in psychiatry 
and most particularly the recent memorandum 
on Educational Programmes produced by the 
Royal College of Psychiatrists (1973), that in 
this country no well defined, specific, assessable 
and detailed objectives meeting Miller's or 
Jason’s criteria have been formulated for post- 
graduate training in psychiatry. This point 
emerged in the topic on assessment at the 1969 
Conference. It was touched on in passing in the 
Chairman's working document (Walton, 1970), 
and was forcefully underlined by one of the 
contributors to the discussion, when it was 
pointed out that psychiatry. was quite lacking 
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in a behavioural description of adequate per- 
formance, and thus there was a need for an 
analysis of the knowledge, skills and attitudes 
required of an effective psychiatrist (Shepherd, 
1970b). No further progress seems to have been 
made in this country since that time, although 
proposals have been made for a preliminary 
research study (Cawley, R.H., personal comm- 
unication). An analysis needs to be made of the 
knowledge, skills and attitudes required not 
only of the consultant, but also of other pro- 
fessionals in the mental health field, general 
practitioners, nurses, social workers and psycho- 
logists, ‘so that the unique contributions of each 
can be determined and behavioural objectives. 
can be formulated for them. Even without such 
research it ought to be practicable to produce a 
clearly stated set of objectives for psychiatric 
training conforming to Jason's criteria; that this 
can be done has been demonstrated in the out- 
line syllabus for the training of community 
psychiatric nurses produced by the Joint Board 
of Clinical Nursing Studies (1974). The Royal 
College of Psychiatrists should now address 
itself urgently to producing a set of objectives 
for the training of psychiatrists. 
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The Mental Health of Jehovah’s Witnesses 


By JOHN SPENCER 


Summary 
The function of religion in human society is complex. The part played by religion in psychiatric 
disorders is even more obscure. Previous literature and theories are divided into two groups: 
one school believes that intense religiosity is a symptom-complex indicative of psychiatric 
disorder, while the opposing view is that religious belief in some way acts as a defence 
mechanism protecting the individual and his psyche. 

The present study of 50 Jehovah’s Witnesses admitted to the Mental Health Service facilities 
of Western Australia suggests that members of this section of the community are more likely to, 
be admitted to a psychiatric hospital than the general population. Furthermore, followers of 
the sect are three times more likely to be diagnosed as suffering from schizophrenia and nearly 
four times more likely from paranoid schizophrenia than the rest of the population at risk. 

These findings suggest that being a member of the Jehovah’s Witnesses faith may be a risk 
factor predisposing to a schizophrenic illness. Further studies would be interesting in investi- 
gating whether pre-psychotic people are more likely to join the sect than normal people and 


what part (if any) membership has in bringing about such a breakdown. 


Many of us have on occasions surprised our- 
selves at our rather impulsive, discourteous 
behaviour when faced with the persistent 
insistence of members of the Jehovah’s Witnesses 
sect. The firm conviction with which they not 
only adhere to their beliefs but also incriminate 
us, the unrequested listener, is rather disquieting. 
Any attempt to dissuade them logically is 
frequently met with a further monologue of 
their inflexible belief system. 

Many sociologists have turned their attention 
to the phenomena associated with religion and 
religious factors, but there have been remark- 
ably few studies correlating choice of religious 
belief with personality or mental disorder. 

Sargant (1957—70) states that sudden drama- 
tic conversions are most likely to occur in simple 
stable extraverts, while Clark (1929) found that 
55 per cent of individuals experiencing a sudden 
conversion suffered a sense of guilt compared to 
84 per cent of his total sample under study. 

Roberts (1965) in a further study found that 
those whose conversion was sudden and towards 
the faith of their parents had high scores on the 
EPI neuroticism scale. 
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Graff and Ladd (1970), administering the 
Personal Orientation Inventory and Dimen- 
sions of Religious Commitment forms to 163 
male students, found an inverse relationship 
between ‘self-actualization’ and religiosity. 

Freud (1913) saw religion as an attempt to 
gain control over the sensory world by means of 
the wish world and as an attempt to place upon 
God that dependance which had originally 
been upon the father. Thus he saw it as a 
symptom of neurosis. Other analysts, however, 
have extended this approach to include psychotic 
disorders. Fenichel (1946) states that religious 
delusions as a rule are rooted in longings for 
salvation together with attempts to master over- 
whelming, indestructible, schizophrenic sensa- 
tions by verbalizing them. Fromm (1960) 
supports this theory and postulates that religious 
ideas fulfil at least four economic functions: 

1. A symbolic means of communication; 

2. Self-preservation; 

3. To silence the individual's anxiety; 

4. As a positive creative function. 

As a result of his searching studies, Jung 
(1933) felt that man possessed a natural religious 
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function and that.his psychic health and 
stability depended on the proper expression of 
this, just as much as on the expression of the 
instincts. It was an essential feature of religion 
to give conscious expression of the archetypes. 
Consequently the nature of the religious ex- 
pression indicated the disturbance the indi- 
vidual was experiencing with the unconscious. 
Jung thus differed from the classifical analysts 
in pointing out that one could not generalize 
about religiosity, as this in itself was a very 
varied phenomenon. 

Doubt has been cast on analytical theory by 
several workers. Thus Lane (1968), in a study of 
9o patients, attempted to measure the ‘Degree of 
Concern for Religion’, and correlated this with 
the results on the Edwards Personal Preference 
schedule. He concluded: ‘It now appears that it 
is more promising conceptually to regard 
religious concern as being related to various 
functional psychological needs than it is to cast 
it aside as being a symptom of psychopathology 
or as being a negative prognostic sign of 
recovery.’ ` 

Boison (1952) puts forward а convincing 
argument that religion is a highly personalized 
affair, and he provides clinical evidence that 
even bizarre types of religiosity can be converted 
into constructive channels when such an intense 
religious experience is successfully related to 
unmet psychological needs. 

Lloyd (1973) states categorically that religion 
is a coping device and can be regarded as 
normal or symptomatic. In the latter situation 
the individual’s normal devices fail or their 
integration is threatened and the change is 
usually towards the more enthusiastic, irra- 
tional, fundamental and emotive sects where the 
psychotic patient may well be supported, 
protected and hidden from society. However, 
he fails to explain how he has reached this 
conclusion. 

The principal problem seems to be to decide 
whether extreme religiosity such as is seen in the 
* so-called ‘neurotic sects’ (Northridge, 1968) is a 
symptom of an overt psychiatric disorder, or 
whether it is a complex defence mechanism 
against an underlying disorder. 

The Jehovah’s Witnesses sect was started by 
Charles Tage Russell in 1872. He proved to be 
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a man of doubtful integrity, but the movement 
has spread around the world. It is not necessary 
for the purpose of this paper to describe 
the organization’s structure, but its members 
ardently believe that the world as we know it 
is shortly to cease and that only those few who . 
have rigorously obeyed their creed will gain 
eternal salvation with Jehovah. Each Witness 
believes it is his personal duty and responsibility 
to bring these facts to the notice of everyone he 
comes in contact with, and to make an attempt 
to save them from eternal earthly existence. 
Their principles and ideas are inferred from 
what conventional Christians would regard as 
an arbitrary- selection of texts from the Bible. 
Some of these selections are so oblique and 
tangential that they seem best understood as mis- 
interpretations or even false ideas of reference. 
The sect does not appear to place much 
emphasis on sex or guilt, and it denies the 
existence of Hell. If this belief system has a 
psychiatric parallel, Northcott’s adjective 
‘neurotic’ is inaccurate and the terms ‘psychotic’ 
or ‘paranoid’ would appear to be more appro- 
priate. It seemed of interest to investigate and 
attempt to clarify some of these hypotheses by 
a study of psychiatric disorder among members 
of this—or of any other—extreme religious sect. 
During the period of 36 months from January 
1971 to December 1973 there were 7,546 in- 
patient admissions to the West Australian 
Mental Health Service Psychiatric Hospitals. 
Of these 50 were reported to be active members 
of the Jehovah’s Witnesses movement. It was not 
known what proportion of these were respec- 
tively converts or second generation members. 
The number of Jehovah’s Witnesses in 
Western Australia was stated by their official 
agency, Kingdom Hall, to be approximately 
4,000. The total population of Western Australia 
on I January 1973 was 1,068,469, the majority 
(750,000) living in the greater Metropolitan 
area of Perth City. As in most Australian cities, 
the population consists principally of native- 
born Australians and of a large group of 
immigrants, mainly from Europe, but with 
minorities from other areas also. Western 
Australia also has approximately 20,000 Abori: 
ла 
Of the. 50 admitted 22. were diagnosed as 
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Taste I 
Admissions for schizophrenia 1973 
Annual Annual 
Total rate per Jehovah’s rate per 
admis- 1,000 Witnesses 1,000 
sions popula- admis- popula- 
tion sions tion 
All diagnoses 7,546 2:54 50 4°17 
Schizophrenia 
(295) 1,826 “61 22 1:83 
Paranoid 
schizophrenia 
(195°3).. 1,154 "38 17 1:4 
Neurosis (300) 1,182 *39 10 76 


schizophrenic, 17 as paranoid schizophrenic, 
10 as neurotic and one as alcoholic. 


Discussion 

From the figures gathered in the Table it is 
clear that members of the Jehovah’s Witnesses 
movement are over-represented in admissions 
to the Mental Health Services of this State. 
Furthermore, it is clear from the Table that the 
incidence of schizophrenia amongst them is 
about three times as high as for the rest of the 
general population, while the figure for para- 
noid schizophrenia is nearly four times that of 
the general population. (These figures are all 
statistically significant at the -oo1 level by 
x? test.) 

A further finding that has come to light is 
that the admission rate for paranoid schizo- 
phrenia appears to be higher in Western 
Australia than in a comparable English area 
(Plymouth, 1972). This finding has been noted 
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Admissions for schizo- 
phrenia and paranoid 
schizophrenia as a 
percentage of all 
admissions for 1973 


Western Plymouth 
Australia (England) 
(п = 2,635) (n = 1,246) 


Schizophrenia . 675 Do 0 6020) 
Paranoid schizophrenia 448 (17% 6-7%) 
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before in areas where there has been immigra- 
tion from different cultures Kraus (1969). The 
mechanisms underlying this finding are presum- 
ably of a complex psychosocial nature and need 
not be discussed here. However, they are of some 
interest as in the English area there is also a 
lower reported following of the Jehovah’s 
Witnesses movement. 

If it is argued correctly that the function of 
religion is preservation of the ego and the 
silencing of anxiety, and that conventional 
religiosity is an expression of a healthy psyche, 
then extreme religious views may represent a 
form of expression of a psychotic disorder. 


As mentioned earlier, the experience of guilt | | 


in religious behaviour other than in suddén 
conversion has not been studied to the know- : 
ledge of the writer and could also be a subject 
for further investigation. 

Also illuminating would be a comparison of 
the data for converted Jehovah’s Witnesses 
with those for subjects who have derived their 
faith from their parents. The study does not 
shed light on the question of symptom or 
defence mechanism, but suggests that either the 
Jehovah's. Witnesses sect tends to attract an 
excess of pre-psychotic individuals who may then 
break down, or else being a Jehovah's Witness is 
itself a stress which may precipitate a psychosis. 
Possibly both of these factors may operate 
together. ` 

Karl Marx once remarked that religion was 
the opiate of the people. Is it possible that the 
schizophrenic, with his thoughts in a turmoil 
and plagued with doubts about his identity and 
ideas of reference, is able to gain the support of 
a non-pharmacological tranquillizer from mem- 
bership of a sect such as the Jehovah’s Wit- 
nesses? If so, mental health workers and 
religious leaders should perhaps take a fresh 
look at the structure and function of these and 
other related groups. 
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Summary 

In a cross-national comparison of the frequency of occurrence of various diagnoses among 
elderly psychiatric patients admitted to public mental hospitals in London and New York, а 
short battery of psychological tests was administered to all patients independently of psychiatric 
examination. The psychological assessment was focused on the differentiation. between 
dementing and affective disorders. The test performance showed a highly significant difference 
between the two groups as diagnosed, and when patients were allocated to groups on the 
basis of tests alone these allocations showed a high rate of agreement with initial psychiatric 
diagnosis. There was a similar high rate of agreement between test allocation and hospital 
diagnosis in the U.K., but this was not so in the U.S. 

No significant differences were found between the test performance of U.K. and U.S. 

patients, except on the WAIS Vocabulary and the Angles Error measurement of the Bender- 
Gestalt test. When the effects of age and Vocabulary score were eliminated these differences 
disappeared. 
The hypothesis that the diagnosis of affective disorder would be confirmed by a relatively 
greater improvement in test performance over time in this group of patients was not upheld 
by the non-parametric analysis of change scores. However, an analysis of covariance utilizing 
age and initial score did indicate the expected differential improvement. 


INTRODUCTION 


The results presented in this paper were 
obtained as part of a cross-national diagnostic 


organic and a lower frequency of functional 
disorders among elderly patients admitted to 
such hospitals in the U.S. than among those in 


study aimed at investigating the apparent 
differences in diagnostic frequencies between 
patients over the age of 65 admitted to in- 


patient units of the National Health Service in: 


the U.K. and similar patients admitted to 
public mental hospitals in the U.S. The 
differences reported in the national statistics 
seemed to indicate a higher frequency of 
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the U.K., and the object of the study was to 
discover whether the figures reflected true 
differences in prevalence or owed more to 
differences in diagnostic criteria and practices 
among psychiatrists in the two countries. The 
study was carried out by two inter-disciplinary 
teams of psychiatrists, psychologists and social 
scientists based at the Institute of Psychiatry in 
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schizophrenic 
patients may be 


best treated 
at home 





How many of your hospitalised chronic schizophrenic 
patients would be returned home if there was a maintenance 
therapy upon which you could depend? The major problem of 
patient default can be eliminated with the administration 
of Depixol* Depot Injection. With Depixol, now also 
available in pre-filled disposable syringes, you can 
provide effective maintenance control of psychotic symptoms 
for 2-4 weeks. Flupenthixol possesses anti-depressant 
properties and in general has few side-effects. Patients 
who display symptoms of withdrawal, apathy and anergy are 
likely to derive most benefit from Depixol Depot Injection. 


Depixol 
Depot Injection 


helps keep your chronic schizophrenics out of hospital, yet under your control 


Available as a 296 solution of flupenthixol decanoate in thin vegetable oil in prefilled disposable 
syringes and ampoules each containing 20 mg. (1 ml.) and 40 mg. (2 ml.) Further information 
on request, Lundbeck Limited 48 Park Street Luton Beds LUI 3HS Tel: Luton 411482. 


*Trade Mark m 
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BRITISH JOURNAL ОР JUNE 1975 


When depression 
and anxiety 
go hand in hand... 


FLUANXOL 
breaks 


P the grip 


-quickly 





where rer si0n occurs, it sets in promptly, 
ften during the first 24 hours and ‘ut the latest 
thin one 

ug is practically devoid of side-effects 

'Fluper Fluanxol") has st 


1pon these (depressive) conditions 
ї 


week. When correctly administered, the 


wn a good effect 
its effect sets in 





thixol] 


extremely few 

le-effects. In addition flupenthixol may have a 

yeneficial effect upon the possibly associated anxiety 
Flua | therefore is a useful drug in out-patient 
es presenting with anxiety and tension and 
ychosomatic sequelae. This neuroleptic drug is 


within a few days, and it causes 
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fast acting, has no sedative effect and few side- 
effects with small doses." 

The 
with Fluanxo 





al experience 





e reports are typical of cli 

Trials 1-6 have shown a rapid 

remission of symptoms in 60-70% of patients. 
Fluanxol is particularly recommended in patients 






who report fatigue, apathy, despondency and lack 
of initiative as the predominant symptoms. Its speed 
of action is especially valuable in neurotic 
depression with or without associated anxiety and 





its high therapeutic index is advantageous in 
conditions where suicide risk is high. 
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London and the Psychiatric Institute in New 
York. The overall design of the study, and the 
method and measures used, have been described 
in another paper (Copeland e£ al, in press). 
This paper describes the psychometric assess- 
ments which formed part of the study, and dis- 
cusses the results of these assessments. 


Ams 


Many previous investigations have found that 
depressive illnesses in the elderly are often 
accompanied by intellectual deficits similar to 
those seen in early dementia, but that these 
improve «with successful treatment of the 
affective disorder. But since clinicians in making 
their diagnosis place considerable weight upon 
symptoms suggestive of cognitive impairment, 
especially memory dysfunction, deficits related 
to depression are often the cause of diagnostic 
confusion, and furthermore may result in no 
treatment being offered to patients who could 
profit from it. In the present study, the Project 
psychiatrists examined patients by the Geriatric 
Mental State Schedule; this Schedule includes 
questions for possible cognitive impairment, 
which were designed to facilitate the differential 
diagnosis between dementia and affective condi- 
tions. In addition, it was decided to include in 
the study a psychometric assessment of all 
patients, which would be conducted entirely 
independently of the psychiatric interviews, and 
which would be used for the following purposes: 
(1) To act as an independent measure of the 

constancy and accuracy of the diagnostic 
criteria used by the Project psychiatrists ; 

(2) To compare the U.K. and the U.S. samples 
for the proportion of patients showing various 
levels of cognitive deficit. 

(3) To provide an index of improvement, by 
means of serial assessment, thus further 
validating the differentiation between de- 
mentia and affective illness, since one of the 
expectations flowing from an affective diag- 
nosis was that such patients should improve 
with time and treatment while those diag- 
nosed as suffering from dementia would 
make no, or relatively less, improvement. 


METHOD 
In order to achieve the aims outlined above, 
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a small battery of psychological tests, focused 
upon the differentiation between dementia and 
affective illness, was administered by the three 
Project psychologists to all patients in the sample 
at one week, one month and three months after 
admission, the psychological tests being adminis- 
tered within 2 to 3 days after the psychiatric | 
examination. In order to keep the psychometric 
assessment as independent as possible, the test 
results were not made known to the psychia- 
trists when they made their consensus diagnoses. 
However, it was not possible entirely to avoid 
the problem of criterion contamination (Shapiro 
et al., 1956), because, as described above, the 
Geriatric Mental State Schedule included some 
questions on memory dysfunction. In the U.K. 
only, the test results were also used after the 
three-month follow-up interviews, when the 
psychiatrists were making their final consensus 
diagnoses. The psychiatrists made these diag- 
noses in two stages: first without the knowledge 
of the test results, and second taking the test 
results into account. In interpreting the psycho- 
logical test results at this stage, reference was 
had both to the levels of performance exhibited 
by the patients in the present study and to levels 
achieved by patients in previous studies using 
the same tests. A record was kept of the changes 
made in diagnosis in the light of the test results, 
and these are discussed in another paper. 


Tests Usep 


It is notoriously difficult to administer psycho- 
logical tests to elderly patients for obvious 
reasons of easy fatiguability, relative impairment 
of sensory processes, etc. In addition, the tests 
had to be acceptable to both U.S. and U.K. 
teams, bearing in mind the differing conditions 
of testing in the public mental hospitals in the 
two countries. For such reasons, the test battery 
had to be as short as possible, consonant with a 
reasonable assessment of the factors of interest, 
and only four tests were used. They were: 

(1) WAIS (Vocabulary only). The age-corrected sub- 
test scores from this test were transformed to give 
a very rough index of pre-morbid intelligence 
level, to enable comparison between the two 
country samples, and to exclude, as far as possible, 
extreme dullness as a possible cause of poor 
performance. This was administered on the 
initial testing occasion only. 
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(2) Inglis Paired Associates Learning Test—thirty 
trials of the hard version of this test were adminis- 
tered and scored according to the method de- 
scribed by Kendrick (1965a) so that a high score 
indicates good performance. Forms A, B and C of 
the PALT were used, all patients receiving the 
forms in the same order. Data from a parallel 
study of geriatric admissions in the U.K., pre- 
sented elsewhere (Cowan et al., to be published) 
provided evidence that the three forms could be 
considered as equivalent versions of the test. 

(3) The Digit Copying Test—a simple test of psycho- 
motor speed based on the number of digits 
copied in two minutes—was administered and 
scored as by Kendrick (1965). 

(4) The Bender-Gestalt Test—a test of perceptuo- 

' motor function—was administered and scored 
аз in the study by Shapiro «t al. (1957). The test 
involves copying two designs, and the scores are 
based on two different measures of accuracy of 
reproduction, ie. the Diagonals Ratio and the 
Angles Error Measurement. 


SAMPLE OF PATIENTS 

The sample consisted of 50 patients in the 
U.S. and 75 patients in the U.K. who were 
admitted in a consecutive series to public 
mental hospitals serving designated geographical 
areas in each country, as described in the paper 
by Copeland et al. The patients were divided 
into the following diagnostic categories: organic, 
affective, schizophrenic and other. Since the 
main aim of the tests was to distinguish between 
dementia and affective illness, the results in this 
paper are presented in the form of a comparison 
of the scores obtained by patients with dementia 
(chronic brain syndromes) and patients suffering 
from affective illness. Patients diagnosed as 
schizophrenic, or as ‘organic’ due to causes 
other than dementia are not included in the 
analyses presented here. In the U.K. sample 
there were 20 patients who were diagnosed as 
suffering from dementia, and 29 who were 


found to have affective disorders; in the U.S. 


there were r5 patients in the first diagnostic 
category and 16 patients in the second. 


ASSESSMENT OF RESULTS 


Because many patients did not complete all 
tests on all three assessments (refused, died, 
etc.) the results are very skewed and non- 
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homogeneous in variance. For this reason, non- 
parametric methods of analysis (Mann-Whitney 
or Kruskal-Wallis) have been used ‘in all 
analyses, and medians have been reported 
instead of means. 

In order to fulfil the first aim of including the ' 
psychological tests, the first step in the assess- 
ment of the results was to ascertain whether 
the patients diagnosed by the psychiatrists as 
suffering from dementia could be clearly 
distinguished from those diagnosed as suffering ` 
from affective disorders in respect of their 
performance on the psychological tests. Table I 
shows that in thé U.K. all the tests used discri- 
minated at a high level of confidence between 
patients in the two diagnostic groups on all 
three occasions, except for the Bender-Gestalt 
Diagonals Ratio which failed to discriminate 
initially. The Table also shows that the dement- 
ing patients were significantly older (p < :012) 
than those suffering from affective illness, and 
also performed significantly worse (p < -01) on 
the Vocabulary measure, indicating that they 
were either duller or were rather severely 
deteriorated, as a group. Table II shows very 
similar results for the U.S. patients, except that 
in their case not only did the Bender-Gestalt 
Diagonals Ratio fail to discriminate initially 
but the Angles Measurement also failed to do so 
on the initial and final occasions. Once again 
there were significant differences in age and 
Vocabulary in favour of the affective group 
(p < :002 and p < -or). 

The next step of the assessment sought to 
discover whether there were any significant 
differences in test performance between patients 
in the two countries when the relevant diagnostic 
groups were compared. Table III gives these 
results and indicates that between patients with 
the same diagnoses in the two countries there 
were no significant differences except in the case 
of the Bender-Gestalt Angles Error measure- 
ment, on which the patients diagnosed as 
affective in the U.K. obtained better scores on 
all three occasions of testing (p < :02, p < :05, 
p < :01). However, the patients diagnosed as 
suffering from affective illness in the U.S. were 
found to be younger (р < :05) and also did 
significantly worse on the WAIS Vocabulary 
(р < -or2) than their counterparts in the U.K. 


LLL 
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; TABLE І 
. Comparison of scores for U.K. patients 
(e эз LL nee а асым: l 
Dementia _ Affective disorders 
Diagnosis Mean f Mean . p* 
N Median ranks N Median ranks 
Age .. x ET zs 20^ 78:00 31:12 29 71:50 20:77 *OI2 
WAIS Vocab. E e 20 88-00 18-88 - 29 99-00 29°22 *OI 
PALT (Initial) 9 m I9 6-30 I9'1I 29 78:00 32°00 *001 
PALT (1-month) .. Vs 20 5:00 14°00 27 76:00 31:41 *OOI 
PALT (3-months) .. Vs 17 3:00 10°79 23 80-00 27°41 *001 
DCT (Iitial) Pa i 18 17:50 12°61 28 62:50 29:93 *001 
DCT [чекде ie 2 18 35°50 11.79 29 71:00 29:63 ‘oo! 
DCT (3-months) .. v 16 . 22:00 9:47 22 85:50 27°25 „7001 
B-G Diag. (Initial) oe 18 1:146 298-25 28 1:098 20:45 n.$. 
B-G Diag. (1-month) ie 18 1:257 30-72 25 1:083 15:72 *001 
B-G Diag. (g-months) os 16 1:207 26-16 22 1:075 14°66 *005 
B-G Angles (Initial) d 18 84-50 31:33 28 41 -50 18-46 "005 | 
В-С Angles (1-month)  .. 18 98:50 90:91 25 43°00 16-02 ‘OOI 
B-G Angles (3-months) .. 16 84:50 28:19 22 34' 50 13°18 .001 
ТАВІЕ П 
Comparison of scores for U.S. patients 
Dementia Affective disorders 
Diagnosis Е . Mean ` Меап р* 
N Median ranks N Median ranks 
e uu ka ts E: I5 82-00 21:08 16 68:50 10°56 *002 
WAIS Vocab. Js = 15 ^. 65-00 11:13 14 82-50 19-14 “OI 
PALT к is А 15 0°30 8-70 13 81-00 21:19 *OOI 
PALT (1-month) .. a 18 0:70 7:77 12 63°50 18-67- *001 
PALT (3-months) .. - 12 0°30 6-58 10 78:50 17°60 *001 
DCT (Initial) | T = 15 9:00 9:30 15 42°00 21:70 *O0I 
DCT (1-month) .. `.. 13 ^ 4°00 8:23 14 51'00 ` 19:35 *OOI 
DCT (3-months) .. ae 10 4°50 5:90 13 63-00 16°69 .001 
B-G Diag. (Initial) I5 7 1:666 17:67 15 1'147 13°38 n.s. 
B-G Diag. E, 57, 13 1:474 18:07 14 1-163 10:21 “Ol 
B-G Diag. (3-months) ys 12 2°347 16:17 13 11158 10:08 02 
B-G Angles (Initial) ж, 15 201:0 18-07 15 70°00 12°93 n.s. 
B-G Angles M sa 13 160-0 17:54 14 67-00 IO*7I “оз 
B-G Angles (3-months) .. 12 298-0 15:92 13 69-00 10.81 n.s. 





For the Bender-Gestalt test high ranks indicate poor performance, 
* Inter-group comparison by Mann-Whitney. 
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ТАВІЕ ШІ 


Cross-national comparison of scores by diagnostic group 
сс -—-ы к ——————————————————___——_.. 











Dementia (U.K.) Dementia (U.S.) 
Diagnosis Mean Mean p* 
_ М Median ranks N Median ranks 
ВА з=” = 
^ Age.. zs E E 20 78:00 16-15 15 82-00 20°44 n.s. 
WAIS Vocab. ni - 20 88-00 20°05 15 65-00 15:26 n.$. 
a e ĖŐ— 
PALT (Initial) .. ifs 19 6:30 18-18 15 0:30 16:63 n.s. 
PALT (1-month) .. PE 20 5:00 18:50 13 0-70 15:90 n.s. 
PALT (3-months) .. vis 17 3:00 15:44 I2 0:30 14:37 0.5. 
DCT (Initial) ie T 18 17°50 19°47 15 9:00 14°03 0.8 
DCT ate we as 18 35°50 18:55 19 4°00 12°46 * n.s 
DCT (3-months) .. ot 16 22:00 15'25 10 4°50 10°70 n.s 
B-G Diag. (Initial) Ра 18 10146 15:00 > 15 1:666 19:33 n.s. 
B-G Diag. (1-month) T 18 1:257 15:36 13 1:474 16:88 0.8. 
B-G Diag. (3-months) vs 16 1:207  *19'19 12 2:347 16:25 n.s. 
B-G Angles (Initial) es 18 84-50 16°11 15 201:0 18-07 0.8. 
B-G Angles (1-month) .. 18 98.50 15°72 13 160-0 16:38 n.s. 
B-G Angles (3-months) .. 16 84°50 14°19 12 298-0 14°92 n.s. 
Affective disorders (U.K.) Affective disorders (U.S.) 
Diagnosis Mean Mean P 
N Median ranks N Median ranks 
Age .. gs Ud zs 29 71:50 25:82 16 68-50 17:87 *05 
WAIS Vocab. а ut 29 99:00 25:21 14 82-50 15:36 "O12 
а аБаБ ee ee ара А эу." 
PALT (Initial) .. ae 29 78-00 20:33 IS 81-00 24:12 п.з. 
PALT (1-month) .. i 27 76-00 21°91 12 63°50 15°71 n.s. 
PALT (3-months) .. i 23 80-00 16:91 10 78-50 17:20 n.s. 
DCT (Initial) ДЕ, "m 28 62-50 23°68 15 42°00 18-87 n.8. 
DCT (1-month) .. a 26 71:00 22°35 14 51:00 17°07 0.8. 
DCT (s-months) .. s 22 85:50 30°05 13 63-00 14°54 n.s. 
B-G Diag. (Initial) = 28 1-098 19°30 15 I'147 27°03 n.s. 
B-G Diag. (1-month) - 25 1:083 17:60 14 1:163 24:29 n.s. 
B-G Diag. (3-months) sis .22 1:075 15:64 18 I'158 22°00. n.s. 
B-G Angles (Initial) ss 28 41°50 18-96 15 70°00 27°67 *02 
B-G Angles (1-month) .. 25 43:00 17:28 14 67-00 24-86 *05 
B-G Angles (3-months) .. 22 3450 14:36 13 69:00 24°15 Ol 





* Inter-group comparison by Mann-Whitney. 


‘The third step in the assessment of results was 
to test the hypothesis that patients who had been 
diagnosed as suffering from affective illnesses 
would show improvement over the three-month 
period, both on their own initial performance, 
and in comparison with those who had been 


diagnosed as dementing and who were not ` 
expected to improve. The Wilcoxon matched 
pairs test was used to assess change for individual 
patients between the testing occasions, and the 
Mann-Whitney U-test was used to compare 
relative improvement between the two diag- 
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nostic groups. The results were analysed for the 
U.K. and the U.S. separately. Tables ТУ апау 
present the results and indicate a different 
pattern for the U.K. and the U.S. 

In the U.K. the patients suffering from 
affective illnesses made no significant improve- 
ments on their own test scores on the PALT 
over time, nor did their rate of improvement 
show any significant difference from the rate of 
improvement of those suffering from dementia. 
On the Digit Copying Test the patients with 
affective disorders improved significantly from 
initial to one month tests, from one month to 
three months, and also from initial to three 
months, but the relative improvement of the 
two groups did not reach significance. On the 
Bender-Gestalt test, the only comparison which 
reached significance was the greater relative 
improvement of patients with affective illnesses 
on the Diagonals Ratio from initial to one month 
testing (p < -005). In the U.S. however, the 
patients with affective disorders actually showed 
a decrease on the PALT from initial to one 
month, and the relative change was in favour of 
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those with dementing illness, at this stage. This, 
result was reversed from one month to three 
months, though the relative improvement be- 
tween the two diagnostic categories failed to 
reach significance. For the РСТ, the US. 
patients with affective illnesses showed signifi- 
cant improvements vis à vis the dementing 
patients from one month to three months, and 
from initial to three months. 

The inter-diagnostic comparisons had shown 
that patients with a diagnosis of dementia were 
significantly older, in both the U.K. (p < -o12) 
and the U.S. (p < -002), than patients with a 
diagnosis of affective disorder; they had also 
performed significantly worse on the Vocabulary 
measure in both countries (p < -o1) than 
patients in the latter category. The cross- 
national comparison had shown that patients 
with a diagnosis of affective disorder in the U.S. 
were significantly younger (p < +05) and had 
perform-:d significantly worse on the Vocabulary 
measure (p < ‘012) than their counterparts in 
the U.K. Since these two indices (age and 
Vocabulary score) might have bad significant 








Tase IV 
Mean change scores for U.K. patients 
Dementia 
Dementia Affective disorder . vs. Aff. 
disorder 
Diagnosis 
Mean Mean 
N change pt N change pt p* 

PALT 

Initial-1 month  .. és 19 +3:90 п.5 29 43:00 ns n.s 

1 month-3 months s 17 +3:88 n.s 26 +390 n.s n.s. 

Initial-3 months .. 2s 16 -cF5:30 n.s 28 +4:90 n.s n.s. 
DCT 

Initial-1 month .. sud 17 +6:00 n.s. 26 +8:96 05 ns. 

1 month-3 months ы 16 -Fo:oo n.s. 22 +11:13 02 n.s. 

Initial-3 months .. T 16 +6-18 n.s. 22 +1727 o5 n.s. 
Bender-Diagonals 
. Initiale month  .. e 18 +0-26 n.s. 28 —0-00 n.s. +005 

I month-3 months a 18 —0*14 n.3. 25 +0-00 n.s. n.s. 

Initial-3 months .. 4 16 +0°13 n.s. 22 —0:00 ns n.s. 
Bender-Angles 

Initial-1 month  .. i 18 +79°10 n.s. 25 —1:90 n.s. n.s. 

I month-3 months ss 18 —43°20 0.8. 25 —6:50 n.s. 0.8. 

Initial-3 months .. a 16 +29:80 n.5. 22 —9'20 n.s. n.3. 





+ Intra-group comparison by Wilcoxon matched pairs. 


* Inter-group comparison by Mann-Whitney. 
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Taste V : 
Mean change scores for U.S. patients 
Dementia 
Dementia Affective disorder vs. Aff. 
disorder 
Diagnosis 
Mean Mean 
N change рї М change pł p* 
PALT | 
Initial-1 month 13 +1-50 n.s. 12 ' —12'50 05 "05 
I month-3 months 12 +о:08 0.8. IO 4-13: 10 05 n.s. 
Initial-3 months 12 41:58 n.s 10 +2+90 n.s. n.s. 
DCT 
Initial-1 month 13 +3°6 п.5. 14 +6:92 ns * ns 
^ 1 month-3 months 10 +or1 1.8. 18 + 18:30 п.8. ‘Ol 
Initial-3 months 10 —0:3 n.8. 1g +17:50 "05 *05 
Bender-Diagonals ` 
Initial-1 month 15 кото LS. 15 —0-00 n.8. n.s. 
I month-3 months 13 +0:17 n.s. 14 —0*00 n.s. ILS. 
Initial-3 months 19 +0°57 ns. 13 —0*0I n.s n.s. 
Bender- Angles 
Initial-1 month : 15 — 38:90 0.8. 15 +4-80 n.s. 0.8. 
1 month-3 months = 19 +580 п.5, 14 —6-20 n.s. n.s. 
Initial-3 months .. И 12 —34°90 n.s. —2'70 n.s. n.s. 


T Intra-groúp comparison by Wilcoxon matched pairs. 


* Inter-group by Mann-Whitney. 


effects on the test scores, a multivariate analysis 
of covariance was performed in order to obtain 
some indication of the influence of these factors 
on the average level of the scores for each test 
over the three occasions of testing. Bearing in 
mind that non-parametric methods had origin- 
ally been chosen because of the nature of the 
test data, the analysis of covariance was 
attempted merely as a check on the possible 
influence of age and Vocabulary score, relying 
on the reported robustness of F tests in such 

analyses (Winer, 1962). 

When age was used as a covariate to Voca- 
bulary score and the average level of score on 
each of the other three tests, the following results 
were obtained: К 
(1) between countries there were still no signifi- 

cant differences, overall; 

(2) between diagnoses, the difference remained 
significant multivariately (p < :0001), and 
univariately, all the tests, including now the 
Bender-Gestalt measures, showed significant 
differences at high levels of confidence; 


(3) there was a significant multivariate inter- 
action term between country and diagnosis 
(р < :0008), but univariately only the 
PALT showed a significant country/diag- 
nosis interaction (р < +0002). 

When Vocabulary score was used as a covariate 

to the average level of score on each of the other 

three tests, the following results were obtained: 

(1) between countries there were still no signi- 
ficant differences, overall; 

(2) between diagnoses the difference remained 
significant multivariately (р < :ooor), and 
univariately the PALT and the DCT re- 
tained their significance at the same high 
levels of confidence, as in the original analysis, 
while the Bender-Gestalt measures became 
significant, though at lower confidence levels 
than the other two tests; 

(3) there were no significant interaction terms 
between country and diagnosis. 

With regard to the assessment of change in 
performance over time, it was thought that two 
factors might have had significant effects, i.e. age 
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and the initial level of score. The covariance 
analysis was used to check on whether these two 
factors had had any influence upon the improve- 
ment over time achieved by each of the diagnostic 
groups and upon the relative improvement 
achieved by patients in the affective group 
when compared with those diagnosed as dement- 
ing. Age and initial score on each test were used 
as covariates to the following variables: the 
difference between scores obtained on the first 
occasion and the average of the other two 
(second time contrast), and the difference 
between the scores obtained on the second and 
third occasions of testing (third time contrast). 
. The following results were obtained: 


PALT 


(1) between countries there were no significant 
differences; 

(2) between diagnoses there was a significant ' 
multivariate overall difference (p < +0005), 
and univariately there were significant 
differences for the second and third time 
contrasts (p < :005 and p < -0268); 

(3) there was no significant interaction term be- 
tween country and diagnosis. І 


DCT 


(1) between countries there were no significant 
differences; 

(2) between diagnoses there, was a significant 
overall multivariate difference (p < -ooor), 
and univariately there were significant 
differences for the second and third time 
contrasts (p < -ooor and p < +0204); 

(3) there was no significant interaction term 
between country and diagnosis. 


Bender-Gestalt Diagonals 


(1) between countries there were no significant 
differences; 

(2) between diagnoses there was no overall 
multivariate significant difference, but uni- 
variately there was a significant difference 
for the second time contrast (р < +0272); 

(3) there was a significant interaction term be- 
tween country and diagnosis for the third 
time contrast (p < +0213). 
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Bender-Gestalt Angles 

(1) between countries there were no significant 
differences; 

(2) between diagnoses there were no significant 
differences; 

(3) there was no significant interaction term be- 
tween country and diagnosis. 

The analysis of covariance thus modified 
some of the results of the non-parametric 
analysis, indicating significant differences in the 
relative rate of improvement between the two 
diagnostic groups on the PALT and the DCT 
and, in part, on the Bender-Gestalt diagonals . 
measure. 

Up till now the analysis had dealt with the 
scores of patients in the diagnostic groups to 


‘which they had been assigned by the psychia- 


trists. An additional analysis was now carried 
out, using the test scores themselves as an 
independent criterion for allocating patients to 
one of the diagnostic categories, and then 
comparing these allocations with the ones 
arrived at by the psychiatrists. To do this, the 
U.K. and the U.S. samples were treated 
separately, and in each case the median score 
for the whole sample, for the initial testing 
occasion, was found in respect of the PALT, 
the DCT and the Bender-Gestalt. In the case 
of the U.K. sample, the median for the PALT 


. was 59, the medians for the DCT were 44 


(females) and 59 (males), and the medians for 
the Bender-Gestalt were Diagonals 1:114, 
Angles 60; for the U.S. sample, the medians 
were PALT 2, DCT 24 (females), 13 (males), 
and for the Bender-Gestalt Diagonals 1-167, 
Angles 70..The medians were then used as 
cut-off points to allocate patients to the dementia 
or affective illnesses categories. Agreement be- 


' tween test allocation and psychiatric diagnosis 


was made by means of kappas (Cohen, 1968), 
and the results are given in Table VI. It will be 
seen that, while the measures of agreement 
between test and diagnosis were significant for 
the PALT and the DCT on all three testing 
occasions, in both countries, they did not reach 
significance on nearly half the comparisons for 
the Bender-Gestalt measures. 

The same technique was used to calculate the 


‘agreement (kappa) between the test results and 


the allocations of patients to the two diagnostic 
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"TABLE VI 
Measurement of agreement between psychiatric diagnosis and test results 
U.K. U.S. 
k 2 р k 2 р 

PALT (Initial) А T 0:70 6-90 +0005 0°85 8-68 0005 
PALT (1-month) .. - 0:67 5:99 *0005 0:88 4°66 0005 
PALT (3-months) .. e. 0:84 9:97 *0005 0:90 IO*13 0005 
DCT (Initial) 2 e 0:52 4°14 "0005 0°73 5:88 0005 
DCT (1-month) .. srs o-71 6:56 0005 0:77 5:10 0005 
DCT (3-months) .. $a o:89 I2*0I *0005 0:73 5'05 0005 
B-G Diag. (Initial) es 0:17 ї'19 n.s. 0:13 0:73 п.8 
B-G Diag. (1-month) Si 0°37 2°36 025 0°33 1°87 n.s. 
B-G Diag. (3-months) es 0°36 *39 025 0-20 1:04 , n.8. 
B-G Angles (Initial) es 0*38 2:82 005 0'19 ї.її 0.3. 
B-G Angles (1-month) .. 0:44 3:25 0005 0:24 I'40 n.s. 
B-G Angles (3-months) .. 0:62 4:88 0005 0:04 0:22 n.s 


groups made by the psychiatrists in the 
admitting hospitals in the two countries. 

A comparison was then made between the 
kappas for test and Project diagnosis and the 
kappas for test and hospital diagnosis in each 
country. The results indicated that there were 
no significant differences between the rates of 
agreement between the tests and the two 
different groups of psychiatrists in the U.K., 
but in the U.S. the test results on the PALT 
agreed significantly more closely with the 
Project diagnoses than with the hospital diag- 
noses, at initial and three months assessments 
(р < ‘05, p < :02). 

It is noteworthy that these disagreements were 
entirely on the classification of dementing 
patients. On the two occasions mentioned, the 
PALT’s classification disagreed with the hospital 
diagnosis on 32 per cent and 42 per cent of the 
patients called demented by the U.S. hospital 
psychiatrists, while there were no disagreements 
on the patients classified as being in the affective 
disorders group. This is in keeping with the 
psychiatric results, in which the U.S. Project 
psychiatrists disagreed with 48 per cent of the 
0.8. hospital psychiatrists’ diagnosis of dementia. 


Discussion 
The results of the non-parametric analysis 
showed that the patients diagnosed by the 
psychiatrists as suffering from dementia could be 
clearly distinguished from those diagnosed as 


suffering from affective disorders by their 
performance on the psychological tests used, 
though the Bender-Gestalt measures did not 
discriminate as consistently or efficiently as the 
PALT and the DCT. The covariance analysis, 
performed to take into account the possible 
influence of differences in age and Vocabulary 
score between the two diagnostic groups, 
confirmed the findings of the original analysis 
and showed the Bender-Gestalt measures also 
are efficient discriminators though at lower levels 
of confidence than the other two tests. Since 
the psychiatric diagnosis and the psychometric 
assessment had been made independently of 
each other, these results can be taken as an 
independent measure of the accuracy of the 
diagnoses. 

In the cross-national comparison, the non- 
parametric analysis showed по significant 
differences in test performance between patients 
in the relevant diagnostic groups in the two 
countries. The only exception was the Bender- 
Gestalt Angles Error measure, on which the 
patients in the affective disorders group in the 
U.S. obtained significantly poorer scores on all 
three occasions of testing than did their counter- 
parts in the U.K. At the same time, this group 
were shown to be significantly different from 
their U.K. counterparts in two other respects: 
they were significantly younger (р < ':05), and 
they obtained significantly poorer scores on the 
WAIS Vocabulary (p < +012). 
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The covariance analysis showed that when 
the effect of age was eliminated, all the 
differences between countries became insigni- 
ficant. This is against the expectation that age 
might contribute to poorer test performance, 
since the U.S. affective group of patients, who 
performed significantly worse than their U.K. 
counterparts, were, as noted above, also signi- 
ficantly younger. The only individual test 
which showed a significant country/diagnosis 
interaction term in the covariance analysis 
was the PALT. This was probably due to the 
fact that the group diagnosed as dementing in 
the U.S. obtained markedly low scores on this 

' test, even though the difference did not reach 
significance in the non-parametric assessment. 

When the effect of Vocabulary score was 
eliminated in the covariance analysis, no 
significant differences were found between the 
two countries. The only change was that the 
differences between diagnoses for the Bender- 
Gestalt measures suffered a reduction in confi- 
dence levels. It is difficult to explain this 
result. 

The covariance analysis thus provided a 
confirmation of the findings of the original 
non-parametric analysis that there were no 
important differences between the test per- 
formance of the U.K. and the U.S. patients in 
the relevant diagnostic groups. 

Further evidence confirming the congruence 
between psychiatric diagnosis and psychometric 
assessment, used independently, was provided 
by the data from the calculated kappas. A 
feature of note was the rise in the rate of 
agreement over time between the test results 
and the initial psychiatric diagnosis, except in 
the case of the Bender-Gestalt measures and the 
DCT in the U.S., which showed a decrease at 
three months when the number of patients had 
decreased sharply. This indicated an increasing 
congruence between serial testing results and 
original psychiatric diagnosis, thus supporting 
the two different expectancies arising from the 
two different types of diagnoses, i.e. improve- 
ment in the one case and an absence of improve- 
ment in the other. 

However, the demonstration of this differen- 
tial improvement effect by means of direct 
comparisons in the non-parametric analysis 
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proved to be difficult. The problems of repeat 
testing with remission are well known; improve- 
ment effects are confounded with practice 
effects, patients may not be completely recovered 
and may be adversely affected, cognitively, by 
treatment, and even those suffering from 
dementia, who should show less practice effects, 
may produce some improvement as the result of 
being cared for in hospital. Similar problems 
have been enéountered in other studies, e.g. 
Kendrick and Post (1967), Whitehead (1973), 
Cowan et al. (to be published). 

The findings of the non-parametric analysis 
were that patients suffering from affective 
disorders in both the U.K. and the U.S. showed 
no significant improvement over time in their 
performance on the PALT or the Bender- 
Gestalt measures, and that although they did 
show some significant improvements in both 
countries on the DCT these improvements were 
not significantly better than that of patients in 
the dementia group in the case of the U.K. On 
the Bender-Gestalt measures, the differential 
rate of improvement between the two diagnostic 
groups was not significant in either country, 
except on one occasion. 

However, when the effects of age and level of 
initial score on the possibility of improvemen 
were eliminated in the covariance analysis, a 
different result was seen. For both the PALT and 
the DCT (and partly for the Bender-Gestalt 
measures) there was a significant differential 
effect of change over time between the two 
diagnostic groups. This difference was in favour 
of the group suffering from affective disorders. 
The only country/diagnosis interaction terms 
that proved to be significant were for the Bender 
Diagonals and Angles from one month to three 
month testings. These results seem to indicate 
that because the scores of the patients in the 
two diagnostic groups, considered as groups, 
were so widely separated, and because the mean 
change in each group was relatively small, the 
effect of differential change was masked. It 
would thus appear to be crucial, in any attempt 
to demonstrate differential improvement, to 
take initial score into account. 
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The Prediction and Predictability of Speech in 
Schizophrenic Patients 


By D. R. RUTTER, J. WISHNER and B. A. CALLAGHAN 


Summary 
Previous research suggests, though by no means consistently, that schizophrenic patients may 
be less able than normals to predict the speech of other people, and that schizophrenic speech is 
less predictable than normal speech. The present experiment tests these two suggestions and 
also a third possibility, that the difference between schizophrenic and normal speech is less 
. marked for schizophrenics asked to make the predictions than for normals. Twelve schizo- 
phrenic patients recently admitted to hospital, and twelve comparable, psychiatrically normal, 
orthopaedic patients, were asked to predict both schizophrenic and normal speech, using 
Cloze Procedure, under both fourth-word and fifth-word deletion. The first hypothesis was 
upheld, but the second and third received only very limited support. The findings are discussed 
in the light of previous work, and suggestions are made for future research. 


INTRODUCTION 

Although the unusual quality of the speech of 
some schizophrenic patients has long been 
recognized, only recently have attempts been 
made to identify specific properties of schizo- 
phrenic speech objectively and to examine them 
experimentally. One particularly interesting 
development, encouraged by the introduction 
of Cloze Procedure (Taylor, 1953), has been 
research into the predictability of schizophrenic 
speech. In Cloze Procedure, an uninterrupted 
passage from each speaker is first recorded, and 
a transcript is prepared in which abbreviations 
are expanded into their full form, and only 
‘ers’ and ‘ums’, stutters, and punctuation are 
omitted. Every fifth word is then deleted and 
replaced with a blank, and subjects are asked 
to guess each missing word. The proportion of 
blanks correctly filled, the Cloze Score, is 
calculated, and may be taken as an index of 
predictability: the higher the score, the more 
predictable the passage. 

The predictability of schizophrenic speech 
was first investigated with Cloze Procedure by 
Salzinger, Portnoy and Feldman (1964). They 
found that for twelve of thirteen matched pairs 
of schizophrenic and normal speakers the 


schizophrenic passage was the less predictable, 
though the difference was less marked in the 
first half of the 200 word passages than in 
the second. Silverman (1972) confirmed that the 
speech of ‘actively schizophrenic’ patients was 
less predictable than that of a control group 
of ‘other’ patients, but Cheek and Amarel 
(1968) found no difference between the speech 
of ‘chronic, regressed schizophrenics’ and that 
of matched alcoholic patients. Silverman’s 
finding was particularly marked when every 
fourth rather than every fifth word was deleted, 
in contrast to the results of Salzinger et al. 
(1970) who, using a rather different procedure, 
had reported.that, if anything, the difference 
between schizophrenic and normal speech 
diminished with decreased context. In the only 
other published study, Hart and Payne (1973) 
found that the speech of ‘overinclusive’ psychia- 
tric patients was less predictable than that of 
‘non-overinclusive’ patients, but it is important 
to note that both groups included non-schizo- 
phrenic as well as schizophrenic patients. 

Cloze Procedure can, of course, be used to 
examine the decoding as well as encoding of 
language, and a few writers have used it to 
investigate the ability of schizophrenics to 
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predict language. Moroz and Fosmire (1966) 
found no difference between schizophrenic and 
comparable normal subjects in their accuracy 
at predicting samples of schizophrenic speech, 
and argued with Honigfeld (1963) against the 
familiar notion that schizophrenics may have 
their own ‘language’ which only they can under- 
stand. In the only other study, Deckner and 
Blanton (1969) reported that schizophrenic 
patients were less able than normals to predict 
passages taken from particular educational 
books, and that, in common with normals, their 
performance fell as context was reduced. 

Although it is clear that no firm conclusions 

can be drawn about either the predictability of 
schizophrenic speech or the ability of schizo- 
phrenics to predict language, the following 
hypotheses may be put forward: 

(1) Schizophrenic subjects are less able than 
normal subjects to predict language. 

(2) Schizophrenic material is less predictable 
than normal material. 

(3) There will be an interaction between 
subject groups and material such that 
the difference between materials will be 
less marked for schizophrenic than normal 
subjects. 

The purpose of the present experiment is to test 
these three hypotheses using Cloze Procedure. 
Within one design, schizophrenic and normal 
subjects will be asked to predict schizophrenic 
and normal material under both fourth-word 


' and fifth-word deletion. 


METHOD 

Material 

Uninterrupted speech samples of 200 words were 
collected from two non-paranoid. schizophrenic 
patients recently admitted to local psychiatric 
hospitals and from two psychiatrically normal 
patients recently admitted to the rehabilitation unit 
of a local orthopaedic hospital. Consecutive schizo- 


phrenic admissions aged 18-60 were approached by. 


one of the experimenters if they had been given a 
clear diagnosis by the admitting doctor and were 
physically fit to take part. Orthopaedic patients were 
selected in the same way, with the additional require- 
ment that they should have no history of overt 
psychiatric breakdown. Each patient was asked, as 
part of a short tape-recorded interview, to describe as 
fully as possible the reasons for his admission to 
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hospital. The experimenter took care not to interrupt 
and to provide no reinforcement. ‘The material for the 
experiment was taken from the first male schizo- 
phrenic, female schizophrenic, male normal and 
female normal to speak 200 words or more in response 
to this particular question, and consisted of the first 
200 words of each of the four replies. Typescripts of 
each passage were prepared for Cloze Procedure 
under both fourth-word and fifth-word deletion. 


Subjects ' 

Twelve non-paranoid schizophrenic patients and 
twelve psychiatrically normal orthopaedic patients 
took part in the experiment. All were aged 18-60, 
and were taken from the same hospital units as the 
patients who provided the speech material for the 
experiment. Consecutively admitted schizophrenic 
patients, who had been given clear diagnoses by the 
admitting doctor and were physically fit to take part 
were approached within ten days of admission, and 
the first twelve to reach the criterion described 
under ‘Procedure’ were included. The normal subjects 
were selected similarly, with the additional constraints 
that they should have no history of overt psychiatric 
breakdown, that their disorders should not prevent 
them from writing, and that the schizophrenic and 
normal groups should be balanced for sex, age, socio- 
economic status, and educational attainment. Bio- 
graphical details of the two groups are given in Fig. 1. 


Procedure 

Each subject was asked to predict all four passages, 
one schizophrenic passage under fourth-word dele- 
tion, the other under fifth-word deletion, and one 
normal passage under fourth-word deletion, the other 
under fifth-word deletion. A balanced design was 





Schizo- 
phrenic Normal 
group group 
Male .. N=5 N=5 
Female N= N=7 
Mean age 32°3 уг. 33'7 yr 
Working class às N=6 N=7 
Middle class .. А N=6 N=5 
No educational 
qualifications 2 N=4 N=4 
“О? level or equivalent N=5 N=5 
Further educational 
qualifications N= Ng 


Его. 1.—Biographical details of the subjects. 
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used, so that each passage was predicted by half the 
subjects in each group under fourth-word deletion 
and by the other half under fifth-word deletion. 
Subjects were told only that the passages were taken 
from ‘hospital patients’ in an ‘interview’, and that 
every fourth or fifth word had been regularly deleted. 
They were asked to guess and write in each missing 
word, and it was stressed that every blank should be 
attempted. No time limit was imposed, but one of the 
experimenters sat in with the subject whenever 
possible. Although only four schizophrenic patients 
and no normals refused to take part in the experiment, 
several failed to complete the task. An arbitrary 
criterion was therefore adopted, so that to be included 
in the experiment a subject had to attempt 40 per cent 
or more of the blanks in each passage. This criterion 
` led to the exclusion of seven schizophrenic patients 
and eight normals originally approached, and 
effectively discriminated subjects who attempted very 
few blanks from those who attempted nearly all. The 
mean proportions of blanks attempted across all 
passages were go per cent for subjects included 
(87 per cent for schizophrenics and 94 per cent for 
normals), and less than 10 per cent for those excluded. 
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Scoring 

Calculation of the Cloze Score assumes that all 
blanks are attempted, a condition which was not 
met in this experiment. Since it is not known what 
effect this may have on the Cloze Score, two scores 
were calculated here: the traditional Cloze Score; 
and a Modified Cloze Score representing the pro- 
portion of attempted, rather than actual, blanks 
correctly filled. It is interesting to note in passing 
that previous writers have not always reported 
whether all blanks were attempted in their experi- 
ments. 


RESULTS 

Cloze Scores and Modified Cloze Scores 
were examined by analyses of variance in 
which three factors, ‘Subject groups’ (Schizo- 
phrenic/normal), ‘Material’ (Schizophrenic/ 
normal), and ‘Deletion pattern’ (Fourth-word/ 
fifth-word) were examined (Winer, 1970, 
р. 319). 

Tables I and II give the results for the Cloze 
Scores, and Fig. 2 presents the mean values 


TABLE I 
Mean Cloze scores 











Schizophrenic material Normal material 
D4 D5 D4 D5 
Mean S.D. Mean S.D. Mean S.D. Mean S.D. 
Schizopbrenic subjects .. 23:7 9 27-1 15:0 28-2 12:4 27:9 II*5 
Normal subjects .. . 36-0 o 43:3 11-1 49:8 8:6 41:7 12-8 


a M — 








ТАВІЕ II 
Analysis of Cloze scores 
Source SS df MS F Sig. 
Between subjects 5 14,978:6 23 
s (Subject group) 6,144°0 I 6,144°0 15°3 р < 0-001 
of 8,834°6 22 401-6 
Within subjects | 449777 72 
B PURA 459°4 I 459°4 9°5 р < 0:01 
70:0 I 70:0 I'4 N.S. 
вхо 1,066 1 22 48:5 
QUERN pattern) 8-2 I 8:2 orl N.S. 
24°0 I 24-0 0:3 N.S. 
D Er 1,534:6 22 69-8 
BC 551'0 I 551'0 21'I p < 0'001 
АВС 210-0 I 210°O 8:0 р < 0:01 
BC xS.w.g 574°4 22 26:1 
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D4 4th-word deletion 


bs Sth-word deletion 
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Fra. 2.—Mean cloze scores. 


graphically. Schizophrenic subjects were less 
able than normals to predict speech (F = 15:3; 
df 1,22; p < 0:001), and schizophrenic speech 
was less well predicted than normal speech 
(Е = 9:5; df 1,22; p < 0-01), but there was 
no interaction between Subject groups and 
Material. Since significant Material x Deletion 
pattern and Subject groups x Material x Dele- 
tion pattern interactions occurred, the main 
effects of Subject groups and Material were 
examined at each level separately by Scheffé’s 
procedure (Winer, 1970). This revealed that, 
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although the difference between schizophrenic 
and normal subjects was consistent across all 
four combinations of material and deletion 
pattern, the main effect of Material was due 
almost entirely to the high scores of normal 
subjects for normal material under fourth-word 
deletion, and was not reflected in the other 
three combinations of subject groups and 
deletion pattern. . 

Tables III and IV give the results for the 
Modified Cloze Scores, and Fig. 3 presents the 
mean values graphically. Schizophrenic subjects 
were again less able than normals to predict 
speech (F = 7:8; df 1,22; р < 0-025), but 
there was now no main effect of Material and . 
again no interaction between Subject groups 
and Material. The main effects of Subject groups 
and Material were again examined at each level 
separately by Scheffé’s procedure: since signifi- 
cant interactions again occurred. As with the 
traditional Cloze Scores, the difference between 
schizophrenic and normal subjects was con- 
sistent across all combinations of material and 
deletion pattern, and the only effect of Material 
was for normal subjects under fourth-word 
deletion. 


Discussion 

The findings from the Cloze and Modified 
Close Scores are very similar and strongly 
support the first hypothesis, that schizophrenic 
subjects predict less well than normals. This 
confirms the conclusion of Deckner and Blanton 
(1969), and once again argues strongly against 
the notion of a ‘schizophrenic language’. 
Whether, of course, the impairment is specific to 
schizophrenics or is more general across psychia- 
tric patients, and whether there may be 
differences among diagnostic sub-groups of 








Taare ПІ 
Mean modified Cloze scores 
Schizophrenic material ’ Normal material 
D4 D5 D4 D5 
Mean S.D. Mean S.D. Mean S.D. Mean S.D. 
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Taste IV 
. Analysis of modified Cloze scores j ! 
m ee ус р т ат Сылы з ТЫШЛ ыл ы е у шу юл т=з шшш =, 
Source SS df MS F Sig. 
Between subjects A 18,499°7 23 
A (Subject groups) 4.822 °3 I 4,822 °3 7:8 р < 0:025 
S.w.g. .. 13,677 :4 22 621:7 
Hen subjects fa e .. $,996:8 72 
PUMA А vs 56:7 I 56:7 I'I N.S.” 
AB 197-3 I 137°3 2:7 N.S. 
BxS.w.g.. е Уз . 1,100°4 22 50:0 
s ее pattern) ee ne 16-8 I 16:8 0:4 N.S. 
$i 2i 5:8 I 5:8 0.1 N.S. 
xS: 996-8 22 45°3 
BC 316-1 1 316-1 16:4 р < 0`001 
АВС 342-0 I 342-0 1777 p < 0:00 
BGxS.w.g ` 424-9 22 19°3 





schizophrenica (Hart and Payne, 1973) the 
present findings cannot say. These will be 
interesting questions to pursue. 

The second and third hypotheses, that schizo- 
phrenic- material would be less well predicted 
than normal material and that the difference 
between materials would be more marked for 


6 a Schizophrenic subjects 
к Normal subjects 
s 


D4 4th-word deletion 
05 Sth-word deletion 


DS 





MODIFIED CLOZE SCORES 





SCHIZOPHRENIC 
MATERIAL 


: .NORMAL 
E MATERIAL 
Fic. 3.—Mean modified cloze scores. 


normal than schizophrenic subjects, received 
little support: a main effect of material was 
revealed in the analysis of traditional Cloze 
Scores only, and then was attributable almost 
wholly to the high scores of normal subjects on 
normal material under fourth-word deletion; 
and, although the difference between materials 
was greater for normal than for schizophrenic 
subjects under fourth-word deletion there was 
no difference under fifth-word deletion or over- 
all for the two deletion conditions combined. 
These findings are at variance with those of 
Salzinger, Portnoy and Feldman (1964) and 
Silverman (1972) and, moreover, an anomaly 
occurred in that normal subjects predicted 
normal material significantly less well under 
fifth-word than under fourth-word deletion. 
Previous work indicates consistently that the 
reverse should hold, and this finding makes the 
interpretation of the results for material and the 
interaction between subject groups and material 
particularly difficult. The probable explanation 
is that the sampling constraints necessarily 
imposed by the design led to the selection of un- 
representative passages of either schizophrenic 
or normal speech, or perhaps both. This can be 
tested only by replication, in which a larger 
sample of schizophrenic and normal passages is 
examined. It will also be valuable in future 
research to vary speech topic systematically, 
since at least some of the inconsistencies among 
previous findings may be due to differences in 
topic. 
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Two additional aspects of the results, about 
which predictions were not made, may be 


briefly noted, since they bear upon Salzinger's — 


‘Immediacy Hypothesis’ of schizophrenic beha- 
viour. Put simply, the hypothesis suggests that 


‘schizophrenic behaviour is primarily controlled - 


by stimuli which are immediate in the environ- 
ment’ (Salzinger et al., 1970). From this it may 
be deduced that the schizophrenic speaker is 
less influenced than the normal by what he has 
just said (Salzinger, Portnoy and Feldman, 
1966; Salzinger et al, 1970; Maher, 1972). 
We might expect, therefore, that increasing the 
level of context would help little in the predic- 
tion of schizophrenic speech (Salzinger et al., 
1970), and also that the end of a passage of 
schizophrenic speech, unlike normal speech, 
would be less predictable than the beginning 
(Salzinger, Portnoy and Feldman, 1964). Nei- 
ther suggestion was supported by the present 


results. Schizophrenic material was predicted - 


by normals somewhat more accurately under 
fifth-word than fourth-word deletion, though not 
quite significantly so; and, although the second 
hundred words of the schizophrenic passages 
were, indeed, less well predicted than the first 
hundred by both schizophrenic and normal 
subjects, excactly the same was true of the 
normal passages. 

The present experiment has produced several 
suggestions for future research, and some of these 
have already been noted. However, a final 
word of caution is necessary. Although Cloze 
Procedure has been used in this and previous 
experiments to test hypotheses specifically 


about speech, the technique requires, para-: 


doxically, that what was originally spoken 
material should be transcribed; amended in 
certain ways, mutilated, and presented in 
written form, The relevance of data collected 
in this way to hypotheses about speech may be 
questioned, and improved methodologies should 
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be sought. In particular, the possibility, of 
presenting the material by tape-recorder in its 
spoken form, but with regular се should 
be explored. 
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Specific action on dopamine receptors 


Redeptin’ (fluspirilene) is a diphenylbutylpiperidine, one of a new class of 
compounds which are essentially different from the phenothiazines, thioxanthenes 
and butyrophenones. Unlike these drugs Redeptin' acts almost entirely on the 
central dopaminergic system so it is likely to cause fewer autonomic side effects 
and less sedation. There are also few extra-pyramidal symptoms with ‘Redeptin’ 

Given by intramuscular injection Redeptin is slowly and continuously 
absorbed over a period of about seven days. Once titrated its action should be 
reproducible week after week in the same patient. 





(1). 
Extrapyramidal symptoms, if they occur, 
are limited to the first two days 


There are few extrapyramidal symptoms with ‘Redeptin’ but if they do occur they 
will usually appear after six hours and disappear within forty-eight. So antiparkinson- 
ism therapy, if needed, can-be anticipated and will not normally be required after 
the second day. This means that the timing of treatment can be planned so that 
extrapyramidal symptoms do not occur when ће patient is unattended. 


Less extrapyramidal symptoms 


A double blind trial demonstrated that side effects are fewer and more predictable 
with 'Redeptin' than with fluphenazine enanthate (2). 


10 Mean total 


в fm score of side effect rating scale 
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fective from the acute stage through _ 





^ maintenance 


'Redeptin' may be given early in the acute phase. It can bring about a significant _ 
.... reduction in hallucinations, delusions and autism, and thinking becomes more _ 

 fealistic. As the patient improves, the mildly alerting property of ‘Redeptin’ increases 
co-operation and working capacity. Interest and initiative are also increased. 


Close control of therapy 


Because ‘Redeptin’ is given every week close control of the patient's theta is - 
achieved. Dosage can be adjusted weekly and therefore be quickly stabilised. : 
This should result in earlier ое from hospital. c 
For day hospital patients or outpatients the predictability of extrapyrami idal. р. 
symptoms is a special benefit because treatment can be planned to avoid the | 
chance of these symptoms occurring when it is inconvenient. E 














Clinical experience with ‘Redeptin’ 


40 clinical trials in more than 1,500 patients have demonstrated the effectiveness _ 
of'Redeptin: In particular it has been commended for its easier management and 
lack of side effects. . 

Моге recent work has confirmed the impression recorded in the first publi- 
cation on 'Redeptin' by Haase et al. (3). e 


ее It distinguishes itself by a high neuroleptic potency, very good anti- - 
psychotic efficacy and a characteristic uniform effect, not only with regard to anti- | 
psychotic effect but alsotothe extrapyramidal andlong-term effects 





reliable depot injection 





Action 
Redeptin' (fluspirilene) is a major tranquil- 
lizer of the diphenylbutylpiperidine group 
with a mildly alerting action. It is slowly 
absorbed after intramuscular injection. 
Detectable blood levels are reached within 
4 hours of injection, and the antipsychotic 
action usually lasts for about a week, with 
arange of 5 to 15 days. 
Indications 
‘Redeptin’ is recommended for the treat- 
ment of schizophrenia, and has proved 
especially useful for maintenance therapy. 
It is of particular value in patients who are 
unreliable in taking oral medication. 
Dosage 
Adults only: The recommended starting 
dose is 2 mg a week by intramuscular 
injection; this may be increased by 2 mga 
week according to response. The main- 
tenance dosage for most patients is from 
2 to 8 mg a week, but some may require up 
to 12 mg a week. Dosage should not 
exceed 20 mg a week. 
Administration: Before administration the 
container should be shaken well. 
Adverse reactions 
When side effects occur, they are usually 
limited to the first two days after injection. 
Extrapyramidal reactions, ^ especially 
dyskinesia and akathisia but also tremor 
and salivation, may occur within 6 to 12 
. hours after injection and usually disappear 
within 48 hours; they can normally be con- 
trolled by reduction of dosage or by the use 
of anticholinergic antiparkinsonism drugs. 
Other reactions reported include fatigue, 
upper gastro-intestinal symptoms such as 
nausea and vomiting, drowsiness, insom- 
nia, restlessness, excitement, anxiety head- 
ache and sweating. There have also been 
. occasional reports of blurred vision, mild 
hypotension, dizziness, rash and EEG and 
ECG changes. In a small number of patients 
EE ffects may become progressively 
more marked over a period of weeks or 
months; these signs of accumulation can 
be eliminated by omitting one in 4 or 5 
weekly injections. 
Cautions 
Patients who drive or operate machinery 
should be warned of the possibility of 
drowsiness. 
' Known epileptics should be treated with 


caution as attacks may be precipitated. 
Use in pregnancy 

Although there is no evidence from animal 
Studies to suggest that 'Redeptin has 
embryotoxic effects, drug treatment should 
always be avoided during pregnancy 
unless essential, especially during the first 
trimester 

Contra-indications 

Do not use in patients who have suffered 
uncontrollable adverse effects during 
previous treatment with  diphenylbutyl- 
piperidine derivatives. 
Overdosage 

In the unlikely event of accidental over- 
dosage, signs and symptoms are likely to 
be predominantly extrapyramidal, possibly 
with some excitation. Treatment would 
consist of supportive and symptomatic 
measures. Extrapyramidal symptoms 
should be treated with a barbiturate, or in 
more severe cases parenteral diphen- 
hydramine or a more potent anticholinergic 
antiparkinsonism drug. The long-acting 
properties of the presentation should be 
borne in mind. 

Pharmaceutical precautions 
‘Redeptin’ ampoules and vials should be 
stored at room temperature and protected 
from light. 

Legal category 

For prescription only 

Presentation 

Each ampoule or vial of ‘Redeptin’ con- 
tains an opalescent white aqueous sus- 
pension containing 2 mg fluspirilene in 
each 1 ml. 

'Redeptin' ampoules, each containing 
either 2 mg fluspirilene in 1 ml or 6 mg in 
3 ml, are available in boxes of 10. 
'Redeptin' vials, each containing 12 mg 
fluspirilene in 6 ml, are available in packs 
of 5. 

Product licence number 

0002/0056. 
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Immediate Effects of Improved Hospital Enviroment on 
Behaviour Patterns of Mentally Handicapped Patients 


By F. E. JAMES, D. A. SPENCER and MAX HAMILTON 


Summary 
In 1972 three old hospitals were closed and patients transferred to a new hospital for the 
mentally handicapped. Four to six weeks before transfer, disturbed and a, sample of non- 
disturbed patients were rated on a selected scale; they were again rated four to six weeks after | 
. transfer. ‘The disturbed patients numbered 39 per cent of the total and both men and women 
. shared a significant improvement, though the men did not improve to the same extent as the 
women. There was also a significant improvement among the non-disturbed patients, though 


this did not apply to the epileptic patients. 


INTRODUCTION 

In March 1969 the publication of the Report 
of the Committee of Inquiry into Allegations of 
Iü-Treatment of Patients and other Irregu- 
larities at Ely Hospital, Cardiff (H.M.S.O. 
Paper 3975) attracted considerable publicity, 
and the Secretary of State for Health and Social 
Security announced interim measures to im- 
prove conditions in hospitals for the mentally 
. handicapped. More money was made available 
for increasing the numbers of staff, for im- 
proving the patients! food and clothing, raising 
the standards of hospital ward accommodation 
and encouraging the use of voluntary help. The 
up-grading of hospital wards and facilities has 
become known as the ‘Infra-structure Pro- 
gramme’, 

Implicit in this spending of money was the 
view that mentally handicapped people deserved 
and appreciated better surroundings and that an 
improved environment has a therapeutic effect. 
Reduction of overcrowding, more privacy, less 
living in the mass, integration of the sexes, 
purposeful occupation, personal clothes and 
belongings were set as objectives to be achieved 
with the aim of giving the mentally handicapped 
patient in hospital a more normal and dignified 
existence. 

Since the time of Pinel and Tuke it has been 
recognized in psychiatry that improved environ- 


mental conditions improved patients’ behaviour 
but it has never been expected that by such 
means it would be possible to abolish all psychia- 
tric illness. It would be a great help if one could 
predict how many patients would be improved 
by better environmental conditions, to what 
extent they would be improved and which 
type of patient would derive most benefit. By 
the opening of Fieldhead Hospital, Wakefied, 
an opportunity was afforded to study the effects 
of moving a large number of mentally handi- 
capped people with a wide range of physical 
and mental disabilities from poor surroundings 
to a new and improved environment. Like Kerr 
(1972), we were unable to differentiate between 
the effects of structural environment and staff 
attitudes, but we have been able to quantify 
change in the patients. This new hospital for 
480 mentally handicapped patients replaced 
three smaller hospitals which accommodated 
350 mentally handicapped patients, the majority 
of whom were long-stay cases. 


Tue Orp HosPrrALs 
The three old hospitals consisted of two 


former private mansions and a former infection м 


diseases hospital. At these old hospitals a large 
number of patients had lived under the condi- 
tions of overcrowding and inadequate facilities 
which were criticised in the Ely Hospital Report 


577 


578 IMMEDIATE EFFECTS OF IMPROVED HOSPITAL ENVIRONMENT ON BEHAVIOUR PATTERNS 


(1969) and in the book ‘Put Away’ by Pauline 
Morris (1969). The wards were overcrowded. 
Sixty patients of widely ranging mental abilities 
lived together in wards which were insufficiently 
staffed. Privacy and the opportunity to keep 
personal possessions were minimal. For many 
of the residents there was little occupation other 
than recently introduced twice weekly sessions 
of music and movement organized by a group 
of Remedial Gymnasts. Some patients played 
with bricks, paint or simple toys at the same 
tables from which they had to eat their meals. 
Only a small number of patients were fortunate 
enough to be able to leave their wards and 
participate in occupational therapy. The physic- 
ally handicapped and the disturbed patients 
spent most of their day in the same room, 
dining, playing, sitting and being occupied 
within the same walls. 


Tue New Hosprrau 

Fieldhead Hospital was purpose-built and 
has no ward of more than thirty beds for adults. 
Day and dining areas are distinct, and there are 
spacious bedroom areas arranged in bays with 
two, and no more than five, beds. Each bed 
has a bedside wardrobe, and a small bank of 
shelves stands between the beds to give each 
patient some privacy. The hospital possesses 
extensive rehabilitational departments where 
occupational therapy, industrial work, domestic 
training and more specialized remedial activities 
such as exercise therapy are carried out by 
qualified staff. 

Like all new hospitals, Fieldhead was in some 
respects out of date by the time it was opened, 
because of the recent re-thinking about resi- 
dential facilities for the mentally-handicapped. 
The new hospital could be criticized in that its 
residential units were too large, too standardized 
and institutional rather than home-like. The 
ward blocks were all very similar, and except in 
the case of children they had not been designed 
especially for the accommodation of any 
distinct group of patients. Considerable diffi- 


Меш was experienced because of a lack of 


enclosed outdoor recreational space and of 
single secure rooms where patients could be 
placed for short periods when they were most 
disturbed. 


THE INVESTIGATION AND METHOD 

The objective was to compare the behaviour 
of the patients before and after the transfer 
to the new hospital. We were specially interested 
in the effect of the change of environment on 
the condition of patients with disturbed beha- 
viour. : 

There are a large number of scales for the 
rating of behaviour available, and it was 
decided to adapt the list of undesirable beha- 
viour traits in mongol patients originally 
designed by Moore, Thuline and Capes (1968), 
this appearing to be the most relevant to the 
patients under investigation. The *adaptation 
was to give a numerical value to each beha- - 
vioural trait listed. The number 2 was assigned 
if the trait ‘certainly applies’, number 1 for 
‘somewhat applies’ and zero for ‘does not apply’. 

Four to six weeks before the date of the 
patients’ transfer the questionnaire was com- 
pleted in respect of each patient to be moved 
by the senior nurse in charge of his ward at the 
old hospital; these charge nurses and sisters 
had a long-standing knowledge of the patients. 
Patients with a score of 4 or under were re- 
garded as not seriously disturbed, and such 
patients, if not physically disabled, were suitable 
for placement in local authority hostel accom- 
modation if this were available. 

Patients were classified into two groups: 
those with a score below 4 (non-disturbed) and 
those with a score over 4 (disturbed). The 
questionnaire used would therefore be of no 
value in assessing any change in those patients 
in the non-disturbed group. 

In order to study the effects of the change of 
environment on the: non-disturbed group of 
patients the Nurses Observation Scale for In- 
patient Evaluation (NOSIE) was used (Honig- 
field and Klett, 1965), on а sample of these 
patients. This scale was not ideal, in that it 
was not designed for non-disturbed mentally 
handicapped patients, but it was thought to 
be the most suitable among the standardized 
and accepted scales that were available. Every 
third name on the list of non-disturbed patients 
was selected and the charge nurse who knew 
these patients well completed the NOSIE for 
them. After the patients had spent three or four 
weeks in the new hospital the appropriate 
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` questionnaires were again completed by the 
charge nurse. 


RESULTS 

The modified Moore, Thuline and Capes 
Scales questionnaire was used on a total of 
295 patients; 226 were adult males, 45 adult 
females and 24 children. The cut-off point 
gave 116 who were disturbed and rro not 
disturbed. The results are given in Table I. 

Of the 116 disturbed patients to be trans- 
ferred to the new hospital 9 went' to other 
hospitals or were discharged and 107 remained 
for rating* after transfer. Table II shows the 
‘change of scores of the patients rated in the 
questionnaire for disturbed patients after trans- 
fer to the new hospital. 

It is interesting to note that the figure of 
39 per cent of disturbed patients is comparable 
with the figure of 32 per cent obtained by 
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Penrose (1938). The rather lower figure of - 
Penrose may be due to his patients containing a 
higher percentage of dull patients who would 
at the present time more likely be placed in 
psychiatric hospitals. 

The results show that the response of the 
men, women and children to the change of 
hospital is not the same and the differences 
between the groups are highly significant 
(P < +005). 

On the null hypothesis that there would be 
no change, the men improved significantly 
(P < +05) and the women more so (P < ог), 
but owing to the small numbers of children the. 
worsening of the children was not significant 
(Р > о). 


Non-disturbed patients 
The results on the NOSIE (total score) 
showed that the overall improvement is 7-67 


t 














TABLE I © T 
Results of modified Moore, T huline and Capes scale for all patients 
Number Number % disturbed Number 
Patients rated disturbed of total re-rated 
Adult males : e vx 226 82 36:3 74 
Adult females .. s M vs 45 25 А 55:6 24* 
Children (male and female) .. 24 24 9 27°5 9 
Total 295 116 39°3 107 
Tase II 
Change of score for disturbed patients on transfer to new hospital 
D No.of No.of Мо. of Total 
Change of score males females children Total as % 
Improved 
4 and over zs p На E 22 9 о 31 29-0 
2 and 3 points. .. a “+ ч I2 8 о 20 18:7 
I point . 3 I 2 II 10.3 
Unchanged .. 5 I 14 18°1 
Deteriorated 
1 point... e о І 10 9°3 
2 and 3 points .. E is e o 2 5 47 
4 and over " АЕ уз Ss 12 I 3 16 14°9 
Totals ae s 2i is HA 74 24 9 107 100:0 
Mean improvement 0:96 - 2:56 —2.06 
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points, which is significant (P < -02). The men 
had a mean improvement of 8-6 points and 
the women 1:9 points, a difference which is 
not significant. The epileptic patients deteriora- 
ted 7-06 points, but the non-epileptics improved 
by 14:54 points, which is highly significant 
(P < -or). The correlation between age and 
improvement is -39 (P < -oor), showing that 
the older patients improved most. 


Discussion 

Disturbed cases 

For the past 160 years it has been advocated 
that improved training and environment can 
improve the level of function of the severely 
subnormal (Seguin, 1866), although the extent 
to which this is possible in biologically damaged 
patients is not clear. Many subnormal and 
severely- subnormal patients are retained in 
hospital on account of behavioural abnor- 
malities superimposed upon their subnormality, 
and a proportion of these undoubtedly have 
mental illness (Reid, 1972) and might be 
expected to be less responsive to their environ- 
ment than similar non-disturbed patients. It 
was expected that the change in environment 
on the patients who were transferred from the 
old hospitals to the new hospital would have a 
favourable influence, and that there would be 
an improvement in conduct and a reduction in 
disturbed behaviour. Of the 107 patients re-rated 
at the new hospital for disturbed behaviour, 14 
were unchanged, 62 improved in varying degrees 
and 31 showed some degree of deterioration. 
A majority of the patients transferred had 
moved from large wards of about 60 patients 
to better designed wards of 30 with more space. 
A number of disturbed patients who had been 
in a group of 17 to 20 during the last few months 
at the old hospital had to move to a rather larger 
unit of 30 beds at the new hospital because of 
the design of the new building which had no 
adult ward for less than 30. Initially problems 
were encountered with this group and their 
behaviour after transfer showed some deteriora- 


Qn possibly a reaction to the insecurity and the 


strange surroundings associated with the move 
itself. Since then the behaviour, of this group 
has improved, according to clinical impressions, 
as the ward management became more settled 


and the numbers in the villa were reduced to 
about 25. 

Occupational and rehabilitational services at 
the new hospital were far better than in the old. 
It is arguable therefore that the improved 
environment and much better facilities accoun- 
ted for the significant improvement. 

The disturbed children showed no improve- 
ment to the change of environment, but the 
number was too small for conclusions to be 
drawn. At the old hospitals the children had 
been divided into small groups, but at the new 
hospital, because of the ward arrangements, 
they were living in units of 30 patients. The 
children were generally more severely retarded 
and disturbed than the adults. 


Non-disturbed cases 

The overall improvement in this group of 
patients was perhaps in accordance with 
expectations; there had been a great boost of 
morale in staff and to some extent in patients 
with the move to new surroundings. That the 
older patients improved more than the younger 
may well be related to the younger patients 
being much more retarded than the older group. 
An interesting and perhaps important finding is 
the actual deterioration of the epileptic patients. 
This again may be related to the greater inci- 
dence of epilepsy in the lower-grade patients. 

It must be emphasized that these results refer 
only to the immediate change in behaviour. 
The more long-term influence of the change of 
hospital environment on patient behaviour is to 
be the subject of a separate communication. 
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Book Reviews 


SCHIZOPHRENIA 
The International Pilot Study of Schizophrenia. 
World Health Organization. Volume 1. Geneva. 
1973. Pp. x+ 426. Price Sw. fr. 56.00. 

The International Pilot Study of Schizophrenia is 
part of a programme of epidemiological psychiatry 
developed by the Mental Health Unit of the World 
Health Organization. The Study, which started in 
1967, involves nine Field Research Centres—Aarhus, 
Agra, Cali, Ibadan, London, Moscow, Taipei, 
Washington and Prague. The completed study aims 
to answer the following questions: 

a. ‘In what sense can it be said that schizophrenic dis- 
orders exist in different parts of the world? Do they 
differ in form or content? Does the clinical course 
differ?" 

b. 'Can other functional psychoses also be recognized 
and do they run a recognizably different course? ' 

c. “Сап techniques be developed for recording and 
classifying symptomatology reliably ?’ 

d.‘Can teams of research workers be trainéd to use 
these techniques so that comparable observations 
can be made in both developed and developing 
countries?” 

This interim report gives the results of the Present 
State Examination on 1,202 patients at the nine 
centres. The modest, but acceptable inter-centre 
reliability suggests that for this study the answer to 
questions c. and d. is a cautious Yes. If subsequent 
reports can also answer questions a. and b. this 
ambitious programme will have been well worth- 
while. At the very least the study will facilitate both 
the development of epidemiology in the countries 
concerned and the planning of psychiatric facilities. 

The report is clearly presented. Many authors were 
involved, but much of it was written by J. K. Wing, 
Norman Sartorius and E. M. Brooke. It is mainly of 
specialized interest, though the chapter on ‘Diagnosis 
and Distribution of Schizophrenia’ is an excellent 
general account of this topic. 

PETER NOBLE. 


Interpretation of Schizophrenia. By S. ARETI. 
2nd edition. London: Crosby Lockwood Staples. 
1974- Pp. 756. Price £8.00. 


It is easy to see why the editor of the Encyclopedia 
Britannica asked Dr. Silvano Árieti in 1974 to write an 
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article on *Psychoses'. The first edition (1955) of his 
book was described as ‘monumental’. The second 
edition ‘completely revised and expanded’ is as 
significant, The bibliography, including many 
entries from 1972, contains over 1,000 references. 
Every aspect, heredity, biochemistry, psychostructure, 
epidemiology, transcultural studies, psychotherapy, 
drug treatment, is covered. The need for such a 
comprehensive approach arises because no r 
has as yet found the complete answer regarding the 
causation of schizophrenia, and too many psychiatrists . 
are limited in their treatment of the condition by their 
theoretical orientation. 

The authors writes: ‘(1) At least two sets of factors 
of different origins (biological and psychodynamic) 
are necessary to engender schizophrenia. 


_ (2) It is sufficient to prevent or remove one set of 


these factors in order to avoid schizophrenia. 

(3) Genetic factors cannot be altered. We must thus 
try to alter or prevent psychodynamic or environ- 
mental factors.’ 

In the first edition Dr. Arieti stressed even more 
strongly factors such as the schizophrenogenic mother. 
Serious family disturbances may precipitate a schizo- 
phrenic psychosis, but there are cases of ‘averted 
schizophrenia’ where all the grounds seemed to have 
been prepared psychodynamically for a schizophrenic 
psychosis, yet the psychosis does not occur. 

The author describes what he calls ‘palaeological 
thinking’, normal in early childhood but a regression 
from adult cognitive thought. Such a regression may 
follow extreme anxiety, when later forms of thought 
seem as if they were knocked out; with this goes a 
varying degree of desocialization, and palacological 
thought is the main characteristic of schizophrenia. 
There is an interesting chapter on schizophrenic art, 
illustrating admirably the, patient's emphasis on 
details rather than wholeness. 

Dr. Arieti comments critically on the recent relative 
disregard of neürology on the part of dynamically 
orientated psychiatrists. He wonders whether func- 
tional alterations in the pre-frontal-area of the brain 
and in what he terms the TOP area (Temporal 
Occipital Parietal, corresponding to Brodmanns areas 
20, 21 and 37 and parts of 7, 19, 39 and 40) would not 
explain most of so-called schizophrenic thought 
disorders. It must be stressed that his references to 
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recent neuro-biological research are as up-to-date as 
those dealing with recent advances in psychoanalysis. 

It is when it comes to treatment that many psychia- 
trists will wish they had had the author’s 33 years 
experience to draw on. Although favouring psycho- 
therapy, he hastens to add: ‘I use drug therapy as a 
routine practice for some patients.’ No instructions can 
be given that apply to every individual case. 

To have written 701 pages, all clear and stimu- 
lating, is in itself a tour de force. Little wonder that 
the author is editor-in-chief of the American Handbook 
of Psychiatry. Interpretation of Schizophrenia should be 
‘required reading’ for any post-graduate course in 
psychiatry, and can be confidently recommended to 
any consuléant who finds it difficult to keep his 
-reading on schizophrenia up to date. 

i R. F. BARBOUR. 


PSYCHODYNAMICS 
Psychoanalytic Schools from the Beginning to 
the Present. By Dmrer Wyss. Translated by 
GERALD Onn. New York: Jason Aronson, Inc. 
1973. Pp. viii4- 561. Index 7 pp. Price $15.00. 

This book sets out to survey the development and 
scope of various Schools of Depth Psychology, from a 
standpoint which should be of interest to the British 
reader. The author first gives a lucid exposition of the 
evolution of Freud’s theoretical ideas and then 
attempts to summarize some of the main develop- 
ments and divergencies which have occurred both in 
Europe and America. He devotes considerable space 
to a sympathetic presentation of the work of a 
number of philosophically oriented analysts, and 
existential analysts in particular, relating their approach 
to the more classical Freudian or Jungian models. 

The author is clearly confronted with the con- 
flicting demands of encyclopaedic coverage and the 
adequate representation of complex ideas in a 
limited space. While indeed covering a vast field, the 
relative importance assigned to various people clearly 
indicates his particular orientation, and there are 
some noticeable omissions. For example the interest- 
ing and important developments in psychoanalytic 
theory and practice in Britain over the past 25 years 
receive virtually no mention. 

The clarity with which Wyss presents the various 
issues and ideas which he covers is impressive. One 
may feel, however, that the brief, highly condensed 
references to a large number of writers with whom the 
reader may not be familiar is perhaps less useful 
than the expanded sections, such as the critical 
exposition of Jung’s work or the chapters devoted to 
Binswanger and von Weizsacker, where fuller com- 
mentary and quoted passages allow the reader to 


533 


gain something of the flavour and conceptual orienta- 
tion of the writers. Е 

One of Wyss’s main theses is that іп the classical 
model of psychoanalysis there is a somewhat mecha- 
nistic attempt to understand the patient (regarded 
in a detached way, as an object of study) in terms of 
instincts, energy, drives and object cathexis. This 
model can of course be traced back to Freud’s 
application of concepts derived from physics and the 
biological sciences to the ‘psychic apparatus’. While 
the model may help to ‘explain’ a range of clinical 
phenomena and may be of therapeutic value, Wyss 
argues that in this system the ‘Person’ gets lost. He 
feels that, by contrast, the existential analysts have a 
greater willingness to enter into a dialogue with the 
patient, to accept the patient ‘lovingly’, to enter 
intuitively into his experiences and his position. ‘By 
accepting him . . . with understanding and love, he 
reinstates him as a subject, as a real person.’ 

In stressing the Cartesian nature of the psycho- 
analytic model, Wyss greatly underemphasizes the 
interactive nature of the psychoanalytic relationship, 
which has been extensively studied over the past 40 
years or more, and the extent to which it has been 


. recognized how much the analyst needs to use his 


sensitive understanding to grasp the nature of the 
patient's predicament, his experiences as a person, 
in the therapeutic relationship in particular and also 
in the world. There is, moreover, a somewhat un- 
questioning acceptance by the author of the existential 
formulation as not only more intuitively meaningful 
but somehow more ‘philosophically precise’, ‘deeper’, 
and ‘more valid’. 

While it may be difficult to share Wyss’s particular 
philosophical frame of reference, and while some 
sections of this book are not easy to read, this is a 
scholarly work which will be of considerable value to 
those interested in psychodynamic theory and its 
applications. M. M. FELDMAN. 


Models of Madness, Models of Medicine. 
By МюшгАм SmoLER and HuwPHRY OswoND. 
London: Collier MacMillan Publishers. 1974. 
Pp. xxi 4-280. Index 7 pp. Price $8.95. 

The authors, assiduous model makers and model 
comparers, detail the medical model and its sub- 
models and compare these with a number of other 
models—social, psychoanalytic, impaired, psyche- 
delic, family interaction, conspiratorial, moral—as 
to how these models conceive diagnosis, actiology, 
treatment, prognosis, suicide, etc. They are con- 
cerned mainly about schizophrenia—hence the term, 
offensive to many, ‘madness’—although two previously 
published papers, on alcoholism and drug dependency, 
are tacked on, rather unhappily, as appendices. 

X 
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For these authors the medical model is good; all 
others have greater or lesser failings, none more 
heinous perhaps than those of anti-psychiatrists 
Laing and Szasz, whose writings they seem incapable 
of appreciating and of whose influence they seem 
resentful. The psychoanalytic, social and family- 
interaction models fare little better, but are dealt 
with in such a one-eyed manner that their criticisms 
seem devoid of impact. The technical reader's 
appreciation of the book is not assisted by a writing 
style which varies unpredictably and in short space 
from the scientific and critical to the popular and 
polemical. 

The book’s interest is related primarily to the 
authors’ discussion of the medical model and its 
sub-models: the clinical, the organizational and the 
scientific. The two features of the clinical model, 
the doctor’s ‘authority’ and, through this, his ability 
to confer upon patients the ‘sick role’ are interestingly 
developed, although this discussion might provide 
more fuel for the fire of those who, while agreeing their 
importance, are also concerned with the limitations of 
practice by ordinary mortals. 

The construction and use of models and their implica- 
tions for diagnosis management, and research are 
of fundamental importance to psychiatry. This book 
suffers because of its polemical and stylistic limitations 
and, at least on this side of the Atlantic, seems un- 


likely to be widely noted. SIDNEY CROWN. 


MEMORY 
Attributes of Memory. By РктЕв HEeErrior. 
London: Methuen. 1974. Pp. x4-205. ` Index 
7 pp. Price £3.25 (£1.40 paperback). 

This is a vigorous attempt to re-view the whole 
field of psychological work on memory and to re- 
evaluate theories and methods in the field. The 
author states his principal cavil with work to date 
simply and cogently. ‘Experimental psychologists 
have asked why we forget more often than they have 
asked how we remember. They have made tasks 
difficult by presenting unrelated meaningless items 
at a fast rate, instead of giving the subject the oppor- 
tunity to use the immense resources at his disposal 
in the leisured perusal of a meaningful whole. It is 
the main purpose of this book to redress the balance a 
little.’ That ‘a little’ is Herriot being coy, since he 
obviously feels that the balance needs to be redressed 
a lot. 

Memory is viewed in this book, not so much as a 
mechanism for storing but as a process of coding. 
While examining different forms of coding, the author 
lays stress on the fact that a person’s linguistic system 
is his most useful coding device and that thereby a 
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study of the underlying attributes and rules of 
language will cast light on the nature of memory. 

The mammoth experimental literature on memory 
is well probed. Herriot avoids the barbarous practice 
of building up a vast un-analysed menu of references, 
and instead conducts an interesting argument illustra- 
ted by appropriate citation. Work on the way in 
which subjects organize the material they are trying 
to learn (particularly by researchers such as Postman 
and Tulving) is nicely considered. 

The author concludes his book with a kind of 
gloomy optimism. He stresses that emphasis must 
change from structure to process, from limitation to 
capability and from separate areas of research to a 
common view of man as an active coder of his en- 
vironment. He then says 'memory research is 
potentially the unifying force by which experimental ' 
psychology can be persuaded to adopt these changes 
in emphasis. We have only just begun'. Reading this, 
one is reminded that five years ago Deese pointed 
out that memory experiments have still not settled 
the question of whether there is some link between 
number of exposures of material and how well 


. people learn, and that if the psychology of rote 


learning has been unable to solve so simple and ele- 
mentary a problem this should lead us to question 
whether or not things are being gone about in the 
right way. He concluded ‘certainly almost anyone but 
an experimental psychologist would long ago have 
begun to entertain doubts’. Herriot, like others, has 
now clearly begun to entertain doubts, but whether 
the changes in method and approach which he 
commends are radical enough remains to be seen. 
D. BANNISTER. 


Human Memory: Theory and Data. By Ben- 
NETT В. Мокроак, Jr. New York and London: 
John Wiley & Sons. 1974. Pp. x 4-312. References 
and indices 45 pp. Price £6.85. 

Professor Murdock is an aristocrat among Ameri- 
can psychologists, both in the quality of his extensive 
rescarch output and in his highly individual approach. 
This volume summarizes his own work and that of 
many others in the experimental study of human 
memory over the past two decades, and does so in a 
style which is lucid, fluent—almost conversational— 
and free from the tortuous verbosity which mars so 
much current academic writing. It is regrettable, 
therefore, that the book cannot be recommended as 
providing an adequate account of human memory, 
even as an interim statement of recent developments. 

'The major faults, as I see them (and they arise 
from the biases which Professor Murdock states 
quite frankly in his introduction), can be regarded as 
two sides of the same coin: excessive concern with 
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computer-programme and flow-diagram models, and 
utter neglect of the brain as the organ of memory. 
The latter is the more surprising since the author 
quotes at least one study (Warrington and Shallice, 
1969) which clearly relates a memory deficit to a 
circumscribed cerebral lesion, and is evidently aware 
of the work of Milner on patients with cortical 
excisions: yet he states ‘convinced though I am of the 
desirability and necessity of synthesizing biological 
and behavioural data, there is no real progress to 
report in this book’. 

This oversight enables the author to maintain a 
view of memory which is not only idiosyncratic but 
quite simply at variance with the evidence from 
clinical stydies. ‘I would like to suggest,’ he says, 

. ‘that memory is not divided into separate sensory, 
short-term and long-term stores. Instead, it is 
continuous.’ Yet it is precisely the distinction between 
sensory modalities, and between short-term and 
long-term memory, that is exemplified by the effects 
of cerebral lesions and that must inform any valid 
theory of human memory. Joen McFr. 


, REFERENCE 
WannmNGTON, E. К. & SHariice, T. (1969) The selective 
impairment of auditory verbal short-term memory. 
Brain, 92, 885-96. 


ORGAN TRANSPLANTS 
The Courage to Fail—A Social View of Organ 
Transplants and Dialysis. By R. C. Fox and 
J. P. Swazrv. University of Chicago Press. 
1974. Pp. 395. Price £6.50. 

The Courage to Fail is a study of organ transplants 
and dialysis by a sociologist and a biologist-historian 
of science. The methods used include a review of the 

‘literature, a content analysis of reports in the mass 
media, participant observation at most of America’s 
major transplantation and dialysis centres, detailed 
interviews with patients and their families, internists, 
surgeons, immunologists, psychiatrists, nurses, social 
workers, laboratory technicians and bio-engineers, 
and attendance at medical team conferences, obser- 
vation of transplant surgery and of hospital and home 
dialysis. Two transplant centres were studied in 
detail over a twelve-month period. If a sociological 
viewpoint seems an inappropriate one, the authors 
soon demonstrate the complexity of the issues 
involved. ‘The option of organ transplantation 'is set 
down in a matrix of interacting persons—the 
prospective recipient, candidate donors, the members 
of their families, the physicians and his professional 
colleagues—who together constitute a small but 
intricate social system.’ Sceptics will soon be con- 
vinced by the brief case-studies presented in the 
first chapter. Further complications are ethical 
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considerations of choice between kidney transplant 
and long-term dialysis; intervention in rare condi- 
tions; research needs; and the fact that kidney 
donation by a live donor involves operating on а 
healthy person (‘We haven't lost a donor yet’). 
There are financial problems (under the American 
system) as to whether the family can afford long-term 
dialysis compared with the 'cheaper' transplant, 
while wider economic issues concern scarce resources 
(compatible organs) and who should benefit from 
them. To bring some order into this complexity the 
authors have recourse to three sociological concepts: 
Mauss’s description of the ‘gift’ function; Lewin's 
concept of the ‘gatekeeper’, and Parsons’ discussion 
of ‘uncertainty’. This is a difficult book to classify. 
Although it has some pretensions to be a serious 
sociological study, attempts to apply sociological 
concepts at the beginning of the book are soon 
abandoned. It is doubtful whether the description of 
‘the gift’, ‘the gatekeeper’, ‘uncertainty’ and the ‘ideal 
type’ of the heart surgeon are more than convenient 
metaphors. It is significant that the rare lapses into 
jargon which occur in a very readable book are in 
the Conclusion where an attempt is made to give 
the themes sociological respectability. (‘It is implied 
that, animated by these values, the more extensive 
institutionalization of collectivity oriented, partici- 
pant-collaborator relations could transform the 
society, moving it into a new, more advanced 
evolutionary stage that is “beyond modern” (page 
332).) The elaborate methodology mentioned in the 
preface sits uneasily with the fairly frequent recourse 
to journalistic extracts. Although individual chapters 
are excellent on the aspect they are dealing with, they 
give the impression of having been written separately 
—possibly a reflection of dual authorship. The book 
is probably best regarded, in the authors’ own words, 
as a ‘carefully documented, fair-minded and nuanced 
account that would be edifying and useful’. It 
succeeds very well in opening up new perspectives in 
the social, psychological, moral and economic 
implications of what may sometimes be regarded 
simply as specialist surgery and it should be a useful 
reminder of fundamental issues to those who may 
become blinkered by technological progress. 

S.-J. Knox. 


DRUG ADDICTION 
WHO Expert Committee on Drug Dependence: 
20th Report. WHO Tech. Rep. Ser. 551. 1974. 
Pp. 89. No price. 

It is a pleasure to comment on this WHO Technical 
Report; which contains very few platitudes and might 
serve as a basis for inculcating instant wisdom to those 
authorities, national and international, most in need 
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of it. It is an excellent and constructive summary, 
testimony to the presence, for the most part, of 
distinguished contributors to the subject. Relatively 
few came along for the ride, and those who know 
about these things were able to make their knowledge 
tell. The tone is mature, informed and realistic. 

To make such a glowing opinion credible, it is 
necessary, all the same, to find something to criticize. 
Thus, given that it could be so valuable to so many, 
it is a pity that, as is customary with WHO publica- 
tions, the format of the document is unattractive 
(although it does contain a few graphs—about 
alcohol consumption and its correlates); and the 
references to the literature are, also as usual, largely 
incestuous—less than a third are to papers not 
published by UN or WHO itself. 

Perhaps these organizations should take the advice 
of the Committee, who write on page 36: ‘Co- 
operation would be facilitated if, in each country, 
there were a single national agency, independent of 
producers and distributors, to collaborate with the 
international organs concerned.’ Should the latter 
not themselves have built a single house before 
expecting single countries to do likewise? However, 
not all the possible tenants, including some of those 
invited to Geneva, need necessarily be invited into 
the commune. Almost any child knows that it takes 
longer to grow up if your parents or other models of 
behaviour are at odds with each. other, struggling 
against each other for authority, or even pathetically 
pretending that they have anything at all to say. 

C. R. B. Joyce. 


OLD AGE 
Intellectual Functioning in the Aged. By R. D. 
SavAGE, P. С. Brrrron, N. Вогтом and E. Н. 
Harr. London: Methuen. 1973. Pp. vii4- 190. 
Index 8 pp. Price £4.85. 

This volume summarizes the psychometric findings 
of a decade of research in Newcastle-on-Tyne, in- 
vestigating the structure of cognitive abilities in the 
elderly. Subjects included elderly people living in 
the community and those in hospital suffering from 
affective, schizophrenic and dementing conditions. 
Survivors of the original populations were retested 
on three further occasions over a period of 64 years. 
The intellectual tasks were ones that are in common 
use, such as the Wechsler Adult Intelligence Scale, 
the Inglis Paired Associates Learning Test and the 
Modified New Word Learning Test. Levels and 
patterns of functioning on such tasks were looked at 
and related to variables such as age level, diagnosis 
and capacity for survival. 

Much of this work has already appeared in separate 
reports, but parts are new and discussion of both 
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testing techniques and outcome has been widened 
considerably. Particularly valuable is a section 
dealing with the practical problems encountered in 
testing the elderly. This book must be considered 
important reading for anyone who attempts to 
assess cognitive functioning in the elderly. 

ANTONIA WHITEHEAD. 


MISCELLANEOUS 
The Grammar of Living: An Examination of 
Political Acts. Ву Davm Сооркй. London: 
Allen Lane. 1974. Pp. 151. No index. Price £1.95. 

The title of this book is explained by the author, 
but remains a puzzle. I understand the book to be 
thoughts about a strategy of life, in рагісиаг the life 
of those who would like to defy the established order. . 
Despite the sub-title, it seems to be more concerned 
with intrapsychic, dyadic and small group feelings 
rather than with party politics. Since I am not sure 
what the author is saying, this is an inference rather 
than an observation. 

There is a chapter on how to take LSD. There is 
a section on free love which not only condemns the 
marriage institution but also commends sexual acts 
with patients. There are pontifications on the orgasm. 
Even those new readers not familiar with Cooper’s 
background may not be surprised by now to hear that 
there is a chapter on anti-psychiatry. He goes to town 
on orthodox psychiatry, ‘A scientific tradition that 
moves through experience, diagnosis, prognosis and 
treatment becomes a micro-political operation of 
labelling and then systematically destroying by the 
psychiatric Cure’ (p. 55). Analysts get a beating too. 
If by now you feel appropriately guilty, you may be 
relieved to hear that ‘There are some psychiatrists, 
however, working inside the system who are secretly 
anti-psychiatrists. They will know that my remarks 
do not apply to them’ (footnote, p. 56). 

So much for the content. The style is rarely lucid 
except where it is cleared by the heat of emotion. 
The passages quoted above are among the more 
understandable. Elsewhere the prose varies from 
misty to opaque. The author appears preoccupied 
with definitions of words and at one stage struggles to 
display them in a quasi-mathematical form (Diagram 
of the Zero Self, p. 28). It seems that labelling patients 
is out, but labelling everything else is in. When he 
runs out of defined terms he sprinkles the text with 
undefined neologisms. ` 

One should know that this book exists, but my 
guess is that even Cooper’s aficionados will be dis- 
appointed in it—not because of the dust cover 
warning that many will find it ‘deeply offensive and 
obscene’—but because it is obscure. 

К. С. Priest. 
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Mental Subnormality. By W. Aran HEATON- 
Wann. Fourth edition. Bristol: John Wright & 
Sons. Pp. 146. Price £1.50. 

This little book was first published in 1960, and the 
fact that it has now reached its fourth edition (paper- 
back), having run through three editions and two 
reprints in fourteen years, testifies to its popularity. 
The third edition appeared in 1967. There are no 
major changes, but the book is brought up to date. 
The contents and emphasis are mainly medical and 
should prove useful to medical students, doctors and 
nurses. Of 139 pages of text about 35 are devoted to 
legal aspects of care and ten to intelligence tests. 
Most of the rest describes causes, diagnosis, clinical 
findings ang medical treatment. The style is direct, 
succinct and lucid. 

. The reviewer found only one error, on page 36, 

where it is stated that a woman who is a carrier of a 

recessive gene runs a I in 100 risk of marrying a man 

who is the carrier of the same recessive gene. The risk, 
of course, depends upon the population frequency of 
the gene in question. 

The book is well printed and produced. There is an 
index but no references. B. W. RICHARDS. 


Psychology and Common Sense. By R. B. 
Јоумвом. London: Routledge and Kegan Paul. 
1974. Pp. 111. Price £2.50. 

The trouble with psychology, according to Joynson, 
has been the refusal to listen to laymen. Ryle is 
approvingly quoted telling us that the man in the 
street knows why he is doing things, unless he is ill. 
Joynson, though, thinks we do what we want for the 
purposes we have in mind, but that behaviourists 
ludicrously refuse to allow a chap to introspect and 
say what is happening. 

Broadbent, Skinner, Zangwill, Hebb et al. are 
blamed for leading psychology away from the pristine 
path bequeathed by Stout. We must give up the hope 
of a significant physiological or scientific psychology 
and return to philosophy. This request, though, is 
pleaded in a book which hardly considers the 
arbitrary nature of the concept of psychology itself, 
and bandies common sense around as though it can 
necessarily and always combine without difficulty 
what ordinary men say and think with what is good 
sense. 

In an erudite book which might have shown itself 
to be more au fast with much of the sociology of 
knowledge, common sense would have been expected 
to have been examined for the elusive concept it is. 
Moore’s fascination with the peculiar confidence 
implied by common sense, so pricked by Wittgen- 
stein's demonstration of the linguistic inevitability of 
Moore's certainties, is by-passed. Perhaps this is 
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because something else is really meant. In fact I 
believe Joynson's easily read and well-written book is 
yet another plea for social relevance and human 
concern in the direction of science. It expresses, 
however, a distaste for technology. Unfortunately it is 
written implying certain inevitable limits of neuro- 
physiology, cybernetics and behaviourism which are 
known to every Tom, Dick and Harry, but they are 
not really substantiated by the arguments presented. 
F. A. JENNER. 


The Biochemical Basis of Neuropharmacology. 
end Edition. By Jack R. Сооркк, FLOYD E. 
Broom and Roserr Н. Котн. London: 
Oxford University Press. 1974. Pp. х+272. 
Index 4pp. Price £2.50. 

This is the second edition of a book first published 
in 1970 and based on a course given to scientific and 
medical undergraduates at Yale University. As the 
title implies, the emphasis is on basic biochemistry ; 
neuropharmacological agents get rather brief atten- 
tion. The main subject-matter is those substances 
with some claim to be neurotransmitters, including 
catecholamines, serotonin, acetyl-choline, САВА, 
glycine, glutamic acid, cyclic AMP, prostaglandins, 
substance P and histamine. Although the role of 
brain amines in the cerebral mechanisms underlying 
sleep and temperature control is mentioned, narcotic 
dependence is not. The catecholamine hypothesis of 
depression is adequately covered, but the possible 
biochemical aetiology of schizophrenia is dismissed in 
two sentences. 

Psychiatrists will be most interested in the chapters 
on catecholamines and serotonin and the final chapter 
on cellular mechanisms in memory and learning. Key 
references to review articles are provided at the end of 
each chapter. 

This book provides a useful summary of up-to-date 
knowledge of neurochemistry, particularly of the 
synapse, but the restricted presentation of related 
clinical and pharmacological topics will reduce its 
appeal to post-graduate students of psychiatry or 
neurology. К. Davison. 


The Maltreated Child. Edited by JAN CARTER. 
Priory Press Limited. 1974. Price £3.50. 

This book, for which the authors and publishers 
should be complimented on their rapidity of produc- 
tion, is a much needed and topical discussion by 
various workers in the field of child welfare on the 
wider issues of ill-treatment of children. Baby batter- 
ing, an emotive but limiting term, is only the tip of 
the iceberg of unsuitable care situations that exist 
around us for many children in and out of their own 
homes. 
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The contributors range through social workers, 
doctors, lawyers and administrators, each faced with 
varying problems of diagnosis, care, after-care and, 
most important of all, communication, prevention 
and the planning of the services needed to identify 
and control this tragic but no longer novel situation. 
Case histories are used to show the deficiencies in care: 
where professional mistakes were made and how we 
can learn from them. 

The book is easily read, well produced and written. 
It is an essential volume for those of us who carry the 
ongoing responsibilities of helping children grow 
into responsible adults capable of expressing care and 
love for their own children. D. J. BrckNzrr. 


Mechanisms in Symptom Formation. Edited by 
Н. Musapu. Basel: S. Karger. 1974. Pp. viii+ 
304. Index 1 p. Price £14.00. 

Here is yet another permanent record of an inter- 
national conference, this time a congress of the 
International College of Psychosomatic Medicine. 
The theme, mechanisms of psychosomatic symp- 
tom formation, is interesting and important. The 
approach, at least in the intention of the editor, was 
extensive and multidisciplinary. Certainly the papers 
vary greatly in content and sometimes have little to 
do with the main theme. For example, the relation 
between brain amine turnover in depression and 
psychosomatic symptom formation is not obvious, 
but there is a group of interesting biological papers 
concerned with possible effects of emotional distur- 
bance on immune mechanisms. This area of interest 
is described, by the editor I regret to say, by the 
word psychoimmunology. And there is an excellent 
paper by David Hamburg on coping mechanisms in 
life-threatening situations. 

The book is carefully edited, beautifully produced 
' and published respectably soon after the event. All 
the material has been published in the journal 
Psychotherapy and Psychosomatics so that the book is 
unashamedly a collection of reprints, and a very 
expensive one at that. With dwindling library funds 
few librarians are likely to feel justified in buying it. 

J. L. Сіввомз. 


Treatment Settings in Psychiatry. A Compara- 
tive Study. By Jonn B. Coras, MICHAEL 
Fryer and Аянткү Ковш. London: Henry 
Kimpton. 1974. Pp. 100. References and index 
4 pp. Price £2.25. 

This is one of a new series—unfortunately titled 
*Mongroaphs in Controlled Medicine'—which aims 
to produce accounts of work based on controlled 
studies. The meat of this particular study is a com- 
parison of the results of treatment of matched patients 
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2dmitted to a general hospital psychiatric unit 
(Rochford General Hospital) and a mental hospital 

-From among 377 patients examined between 
January 1966 and January 1969, 98 pairs were 
nominated and are shown to have been well matched 
in a variety of criteria. Follow-up over а period of 
six months showed that they fared very similarly in 
the two settings. 

Relatives strongly preferred admission to the unit, 
and they also had fewer complaints about it. But the 
majority of complaints related to disturbance by 
other patients, and only informal admissions were 
accepted at Rochford. This points to the weakness of 
the study: it was not possible to control fay incidental 
factors, such as the geographical remoteness of the 
mental hospital, nor were the matched pairs песез- 
sarily typical of all admissions; as the authors them- 
selves point out. Though providing useful information 
in a field where facts are scarce, the study does not, 
therefore, deal with the crucial problem of whether 
or not all psychiatric patients can be adequately 
treated in a general hospital. 

Davin ABRAHAMSON, 


Research in Medical Care. British Medical Bulletin, 
Volume 30, No. 3. September 1974. London: 
British Council. Price £2.25. 

It is encouraging that the British Medical Bulletin, 
whose reputation is based on distinguished symposia 
on the scientific basis of medicine, has turned its 
attention to health care research. The authors review 
a variety of approaches from the administrative and 
operational to general practice and nursing. The issue 
as a whole arouses mixed feelings: gratitude at the 
bringing together of sixteen reviews by leading 
experts, disappointment at the managerial obscurity 
of some of the contributions and at the inadequacies of 
so much of the work reviewed. It is perhaps a pity 
that there is no introductory summary of the very 
diverse research methods, their advantages and 
drawbacks, and no attempt to chart the most pro- 
mising ways forward. 

While much will be of interest to psychiatrists, 
there is relatively little interest in, and indeed a 
notable absence of concern with the individual 
patient and his doctor, their attitudes, aims and the 
communication. So often a preoccupation with 
organizational alternatives conceals ignorance of how 
one should evaluate outcome, emotional, social and 
physical morbidity and the quality and effectiveness 
of care. Inevitably, this symposium impresses one more 
with our lack of knowledge than with our progress 
and raises major issues about health care without 
providing answers. RicHARD Mavov. 
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Books Received ` 


PSYCHIATRY, PSYCHOTHERAPY AND 
PSYCHOANALYSIS 


Integrated Psychiatric Treatment. By Jurian Lis 
and Anprew Epmunp Ѕілвү. Harper & Row, 
Publishers, Inc. Price $9.75. 

World History of Psychiatry. Edited by JoHN G. 
Howe ts. Balhère Tindall. Price £14.50. 


The Future of Psychiatry. By H. J. Еуземск. Methuen & 
Co. Ltd. Price 65p. 


BEHAVIOUR | 

The Making of Human Aggression. Edited by 
Hersert SELO. With an introduction by Вов GREEN. 
Quartet Books Ltd. Price £4.50. 

The Behavioural Treatment of Sexual Problems. 
Volume I: Brief Therapy. By Jack S. ANNON. 
Kapiolani Health Services, Hawaii. No price stated. 

Concepts in Ethnology: Animal and Human Beha- 
viour. Volume 2. By М. W. Fox. Oxford University 
Press. Price £4.80. 

Stress Without Distress. By Hans вик. Hodder and 
Stoughton. Price £2.75. 

Absenteeism in Industry. Ву SrANLEY Е. YOLLEs, 
PASQUALE A. CARONE and LEONARD W. KmniNsKY. 
(American Lecture Series.) Charles C. Thomas. Price 
$11.50. 


CHILDREN AND ADOLESCENTS 

The Development of a Ghild Psychiatric Treatment 
Program. By HzrzN K. Grao. John Wiley & Sons 
Lid. Price £6.75. 

Learning Difficulties: Causes and Psychological 
Implications—A Guide for Professionals. By 
Kunr Guaser. Charles C. Thomas. Price $8.75. 

PICA—A Childhood Symptom. By Joan BICKNELL. 
The Butterworth Group. Price £3.65. 

Young Children with Down’s Syndrome. By JANET 
Carr. The Butterworth Group. Price £4.50. 

Behaviour Modification with Children: A Clinical 
Training Manual By ALEXANDER J. TYMCHUK. 
Charles С. Thomas. Price $9.75 (paperback $6.95). 


DRUGS AND ALCOHOL 


Drugtakers in an English Town. By Martin A. PLANT. 
Tavistock Publications Lid. Price £6.50 (paperback 
£2.95). 


FAMILY THERAPY 
Marital and Family Therapy. By Ira D. Сок and 
Рлу R. Kessun. Gruns & Stratton, Inc. Price £6.00. 
Process and Practice in Family Therapy. By 
Geran H. ZuK. Psychiatry and Behavtoral Scrence 
Books, Pennsylvania. Price $9.75. 


MISCELLANEOUS 

The Age of Madness. By THomas S. Szasz. Routledge and 
Kegan Paul. Price £5.95. 

Attention and Interpretation. By W. R. Bion. Tavistock 
Publications. Price 85p. 

The New Sexuality. By Henprick М. RUITENBEEK. 
Groom Helm. Price £6.25 (cloth), £2.50 (paper). 
Tests in Print, II: An Index to Tests, Test Reviews and 
the Literature on Specific Tests. Edited by Oscar 

Kreen Boros. Gryphon Press. Price $70.00. 

Music Therapy in Action. By Mary PRIESTLEY. 
Constable. Price £4.00. 

Explorations in Psychohistory. Edited by ROBERT Jav 
LrrroN and Era OrsoN. Simon and Schuster. Price 
$9.95. 

А Physiological Basis for Personality Traits. By 
DAV Lesrer. Charles C. Thomas. Price $9.75. 

Twenty Cases Suggestive of Reincarnation. By Tan 
STEVENSON. University Press of Virginia. Price $15.00. 

The Splinting of Burn Patients. By Коо M. P. Von 
Prince and Mary Н. YxAxzL. Charles С. Thomas. 
Price $12.75. у 

Catalogue of World Health Organization Publica- 
tions. W.H.O. No price stated. 

Psychology and Medicine. By S. J. RACHMAN and 
Crane Prs. Maurice Temple Smith Lid. Price 
£3-75- 

The Origin and Treatment of Schizophrenic Dis- 
orders. By Тнеорове Lmz. Hutchinson. Price £3.00. 

Ethical Standards in Counselling. Edited by H. J. 
ВгАакнАм. Bedford Square Price. No price stated. 

Creative Divorce Through Social and Psychological 
Approaches. By RicHARD E. Harpy and Joun G. 
Curr. Charles С. Thomas. Price $12.95. 

Functional Chemistry of the Brain. By ADRIAN J. 
Dunn and Ѕтернем C. Bonny. John Wiley & Sons Ltd. 
Price £8.00. 

Writing Scientific Papers in English. An ELSE-Ciba 
Foundation Guide for Authors. By MAEvE 
O’Connor and Е. Perer Wooprorp. Published by 
Elsevier] Excerpta Medica] North-Holland. Price ЮЙ. 21.00. 

A Practical Guide to MMPI. By Parro Kwa- 
Erron Соор and Joun P. Brantner. Oxford 
University Press. Price £3.45. 

Lithium Research and Therapy. Edited by F. N. 
Jounson. Academic Press Inc. Price £13.50. 
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FROM ABROAD ‘Liberation Movements and Psychiatry. Edited by 
Conservatism as Heresy: An Australian Reader. N. МаСонАөнү. Ciba-Geigy. No price stated. 
Edited by Јонм J. Ray. Australia and New Zealand Brain and Sleep. Edited by H. M. van Praao and 


Book Company. Price $6.95. . Н. Memarı. De Eroen Bohn. Price Df. 42.50. 
L’Antipsychiatrie: Sens on Non-Sens? Edited by 


С Коо» Presses Universitaires de France Children in India (Les Carnets de l'Enfance, 29). 


No price stated. United Nations Children’s Fund. Price 6 fr. 
La Psychiatrie de l'Enfant. By Dmmr-J. Ducré. Kompendium der Psychiatrie. Ву Тн. SPOERRL ~ 
Presses Universitaires de France. No price stated. $. Karger. Price £3.70. ; 
Condition du Jeune Enfant. (Les Carnets de l'Enfance Latino Mental Health: A Review of Literature. 
28.) United Nations Children's Fund. Price $1.80. National Institute of Mental Healih. Price $1.95. 


Many of these books will be reviewed at a later date. 


e 
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Letters for publication in the Correspondence columns should be addressed to: 
The Editor, British Journal of Psychiatry, 17 Belgrave Square, London, SW1K 8PG 


THE PSYCHIATRIST IN SEARCH OF 
A SCIENCE 
Dear Sir, 

In his admirable article (Journal, March 1975, 
р. 205), Dr. Slater quotes a few sentences of mine but 
appears to have misunderstood my meaning. The 
points at issue are perhaps of general interest. 

Dr. Slater writes that science has nothing to say 
about subjective states. This is a highly contentious 
assertion and might be taken to imply that there can 
be no such thing as the scientific study of, say, 
perception. But whatever the logical status of the 
'endopsyche', unfortunately the patient usually com- 
plains of pain in just that intangible location, and the 
language in which he describes it is that of experience. 
The psychiatrist's first task is to try to grasp what is 
being communicated, and in doing so he acts, entirely 
legitimately, as part priest and part philosopher, that 
is to say, as a sensitive human being. But if as & 
scientist he wishes to go beyond the role of listener, he 
must not only seek to make psychological sense of 
what he hears—a task which the humanist might do 
just as well—but must proceed to transmute the 
experiences into phenomena. They are then tractable 
as objects of scientific discourse. 

Psychoanalytic theory proffers help at many levels. 
It provides both the psychiatrist and the patient with 
a perspective of man, a poetic vision of the evolving 
individual. Next, it offers a ‘scientific’ theory in which 
the phenomena, the empirical data of which it treats, 
are themselves feeling-states, so that the act of transla- 
tion from experiences to phenomena is much more 
direct than is the case with most psychological 
theories. Moreover, psychoanalysis encompasses a 
range of vicissitudes, from childhood fantasies to fear 
of death, provided by no other single framework. 

Of course a great deal has to be added to empirical 
observation in order to construct such a system. Yet it 
is not so very remarkable that intelligent men whose 
training has at least exposed them to scientific think- 
ing should be prepared to subscribe to much that is 
unsupported by any direct evidence. I suggested in 
the passage quoted by Dr. Slater that the reasons lie 
in the ‘effort after meaning’ and are to be traced to 
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the pressures of the therapeutic situation rather than 
found in any scientific basis for the theory. But my 
concern was certainly not to defend the anti-science; 
it was to suggest why scientific studies of psycho- 
analytic hypotheses have so little impact on a clinical 
approach, which to adopt a phrase of Sir Aubrey 
Lewis's, has ‘outlived its obiturists’ and which will 
doubtless continue until a better-founded but 
equally general theory is available. i 
Finally, may I gently protest at the bewildering 
honour Dr. Slater does me by grouping me among 
various eminent Freudians. If simply commenting on 
such matters (and in a book review at that) is enough 
to gain entrance to their ranks, should we conclude 
from Dr. Slater’s article that he too is now to be 
counted among the leading psychoanalysts of the day? 


N. KREITMAN. 
M.R.C. Unit for Epidemiological Studies in Psychiatry, 
University Department of Psychiatry, 
Royal Edinburgh Hospital, 


Morningside Park, Edinburgh, EH10 5HF. 


Dear Sm, 

In his article in the March issue, Dr. Eliot Slater 
has carried out a thorough investigation into the 
status of the different schools providing psychotherapy 
and bas come to the conclusion that their tenets 
exclude them from the realm of scientific medicine. 

I offer the following solution of the dilemma. We 
have to admit that the mind is not a subject for 
science, though the brain is. The mind is a subject 
for an ethic which is based on the recognition of 
personal freedom and not on determinism. In the 
psychotherapy which follows from such a premise 
the patient is faced with his challenges, which include 
the sexual drive, stressed by Freud, the striving for 
power considered by Adler, and the ‘archetypal’ 
experiences elucidated by Jung. In addition, he is 
expected to confront his cerebral condition, investi- 
gated by neurologists (for instance the disabilities 
due to advancing cerebral arteriosclerosis), The 
patient must also come to terms with his genetic 
endowment and his social milieu. Thus the insight 
gained by the different schools of psychological 
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medicine based on scientific determinism is integrated 
within the framework of personal freedom and 
responsibility. 

E. К. LEDERMANN. 
Marlborough Day Hospital, 
38 Marlborough Place, N.W.8. 


Dzan Sm, 

May I be allowed to make certain comments on 
Dr. Eliot Slater's fascinating and enlightening article 
on the ‘Depth Psychologies’ in your March issue? 

On the one hand, the language of Science caters 
for communications dealing with the scts of empiric- 
ally established and logically elaborated relations 
between observed objects (or their derivatives). On 
the other hand, there аге different languages which 
cater for other important aspects of man's under- 
standing which are more subjectively orientated and 
not so amenable to the above type of approach. 

There are, between these differing types of 
approach to truth, varying degrees of mutually 
fruitful and corrective interconnections. In fact, their 
respective languages and subject matter can be seen 
as forming a spectrum, which spans the gulf between 
the most objective and the most subjective, i.e. be- 
tween awareness through the ‘measuring eye’ of the 
Sciences and through the ‘inner eye’ of Art, Religion 
and Ethics. Conditioning therapy, which reflects one 
particular approach (and its corresponding language) 
would allocate itself more to the objective side of the 
spectrum and conversely with ‘analysis’. 

As Dr. Slater implies, one must not confuse the 
various approaches to truth nor treat their respective 
illuminations as interchangeably applicable (e.g. 
psycho-analysis and science) in all cases. 

Which mode of approach to truth is most relevant 
in any given context must necessarily depend on the 
various factors involved. 

I suggest that truth is ever-increasing under- 
standing, combined with the pragmatically wisest 
use of the control that such understanding yields to 
man, i.e. it is not co-extensive with, though it incor- 
porates, scientific knowledge. And, further, that, in 
certain conditions, psycho-analysis generates truth. 

J. АВІА. 
-*Croit Elidir’, 
St. Peter, 
Jersey, Channel Islands, 


Dear Sr, 

I would not wish to defend psychoanalysis as a 
scientific method. I would have thought that all 
depth psychologies are part of the art of psychiatry, 
which in its turn is an essential part of the art of 
medicine. In line with this, in fairness to Freud and 
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in view of some of the statements made in Slater’s 
paper, I consider it relevant to quote from some of 
Freud's later writings. He wrote (1933): ‘As a psycho- 
therapeutic method, analysis does not -stand in. 
opposition to other methods employed in this branch 
of medicine; it does not invalidate them nor does it 
exclude them. There would be no theoretical objec- 
tion to a physician who described himself as a psycho- 
therapist using analysis upon his patients alongside of 
other therapeutic methods, according to the peculiar 
character of the case and the favourable or un- 
favourable nature of the circumstances. . . . The 
expectation that we shall be able to cure all neurotic 
symptoms is, I suspect, derived from the lay belief 
that neuroses are entirely superfluous things which 
have no right whatever to exist. As a matter of fact 
they are serious, constitutionally determined affec- 
tions... we may hope that in the future our know- 
ledge of the action of hormones will provide us with a 
means of coping successfully with the quantitative 
factors involved in these diseases; but today we are 
far from having reached that desirable goal.’ In 
other words, Freud was surely looking forward to the 
time when clinical psychiatrists would practise in the 
manner that most of us do these days, namely, 
utilising whatever therapeutic techniques—psycho- 
logical and physical—may benefit the patient. 
Maurice SILVERMAN. 
Queen’s Park Hospital, 
Blackburn, BB2 3HH. 


REFERENCE 
Freup, S. (1933) New Introductory Lectures on Psychoanalysis, 
pp. 196-8. London: The Hogarth Press. 


PORNOGRAPHY, THE LAW AND 
MENTAL HEALTH 
Dear Sir, 

Dr. Kenyon in his article in the March issue, 
remarks on the ‘little reliable evidence that porno- 
graphy even interests children, let alone has a 
baleful influence on them’. There is, however, a 
great deal of evidence waiting to be documented 
from parents, teachers, social workers, newsagents 
and children themselves, showing that innocent 
children, indeed, are uninterested in pornography 
and do not even see it, but that once their attention 
has been drawn to the genital avenue, uncharted in 
the body image of the normal child until towards 
the end of adolescence, anything belonging to the 
fascinating lower end of the body and its extension 
into the ‘dirty’ and formerly forbidden side of life 
can attract and be pursued, and can corrupt and 
destroy far more than the equivalent situation in the 
adult. ; 
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The child and adolescent does not buy porn: he 
‘knocks it off’ or sneaks it from an adult’s collection, 
or persuades an unsuspecting relative to buy ‘educa- 
- tional’ books on biology that contain the illustrations 
that are pornographic for children (e.g. Your Body in 
the Ladybird series), which stimulate interest and 
activity. 

There is a worse effect. By eliminating the surprise 
element required to convert the girl to womanliness 
at the menarche sex education—which із porno- 
graphy to juveniles—results in the production of 
mothers without the maternal instinct, still impelled 
to preserve their own life, own goals, peace and 
convenience to the detriment of their offspring. 
Although this is surely the supreme form of corruption, 
the Attorney General is unlikely to interpret as 
illegal the instrument that brings it about, for the 
adult interpretation of pornography is different from 
the child’s. 

Louse Е. W. Eickgorr. 
Selly Oak Hospital, 
Birmingham, B29 67D. 


THE TERM ‘PSYCHOSIS’ IN THE 1974 
W.H.O. GLOSSARY OF MENTAL DISORDERS 
Dear Sm, 

As a clinician who has to code the diagnosis of 
patients, I looked with interest at the 1974 Glossary of 
Mental Disorders. Up to now I have been using the 
General Register Office Glossary published in 1968. As a 
teacher, I have had to try and put across the concepts 
of different kinds of mental disorder to medical 
students and others. I am rather disappointed that the 
new Glossary seems to give a less satisfactory descrip- 
tion of the term ‘psychosis’ than the older one. 

The new Glossary opens the section on Psychosis 
with the following: ‘Psychosis includes those condi- 
tions in which impairment of mental functions has 
developed to a degree that interferes grossly with 
insight, ability to meet some of the ordinary demands 
of life, or adequate contact with reality. It is not an 
exact or well-defined term. Mental retardation is 
excluded (310-315).’ This distinction thus refers to 
the severity of the disruption of mental functioning, 
with special emphasis on ‘insight’, and ‘contact with 
reality’. 

The 1968 Glossary makes the following statement 
about ‘psychoses’: “They include the affective dis- 
orders, the schizophrenias and paranoid states, and 
the organic mental disorders of various origins. No 
precise definition of “psychosis” has been proposed in 
this glossary. No such definition is required for the 
so-called psychoses have this in common that they 
are largely due, or are supposed to be due, to an 
organic process’. 
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In teaching students it has seemed to me that the 
more useful difference between psychosis on the one 
hand and neurosis and personality disorders on the 
other is that the abnormal behaviour can only be 
understood on the assumption of some organic change 
in the organism. The purely psychological explana- 
tion of ‘this patient reacting to this life situation’ 
proves insufficient. In the affective and schizophrenic 
psychoses the organic derangement is merely an 
unproved assumption. 

If, however, we define psychosis on the basis of 
presence or absence of insight we get into a very 
difficult area. The patient with a hysterical neurosis 
presents complaining that she has a paralysed right 
arm; has she got insight? At a later stage she accepts 
that it is not a true paralysis but ‘due to nerves’; 
has she now got insight or not until she realizes the 
underlying psychological difficulty which she has 
been attempting to resolve with the symptoms? 

In the course of a depressive psychosis a patient 
may have vague hypochondriacal ideas in the third 
week with no lack of insight or loss of contact with 
reality; by the sixth week he may have delusions and 
by the ninth week these may have reverted to vague 
worries and by the twelfth week he may be recovered. 
It seems cumbersome not to recognize the whole 
illness as psychosis rather than to reserve that label 
for the short period in the middle when he was 
deluded. Two years later the same patient may have 
a classical ‘endogenous’ type of depression in which 
he never experiences delusions. Is this now a neurosis 
or a non-psychosis ? 

It seems to me that in this respect the new Glossary 
makes things more difficult; the old glossary en- 
couraged an approach to the nature of psychiatric 
disorder rather than to severity in assigning classifica- 
tion categories. 

А W. О. McCormick, 
Department of Mental Health, 
Ths Queen’s Umversity of Belfast, 
Windsor House, 
Belfast City Hospital, 
Belfast, BT9 7AB. 


READING LIST 
Dear Sm, 

I think everyone will wish to congratulate the 
compilers of the Reading List published recently 
under the aegis of the Clinical Tutors’ Sub- 
Committee. I should like to raise one question, 
however, whether papers on therapeutic сош- 
munities should not properly be classified under 
‘psychotherapy’ rather than ‘hospitals’? 

The essence of the therapeutic community process 
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is that ordinary organizátional features of an institu- 
tion are supplemented by large groups which are 
basically conducted on psychotherapeutic lines. By 
this means psychotherapeutic elements in relation- 
_ ships are brought out for attention, as part of the 
total therapeutic aim of the institution. I would 
suggest, indeed, that this device is almost the only 
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CORRESPONDENCE 


one available by which’ physical methods of treat- 
ment can be supplemented effectively by psycho- 
therapy, except on an individual basis. NC 
Ingrebourne Crnire, 

St. George's Hospital, 

Hornchurch, Essex. 
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